PATIENT REGISTRATION FORM

**Today’s Date: ’

Clinic Name:

PATIENT INFORMATION: (Please use full legal name, no nicknames)

*Last Name: *First Name: Middle Initial:
*Address:
City: State; Zip:
Horne Phone #: ( ) - *Social Security # -
*Date of Birth: Age: *Sex: Marital Status: Drivers Lic#:
"‘Employér-Name and Address:

_ Work Phone #: ( ) -
E-mail Address: _ Cell Phone #: ) -

» Emnroency Contact Namc : Dmerv Phone #: (_ | ) .

” Ple(tse tell us how you lzezzm’ fzbom‘ 1s! : ' Refﬂrred by o
GUARANTOR INFORMATION (Llst person or msured name responsible for bill - use full Iecal name, no nlcknames)
*Relationship of Guarantor to Panent: “Self Spouse___ Parent Other
*Last Name: *First Name: Middie Initial:
*Address:

City: State: Zip:
Home Phone #: ( ) - *Social Security #:
*Date of Birth: ' Age: *Sex: -~ Female Male .

" | *Employer Name and Address:

Work Phone #: ( ) -

PRIMARY INSURANCE:

Plan Name :

Insured’s Social Security #:

*Policy / ID #:

*Insured’s Name:

INSURANCE INFORMATION: (Please allow receptionist te photocopy your insurance I cards)
IF SOMEONE OTHER THAN PATIENT IS THE INSURED PARTY. PLEASE INCLUDE DATE OF BIRTH FOR CLAIMS

*Insured’s Date of Birth:

Eff Date:

*Group #:

Claims Address & Phone:

SECONDARY INSURANCE:
Plan Name :

*Insured’s Social Security #:.

*Policy / ID #:

*Group #:

*Insured’s Name:

*Insured’s Date of Birth:
* Eff Date:

Claims Address & Phone:
*REQUIRED FIELDS-PLEASE COMPLETE FOR BILLING.

*ATTACH COPY OF INSURANCE CARDS.

Confidential Propristary Information

Please read and sign back of form.
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w0 PATIENT REGISTRATION FORM
DISCELOSURES & CONSENTS.

_ Date of Birth:

Patient Name:
First Name ML Last Narne

ASSIGNMENT OF INSURANCE BENEFITS: . S P P : _
I hereby authorize direct payment of my insurance benefits to MedicalEdge Healthcare Group or the physician individually for services
rendered to my dependents or me by the physician or under his/her supervision. I understand.that it is my responsibility to know my
insurance benefits and whether or not the services I am to receive are a covered benéfit. I understand and agree that I will be responsible

for any co-pay or balance due that MedicalEdge is unable to collect from my insurance carrier for whatever reason.

MEDICARE/MEDICATD/CHAMPUS INSURANCE BENEFITS: | v , _
rect: - T-autherize-the release of any 0f my-Qr oo -

‘| I certify that the information given by me in-applying forpayment under these programs is cor.
| my dependent’s records that these programs may request. Ihereby dirsct that payment of my or my dependent’s authorized benefits be | - -
made directly to MedicalEdge Healthcare Group or the physician on my behalf. : c o : -

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMIATION:
I ceriify that I have received and read a copy of the MedicalEdge Healthcare Group Patient Information Privacy Policy. I hereby

authorize MedicalEdge Healthcare Group or the physician individually to release any of my or my dependent’s medical or incidental non- |.
-public personal information that may be necessary for medical evaluation, ireatment, consultation, or the processing of insurance benefits.

AUTHORIZATION TO MAIL, CALL OR E-MAIL: R o e
I certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby authorize a MedicalEdge Healthcare Group
representative or my physician to mail, call, or e-mail me with communications regarding my healthcare, including but not limited to such

things as appointment reminders, referral arrangements, and laboratory resuits. I understand that I have the right to rescind this

authorization at any time by notifying MedicalEdge Healthcare Group to that effect in writing.

7
LAB/X-RAY/DIAGNOSTIC SERVICES: ,
I understand that I'may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I further understand
that I am financially responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever
reason.
CONSENT TO TREATMENT: .
1 hereby consent to evaluation, testing, and treatment as directed by my MedicalEdge physician or his or her desiguee.
PATIENT SIGNATURE: DATE:
GUARANTOR SIGNATURE: DATE:

(If different from patient}

GUARANTOR NAME (Please Print):

- Confidentizl Proprietary Information New Pt Reg Form Dec 2004




Clinic:

FINANCIAL RESPONSIBILITY AGREEMENT

Patient Date _ Date
of Birth: of Visit:.

-Name::

I understand and agree that I will be 'fmanciali'y reéponsible for any and all charges for
services not paid by my imsurance for my visits. This includes any Medical service or visit,

Preventative exam. or physical, Lab testing, X-ay, EKG, and any other Screeming service or .|

* Diagnostic testing ordered by the physician or the physician’s staff. -

- I understand and agree it is my'résponsibﬂity and not the responsibility of the Physician

or Clinic to know if my insurance will pay for my Medical service or visit, Preventative exam or

physical, Lab testing, X-ray, EKG, or any other Screening service or Diagnostic testing ordered
by the physician or the physician’s staff. -

"I understand znd agree it is my responéibﬂi’cy to ‘know -if my insurance has any
Deductible, Co-payment, Co-insurance, Out-of-Network amount, Usual and Customaery Limit, or
any other type of benefit limitation for the services Ireceive, and I agree to make full payment. -

T understand and agree it is my responsibility to know if the physician or provider I am
sesing is a contracted in-network provider recognized by my insurance company or plan. If the
physician or provider I am seeing is not recognized by my insurance company or plan, it may
result in claims being denied or higher out of pocket expense o me. [ understand this and agree

1o be financially responsible and make full payment.

' I understand and ag-rée it is my fesponsibility to- Icnowri‘f my PCP choice has been
processed by my Insurance company or plan. If I have requested 2 PCP change that is not
processed by my insurance company, it may result in claims being denied. I understand;this and

agree to be financially responsible and make full payment.

Date:

Signature:

(please sign here— Patient or Resporsible Party)

Résponsible
Party Name:

(please print name of Responsibility Party if different jrom Patient) -

Preventive Waiver Form Revised 04/16/03
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‘Patient Privacy Directive

In our efforts to comply with the Health Insul ance Portability and Accountabﬂlty Act’
(HIPAA), we need to be certain that we guard your privacy according to your wishes
when it comes to your family, friends, and co-workers.

R “P]féé’.é"é 'ei'i"é‘lié'ifﬁﬁf"'fééﬁbfﬁ'éé”ﬁ)"thé'fﬁﬂbﬁiﬂé”:‘"""“’“”" T

May we leave messages concerning your appomtmems with a co-wmker receptionist or secretary
that regularly answer your calls? Yes No - NA

- May we leave messages on a voice mail at work? S Yes No NA L

May we leave messages on a voice mail at home? . Yes No NA -

May we discuss your appointmenés/treatment with yb'ur spouse? Yes No  NA

- If you are over the age of 18 stﬂ_ hvmc 4t home;, may we discuss your appomtments/treatment Wlth
yourparem(s) or guardian? Yes No  N/A

If you are over the age of 18, may we dlSCtLSS your appointments and/or treatment with your
ohlldren‘7 Yes No NA :

You must inform us, in writing, of any changes in your directives. This record takes effect on the date
below and will be kept in your file . "

I have received a copy of the “Notice of Privacy Practices”

Date:

Signature: _

Date of Birth:

Printed Name:

Physician Office Representative




Acknowledgement of Receipt of HIPAA Notice of Privacy Practices

This practice reserves the right to modify the privacy practices outlined in the notice..

I have received a copy of the “Notice of Privacy Practices”

Name of Patient (Prit)

 Sigmmwrs ofPamem .~ Dai of Signawms

Signature of Patient Representative
(Required if the patient is a minor or an adult who is unable to sign this form)

Relationship of Patient Representative to Patient

- Reauest for Confidential Communication of Your Profected Health Informafion

. Please circle your response to the following:

May we leave messages concerning your appbintments with a co-worker, receptionist or
secretary that regularly answer your calls? Yes No N/A

May we leave messages on a voice mail at work? Yes No NA

May we discuss your appointments/treatment with your spouse? Yes No - N/A

If you are over the age of 18, still living at home, may we discuss your

appointments/treatment with your parent(s) or guardian? Yes No NA

If you are over the age of 18, may we discuss your appointments and/or treatment with
‘ Yes No NA

your children?
You must inform us in writing if you wish to change the manner in which this office
communicates o you.

Thank you.

Please place in the patient’s medical record.

12/06




HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. -

PLEASE REVIEW IT CAREFULLY,

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health care professionals .

for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment. For example,
results of laboratory tests and procedurss will be available in your medical record to all health professionals who

may provide freatment or who may be consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from other sources of
coverage such as an automobile insurer, or from credit card companies that you may use to pay for services. For
example, your health plan may request and receive information on dates, of servics, the services provided, and the

rned1ca] condmon bem<T treated

Health CarA Operatlons. Your hea]th mrormatzon may be used as necessary to support the da:y-to-day attivities
and management of [name of practice]. For example, information on the services you received may be used to
support budgeting and financial reporting, and activities to evaluate and promote quality. ‘ '

gencies who support

Law Enforcement, Your health information may be disclosed to law enforcement a
government audits and inspections, to facilitate law-enforcement investigations, and to comply vmh governmeni-

mandated rﬁpor‘mcr _

Public Health Reporting, Your health information may be disclosed to public health agencies as required by law.
For example, we are required to report certain communicable diseases to the state’s public health department.

Research
Provider may dlsmose your medical information to p=ople prepanng to conduct a research DT'O_]CCI {Ior example o

help them look for patients with specific medical needs) so long as the medical information they review is not
removed from the premises of this practice. Provider may also disclose the medical information of decedents for 2

research project, so long as the information 1s necessary for the research.
Other uses and disclosurss require your anthorization. Disclosure of your health information or its use for any
purpose other than those listed above requires your specific written authorization. If you change your mind after

anthorizing a use or disclosure of your information you may submit & written revocation of the authorization.
" However, your decision to revoke the authorization will not affect or undo any use or disulosure ofinformation that

occun‘ed before you notified us of your duClSlOl’l to revoke your autho 1za’non

Adchtxonal Usns of Informatmn

Appointment Reminders. Your health information may be used by our staff'to send you appointment reminders. If
you would like this office to communicate your health information to you in a confidential manner, please indicate

your wishes on. the ‘Acknowledeement of Recewt of HIPAA Notice of Privacy
Practices’ form. : :

Information about treatments, Your health information may be used to send you information that you may find
interesting on the treatment and management of your medical condition. We may also send you information

describing other health—relatﬂd products and services ‘that we beheve may interest you,
Individual Rights
You have certain rights under the federal privacy standards. These include:

+  The right to request restrictions. on the use and disclosure of your protected health information;
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HIPAA Notice of Privacy Practices
+  The right to receive confidential communications concerning your medical condition and treatment; .. | ..
+ " Theright to inspect and copy your protected health informatior; =~ = = ' oo o
+  The right to amend or submit corrections to your protected health imformation;
+ The right to receive an accounting of how and to whom your protected heal

disclosed; &
« Theright to receive a prinied copy of this notice.

th informaition has been

‘Praciice Duties . o
We are required by law to maintain the privacy of your protected health information and to provide you with this

“Notice of Privacy Practices”.

We are also reé;uired»fo abide by the privacy.policies and practices that are outlined in this notice.

Right to Revise Privacy Praciice . . :
As permitted by law, we reserve the Tight to amend or modify our privacy policies and praciices. These changes in
our policies and practices may be required by changes in federal and state laws and regnlations. Upon request, we
will provide you with the most recently revised notice on any office visit. The revised policies and practices will be

applied to all protected health information we maintain.

ation that we maintain. As permitted by federal

Requests to Inspect Protected Health Information -
You may generally inspect or copy the protected .health inform , :
regulation, we require that requests to inspect or copy protected health information be submitted in writing, You

may obiain a form to request access to your records by contacting this practice. Your request will be reviewed and.
will generally be approved unless there are legal or medical reasons to deny the request.

- Complaints
If you would like to submit a comment or complaint about our privacy practices, you can do so by sending 2 letter or
placing a call outlining your concerns ta: ‘ L

HIPAA Privacy Officer
MedicalEdge Healthcare Group
9229 LB] Freeway

Dallas, TX 75243 -

(972) 792-3803

If you believe that your privacy rights have been violated, you should call the matter o our attention by sending a
letter describing the canse of your concern to the same address. You may also submit complaints to the Sscretary of

Health and Human Services,

You will not be penalized or otherwise retaliated against for filing a complaint.
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-New Patient Medical History.

{Name:

Date of Birth:

Sex: Female Male ‘

~ -|What is the main probiem for which you are being seen?

MEDICAL HISTORY:

| |Allergies
| jAsthma

..l |Diabetes .

|_|Emphysema /COPD

' ngh Blood Pressu're :

Please check all of your current or past medical problems

I Jcancer

| _|High cholesterol

| [Thyroid problerhs
-..|- | Heart problems. .

- | |Séizures

Please check all of the following that run in your family

DNo known allergies

FAMILY HISTORY:
Allergies High Blood Pressure
Asthma High cholesterol
Cancer Thyroid prob_lems (low / high)
Emphysema / COPD . Heart problems
Diabetes Seizures
SURGERIES: Please list any surgeries you may have had
ALLERGIES: Please list any allergies to medications you may have
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SOCIAL HISTORY:

Use the back of the page if necessary.

Do you smoke cigarettes? . no yes . If so, how many per day? .
Did you smoke in the past? " no yes : R
Do you drink alcohol? no yes - How many drinks per day / week / month
Did you-drink in the past? no yes .
Do you use illicit drugs of any kind? no yes' [f so, what kind and how often -
Have you ever used drugs? no yes. . i
PREVENTIVE MEDICINE TESTING , Please mark all the following tests that you have had performed and .
SR the dates they were done.
Date : ’
[ |EKG Normal Abnormal
'|__|Stress test e Normal- -~ |: [Abnormal
Echocardiogram Normal Abnormal
| _|Colonoscopy Normal Abnormal
TB Test Normal |_|Abnormal
| _IPneumonia vaccine . : : -
| _|Flu shot o , . )
| Tetanis stiot v T e e - - - . - .
.- FEMALES
Pap Smear Normal Abnormal
Mammogram Normal Abnormal
Bone Density Test Normal Abnormal
. MALES ' S . e e
PSA - o ‘ ) : “INermal - - Abnormal
Prostate / Rectal Exam ) |Normal Abnormal
It you are diabetic, when was your last eye exam?
MEDICATIONS Please list all of your medications, including dose and frequency.
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Please mark any symptoms you have now, or have had in the last six months.

'IREVIEW OF SYSTEMS
General: | . |Weight gain . Skin:. New area of concern | = Head; : Blurred Vision . Neck:, Swelling
‘|Weight loss Brilising ‘ Visiori Change Pain
Loss of appetite Rash Headache Glands
Fever ltching Hearing Loss Swollen}
Chills ' |__|Ear’Pain
Fatigue __|Ringing in the Ears
o - o o | |Vertigo
Respitatory:[ |Cough - . ' Heart: .[ |GhestPain .-. .. | -|Nasal Congesion
: ‘ Sputurn Production - |_|Fainting. |_|Runny Nose.
Coughing up Blood Short of Breath on Exertion | |Sore Throat
Shortness of Breath. : Swelling in legs / feet - ' '
Snoring- . | |lrreguiar Heart Beat
Wheezing |__|High Blood pressure
| _1Short of Breath lying down
| _|Palpiations
GE: [ JAbdominal Pain . MS: [ |Back pain .. Neuro: [_|Dizziness - _ - ~-Psych: [ |Anxiety e
1" - |_|Bioody Stool* e Hoeintpain e s e Z'-Wé‘a.k.ri._es."s‘.: cnm L |Depressiont ol
_|Change in bowel habits | _jJoint redness ] Headaches.:.~ - | linsomnia
Constipation ' Joint siiffness | _|Numbness | | Difficulty
Diarrhea |_{Joint sweliing | _{Tingling Concenirating
Difficulty swallowing Muscle cramps |__|Passing Out
| |Gas | __|Muscle aching |__|Tremor
| _iHeartburn | _|Muscle weakness . | |Unsteadiness .
Dark black stools . e
Nausea -
| |Vomiting
Endocrine: Cold tntolerance Heme: | |Easy Bruising
: Heat Intolerance Prolonged Bleeding
Excess Urination Entarged Lymph Nodes
Thyroid Problems ' .
Excess Thirst
Change in sex drive
Women: [ Breast Lumps Men: E Buring with urination
|__[Nipple Discharge | |Urinary hesitancy
Breast Tenderness | _|Urinary frequency .
| _{Heavy Periods | _|Blood in urine
| _|Absent Periods |__|Getting up at night to urinate
Irregular Periods Problems with erections
Pain with intercourse | _|Premature ejaculation
| _{Vaginal Discharge | |Lump on testicle .
| _|Buring with urination | _jPain in testicle
Urinary hesitancy Discharge from penis
| _{Urinary frequency
|__|Blood in urine
Signature: Date:
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