Patient Registration Form

Acct #:




           New Patient: YES    NO
 

Update: YES    NO

Patient Name:






 Responsible Party:




Patient Address: 






 City, State, Zip:






Billing address: 






 City, State, Zip:






Permanent Address: 





 City, State, Zip:





Home Phone: 



 Work:


 Sex:  M    F   Birth Date:


 Age:

Patient Social Security #:




 Name of Responsible Party:





Responsible Party Soc. Sec. #:



 Relationship to patient: Self  Spouse  Child  Other:


How did you hear about us? 











Primary Care Physician’s Name & Address: 










What are you being seen for today? 





 1st date of Symptoms:


Please list Allergies: 







 Are you pregnant?    YES     NO

If injury was the result of an accident, was it:   Auto Accident   or   Job Related   Date of Injury:





Is patient Single or Married or Other:


 Is patient: Employed or Full-time student Other:


Occupation:





 Employer Name:






Supervisor’s Name:




 School Name: 






Spouse or nearest relative Name/Address/Phone: 









Spouse or nearest relative employer’s Name/Address/Phone: 








In case of an emergency, contact Name/Address: 









Emergency Contact Phone Day:




 Night: 






●———————————————————————————————————————●

Insurance Information

Primary Insurance: 




 Secondary Insurance: 





Insurance Company: 




 Insurance Co. Address: 





Policy Holder Name: 




 Policy Holder Name: 





Relationship to Patient: 




 Relationship to Patient: 





Employer: 





 Employer: 






Policy #:



 Group/ Claim #:

 Policy #:


 Group/ Claim #:


Policy holder’s Sex  M   F  Birth Date:


 Policy Holder’s Sex:  M   F  Birth Date:



Co-Pay &:


 Deductible:

 Co-Pay $:


 Deductible:


AUTHORIZATION: I hereby authorize payment directly to Pueblo Family Physicians, Ltd. for the medical benefits, if any, otherwise payable to me for service rendered. I authorize the release of any information necessary to determine liability for payment and to obtain reimbursement on any claim. I understand that I am financially responsible for all charges not covered by my insurance. If signing as the parent or guardian of a minor, child, my signature below authorizes appropriate treatment to be given and certifies that I am legally empowered to do so. All collections and attorney fees will be added if applicable. 

Signed: (Patient, Parent, Guardian if Minor):






 Date: 



Our office policy requires that patients that do not show for three (3) appointments will be discharged from the practice. There will be a $35.00 charge for any appointment not cancelled within 24 hours. Your insurance will not pay for this charge. This will be the sole responsibility of the patient to pay. We require that you give a 24 hour notice of a cancelled appointment. 

I have read and understand and agree to this policy.

Patient or Guardian Signature:








Date:






Financial Policy

Thank you for choosing us as your healthcare provider. We are committed to your treatment being successful. Please understand that payment of your bill is considered a part of you treatment agreement. The following is a statement of our Financial Policy which we require you to read and sign prior to treatment. 

All patients must complete our information and insurance forms before seeing the provider. 

Full payment is due at the time of service. We accept cash, check, visa, MasterCard, American express, or discover. We offer an extended payment plan with prior credit approval. 

Regarding Non-contracted Insurance Carriers

We may accept assignment of insurance benefits after your second visit. However, we do require 50% of the bill to be paid at the time of service. The balance is your responsibility whether your insurance company pays or not. We cannot bill your insurance company unless you give us your insurance information and provide us with a copy of your insurance card. Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. In the event we do not accept assigned benefits, we require that you be pre-approved on your extended payment plan or provide a credit card with continuing authorization to bill that account for the balance. If you insurance company has not paid your account balance in full within 60 days, the balance will automatically transfer to your credit card or the extended payment plan. Please be aware that some, and perhaps all, of the services you request and are provided may non-covered services and not considered reasonable and necessary under the Medicare Program and-or other medical insurance. This does not relieve you of responsibility of payment for those services. 

Regarding Contracted Insurance Carriers

We accept assignment of insurance benefits and will bill your carrier for you.


Co-pays are expected to be paid prior to treatment, at the time of sign-in. 


Co-Insurance and deductibles will be calculated and collected after your treatment, at check-out.

Should you not be able to make your expected payment, arrangements must be made prior to your being treatment. In the event that your insurance coverage changes to a plan where we are not contracted with, refer to the above paragraph entitled “Regarding Non-contracted Insurance Carriers”

Usual and Customary Rates

Out practice is committed to providing the best treatment ofr our patients and we charge what is usual and customary for our area. You are responsible for payment regardless of any non-contracted insurance company’s arbitrary determination of usual and customary.

Adult Patients

Adult patients are responsible for full payment at the time of service.

Minor Patients

The adult accompanying a minor and the parents (or guardian) of the minor are responsible for full payment. For unaccompanied Minors, non-emergent treatment will be denied unless charges have been pre-authorized to the approved credit plan, credit card, or payment by cash at the time service has been verified

Missed Appointments

Unless cancelled at least 24 hours in advanced, our policy is to charge for the missed appointment at the rate of $35.00. Please help us serve you better by keeping scheduled appointments and by giving us as much notice of cancellation as possible.

Return Checks

Accounts with checks being returned from you bank for any reason, will be assessed a charge of $25.00 for each returned check. We will not resubmit the checks once returned. We will attempt to notify you of a returned check. Certified funds (cashier’s check, or money order) or cash in the amount of the check plus the $25.00 return fee will need to be brought into our office prior to your next appointment to allow you to be seen by the physician. No further personal checks will be accepted for payment on accounts with two (2) or more returned checks from the same household. 

Thank you for understanding our Financial Policy. Please let us know if you have any questions or concerns.

I have read, understand, and agree to this Financial Policy. 

Signature








Date
Authorization to Obtain Medical Information

“This information has been disclosed to you from records whose confidentiality is protected by federal law. Federal regulation (42 DFR Part 2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization of the release of medical or other information is NOT sufficient for this purpose.”
Request Records From:




Patient Information:
Site Name






Name (Last, First)

Address 






DOB

Fax #







Social Security #


Receiver



Donald Cunningham, D.O. & Douglas Cunningham, D.O.


4350 N 19th Avenue #6

15425 N Greenway-Hayden Loop A-300-3


Phoenix, AZ 85015


Scottsdale, AZ 85260



Phone: 602-264-9191


Phone: 480-607-1124


Fax: 602-532-2973


Fax: 480-607-1087

Purpose of Disclosure:











Extent of Information or Records to be Disclosed: All medical records including communicable disease information, eg, AIDS information.

This information gives consent to inspect and copy medical records whose confidentiality is protected by federal laws which include special authorization to release medical information under the Drug Abuse Office and Treatment Act of 1972 (P.L. 92-255) and the comprehensive alcohol abuse and alcoholic prevention, treatment, and rehabilitation act amendments of 1974 (P.L. 93-282).

The undersigned hereby authorizes and consents to the disclosure by the above named clinic to the above named company or persons, or their representatives, or bearer of this instrument of any information, records, documents, reports, clinical abstracts, histories, and charts, of every kind and description relating to my condition, care, confinement and treatment, and consent to the furnishing them of photo static copies or other copies of same. 

BE IT FURTHER KNOWN that this consent is subject to revocation at any time except to the extent that action has been taken in reliance thereon.

Date of Consent:




Date of Expiration (60 days):



Signature of Patient 



Witness

Signature of Authorized Party


Witness
Date: 



   
     Patient History Form

Pueblo Family Physicians

Note: this is a confidential record and is maintained in out office. The information will not be released without your permission to do so. 

Name:






Occupation:






Social Security #:




Date of Birth:






Are you allergic to any medications? Please List:









Do you have a living will or advanced directives? 
YES
   NO

Past Medical History

Have you or anyone in you family (parents, grandparents, brothers, or sisters) had any of the following illnesses?

Yes 
No




If so circle the family member with the disease. 

 FORMCHECKBOX 

 FORMCHECKBOX 

Heart Disease, Stroke, or 



Heart attack before age 60
Self  Mother  Father  Sister  Brother  Grandparent  Uncle  Aunt

 FORMCHECKBOX 

 FORMCHECKBOX 

High Blood Pressure

Self  Mother  Father  Sister  Brother  Grandparent  Uncle  Aunt

 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes


Self  Mother  Father  Sister  Brother  Grandparent  Uncle  Aunt

 FORMCHECKBOX 

 FORMCHECKBOX 

Colon Cancer


Self  Mother  Father  Sister  Brother  Grandparent  Uncle  Aunt

 FORMCHECKBOX 

 FORMCHECKBOX 

Breast Cancer


Self  Mother  Father  Sister  Brother  Grandparent  Uncle  Aunt

Do you have any other medical problems?









What medications do you take? 











Date of last Tetanus:




Other Vaccines:





Date of last Mammogram: ______________________ Date of last Colonoscopy: ______________________
Circle any surgeries you mat have had:

Gallbladder



Hysterectomy



Heart Surgery



Knee or Hip



C-sections



Tonsillectomy

Appendix



Other Surgeries: 








List Hospitalizations: 












Do you smoke? Yes  No  How much? ______How long have you smoked?______When did you quit?______
Do you drink alcohol? Yes  No  How much? _____ Do you use any street drugs now? ​​______ Ever? _______

Have you ever had a blood transfusion or plasma?  Yes  No  What Year?



Women Only:
First day of last menstruation:


 Number of pregnancies:



Review of Systems
Do you REPEATEDLY have any of the following problems related to the following systems? Answer all of the questions by placing a circle around YES or NO.

Constitutional


Fever


Yes
No


Chills 


Yes
No


Weight Loss

Yes
No



Weight Gain

Yes
No


Other






Eyes


Blurred Vision

Yes
No


Double Vision

Yes
No


Pain


Yes
No


Other






Allergic/Immunologic


Hay Fever

Yes
No


Other




Neurological


Tremors

Yes
No


Headaches

Yes
No


Numbness

Yes
No


Tingling

Yes
No

Endocrine


Excessive Thirst
Yes
No


Too Hot/Cold

Yes
No


Tired/Sluggish

Yes
No


Other




Gastrointestinal


Abdominal Pain
Yes
No


Nausea/Vomiting
Yes
No


Diarrhea

Yes
No


Constipation

Yes
No


Indigestion

Yes
No


Heartburn

Yes
No


Hepatitis B

Yes
No

Cardiovascular


Chest Pain

Yes
No


Varicose Veins
Yes
No


High Blood Pressure
Yes
No

Integumentary

Skin Rash


Yes
No

Boils



Yes
No

Persistent Itch 

Yes
No

Musculoskeletal


Joint Pain


Yes
No


Neck Pain


Yes
No


Back Pain


Yes
No


Other





Ear/Nose/Throat/Mouth


Ear Infection


Yes
No


Sore Throat


Yes
No


Sinus Problems

Yes
No

Genitourinary


Painful Urination

Yes
No


Frequency of Urination
Yes
No


Losing Urine with Cough
Yes
No




Or Sneeze
Yes
No


Problems with Sex

Yes
No


Sexual Preference

M   F   Both

Respiratory


Wheezing


Yes
No


Frequent Cough

Yes
No


Shortness of Breath

Yes
No

Hematological/Lymphatic


Swollen Glands

Yes
No


Blood Clotting Problems
Yes
No

Psychological


Are you generally satisfied with your life




Yes
No

Do you feel Depressed
Yes
No

Difficulty Sleeping

Yes
No

Current Stressors




	For Physician Use Only:

Physician Signature 







 Date




PUEBLO FAMILY PHYSICIANS

   Summary of HIPAA Notice of Privacy Practices

Use of Protected Health Information. We are permitted to use your protected health information for treatment purposes, to facilitate our being paid, and to conduct our business and evaluate the quality and efficiency of our processes. Also, we are permitted to disclose protected health information under specific circumstances to other entities. We have put into place safeguards to protect the privacy of your health information. However, there may be incidental disclosures of limited information, such as overhearing a conversation, that occur in the course of authorized communications, routine treatment, payment, or the operations of our practice. HIPAA recognizes that such disclosures may be extremely difficult to avoid entirely, and considers them as permissible. For entities that are not covered under HIPAA to which we must send protected health information for treatment, payment, or operational purposes, we require that they sign a contract in which they agree to protect the confidentiality of this information.

Disclosures of Protected Health Information Requiring Your Authorization. For disclosures that are not related to treatment, payment, or operations, we will obtain your specific written consent, except as described below.

Disclosures of Protected Health Information Not Requiring Your Authorization. We are required by state and federal law to make disclosures of certain protected health information without obtaining your authorization. Examples include:   Public Health issues as Required by Law; Communicable Diseases; Health Oversight; Abuse or Neglect; FDA requirements; Legal Proceedings; Law Enforcement; Coroner, Funeral Directors and Organ Donation; Research; Criminal Activity; Military Activity and National Security; Worker's Compensation; and Inmates.

Communication to You of Confidential Information by Alternative Means. If you make a written request, we will communicate confidential information to you by reasonable alternative means, or to an alternative address.

Restrictions to Use and Disclosure. You may request restrictions to the use or disclosure of your protected health information, but we are not required by HIPAA to agree to such requests. However, if we do agree, then we are bound to honor your request. In the course of our use and disclosure of your protected health information, only the minimum amount of such information will be used to accomplish the intended goal.

Access to Protected Health Information. You may request access to or a copy of your medical records in writing.  We will provide these within the time period specified, unless we are forbidden under HIPAA or by applicable state law to provide such records. If we deny access, we will tell you why. You may appeal this decision, which, under specified circumstances, will be reviewed by a third party not involved in the denial. 

Amendments to Medical Records. You may request in writing that corrections be made to your medical records. We will either accept the amendments, and notify appropriate parties, or deny your request with an explanation. You have rights to dispute such denials and have your objections noted in your medical record.

Accounting of Disclosures of Protected Health Information. You may request in writing an accounting of disclosures of your protected health information. This accounting excludes disclosures made in the course of treatment, payment, or operations, and disclosures that were made as a result of your written authorization.

How to Lodge Complaints Related to Perceived Violations of Your Privacy Rights. You may register a complaint about any of our privacy practices with the Privacy Official or with the Secretary of Health and Human Services without fear of retaliation, coercion, or intimidation.

Pueblo Family Physicians

Patient Record of Disclosures

In general, the HIPAA privacy rule gives individuals the right to restriction on uses and disclosures of patient health information (PHI).  The individual is also provided the right to request confidential communications of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of home.

I wish to be contacted in the following manner (check all that applies).

Home Telephone 











______ OK to leave message with detailed information


______ Leave message with call-back number only

Cell Telephone 












______ OK to leave message with detailed information


______ Leave message with call-back number only

Work Telephone 












______ OK to leave message with detailed information


______ Leave message with call-back number only

Written Communication


______ OK to mail to my home address


______ OK to mail to my work address


Other 




























May we discuss your medical situation with an adult other than yourself?  Yes   No If yes, who & relationship










Patient Signature




  

 
Date

Print Name





  


Date

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of your PHI to the minimum necessary to accomplish the intended purpose.  These provisions do not apply to the use and disclosure made pursuant to an authorization requested by the individual.

Pueblo Family Physicians

A new federal law known as the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) goes into force on April 14, 2003.  We are required to give you a printed copy of our HIPAA Notice of Privacy Practices.  For your convenience, we are providing this brief summary.  We are required to ask you to sign a one-time acknowledgment that you have received our Notice.
Acknowledgment of Receipt of Notice of Privacy Practices

Use and disclosure of protected health information is regulated by a federal law known as The Health Insurance Portability and Accountability Act of 1996 ("HIPAA"). Under HIPAA, providers of healthcare are required to give patients their Notice of Privacy Practices for Protected Health Information and make a good faith effort to obtain a written acknowledgment that this notice was received.

Therefore, I,












 (printed name of patient or personal representative), acknowledge that Pueblo Family Physicians Ltd. has provided a written copy of its Notice of Privacy Practices for Protected Health Information to (check one)   myself  or   specify:  










(If signing as a personal representative, documentation of your legal right to do so must be provided.)







  




____/_____/20_____             
Signature of Patient or Personal Representative




Date                  
 
 










(mm / dd / yyyy)

Printed Name 





Relationship to Patient










        (if not self)
To be completed by Pueblo Family Physicians Ltd.

 We made a good faith attempt to provide the above named patient with a copy of our Notice of Privacy Practices for Protected Health Information, but we were not successful for the following reason:

Printed Name

   






Title











_____/_____/20_____
Signature




  
               

Date










  
           
(mm / dd / yyyy)
