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Ry D By e R LA R
Patient’s Social Security Number: Gender: [DF OM Date:
Name of Patienl:
Firsy ) Middle Lust
Birth Date: Drivers’ License & State: Email Addresy
Mailing Address: .

Physical Address (if different from above):

City: State: Ziy

Ccll Phone: { ) Work Phone: (). Home Phone: ()

Responsible Party: |

(Person with patient if patient is under 18) First Middic Last

Mailing Address:

City: State; . Zip: DL, Muraber & Stato:
Birth date: Responsible Party’s 85N Genderr OF 0O M
Home Phone: { ) Work Phone: { ) Cell Phone: ( }

Responsible Party™s Employer;

Vi R S R T,

he front desk Feceptionist whien returning thi form ~ s

Name of Insurance: Policy Nuntber:
Group Name: . Effcotive Date: (if applicable)
Co-Pay Amouont; Group Number:
Patient’s Relationship to Polioyholder O Self L1 Child O Spouse . (3 Guardian 0 Other
Name of Palieyholder:
{If ditferent from Responsible Paity) First Middle Last
Birth Date of Policyholder; Phone: { } Gender: [JF 1 M

Name of Policyholder's Employer:

mmmti —— s S SIS W ERUC I TR P R .

Address of Tnsuranos older:
{If dilferent han Responsible Party Infornation)

City: State: Zip:

Ciunprany {2 thlianinh Pige bors
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Name of Becondary Insurancs:

Policy Number: Group Number: Bffective Date:
Patlent's Relationship to Policyholder: [ Self 1 Chiid [ Spouse ] Guardian £1 Other
Mame of Policyholder:
First Middie Last
Birth Date: Phone: { ) Gender: OF 1M

Name of Policyholder’s Employer:

Address of Insurance Holder:
{If different than Responsibic
Party Informetion) City: State: Zip:

(TAr | ﬁ}th‘i\hﬁg‘*\.‘m\t;&m H'l‘!\‘-lm il s ‘;‘T;‘-ﬁ
R E L e

ST A M AT S Ml 1 mdcu

_. Emergency Contact Tnformation -

Naume: Relationship to Paticnt:

Home Phone: ( ). Work / Cell Phone: ( Y. -
Streer Address: .

City: State: Zip:

Financial Responsibility Agréement

I/We hercby authorize The Narrows Health and Wellness to furnish all information regarding my medical history,
diagnosis and treatment of myself or my child (if applicable) to an insurance company regarding my claims for
benefits. I however, said insurer fails to meet this obligation in whole or in part, or if | am non-insured, Y'We
agree to be responsible for the fee and cost involved in the treatment of the above named patient. T understand that
{ Narrows Health & Wellness do not aceept assighment for Medicaid payments and I am responsible for payment of
services rendered. I/We authorize payment of medical benefits to The Narrows Health and Wellness and further
understand that should my account have to be referred to collections, I am responsible for all fees and costs
incurred therein., I/We hersby authorize The Narrows Health and Wellness to act on my behalf in accessing
hospital records when and if needed.

" Date Patient or Guardian Signature

Company Condidenint Togge 2of 5
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Patient Namc;

Chief Comnlaint for Teday’s Visit:  What

When Where Why

How Long

Date:
(1 New Paticnt

OExisting Patient

Military /Travel [istory:

Marital Smms o Single o Ma.rﬁed o Divorced t:lScparated u] Wid;owed

Years education completed: Native Languape: Rage: o
Occupation: Religion:

Consumplion: Caffeine _____ Tobaceo__ Aleohol Reercational Drugs

T

mjmmm L

R R A A NI "
past for any of the followmg condllmml

L

Condition Self Family Member Condition Saf Family Member
Abdominal Adbesions Gullbladder Disease
Anemia / Bleeding Disorder Headaches .
Asthma / COPD Hepatitis / HEV
Backache / Spine Problems Hypertension
Bone / Joint Problemy {rritable Bowel Syndrome
Breast Lump or Muss Lupus / Arthritis
Cirrhosis / Puncreatitiy Menta! Hlness / Aleoholism
Constipation / Diarrhea Poewnonia/ TB _
Coronary Arlery Disease Reflux / Gasrite / Uleer
Crohn's/ Colitis / Divertienditis Sleep Disorders
Diabetey / Thyrodd Disorders TIA/ Swoke
Early Death / Heart Attack TIT1/ Kidney Stones
Endometriosis / Fibroids '
Cuncer / Colon Polyps Type & Location: Self FamilyMember ____
Maotor Vehicle Accident with Injuries:
Other (Pleage Specify)
Allergies: (Circle any fhat apply) Fenicilin ~ Sulfa  Ceplilssporin Seasonal  Aspirin  Other

Flease list all previous operations

Surgery / Ovthopedic / Date

Current Prescriptions / Qwver the Counter Medications

Loy Comdishsitid

Prpe Yol
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~ Narrows Health & Wellness
Office Payment Policies

New Patients

o New patients ate required to have their picture identification and / or insurance cards

o If you do not have your insurance card, you will have to pay full price unless we can
verify your insurance

o  We do not bill for co-pays or office visits .

o Wado bill for deductible balances as indicated by your insurance

o Fill out your paperwork using the name as it appears on your insurance card

Established Patients

Piease sigh in using your given name

Co-pays and office visits are due at the time of sign in

If you have a halance, it Is due with your co-pay and office visit at the time of your visit
If your insurance changes, you will be responsible for getting us a corrected copy of
your insurance card

oD 0D

Responsible Parties

o If you are over the age of 18, you are respongible for your own account
o The parent that comes in with children under the age of 18 will be responsible for the
account. We cannot bill a parent who does not bring the child in to be seen

Insurance

o We file insurance as a courtesy to our patients. If you have a deductible that has
not been met and/or your insurance does not pay, vou are responsible for the

balance at the time of service,
o Your insurance is your responsibility, your account is also your responsibility

Billing

o We will bill for account balances

o If your account is not paid within a timely manner, we will send your account to our
attorney / collection company for processing

o If your account goes to our attorney / collection company, you will be responsible for
any additional fees

o Returned check fee $30 per check

Patient / Parent / Guardian Signature Date

Compmoy Confalintig) Tagedof3
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CONSENT FOR THE USE AND DISCLOSURE OF PHI —~
PROTECTED HEALTH INFORMATION

By signing below, you consent to the use and disclosure of your protected health information by
Narrows Health and Wellness, our staff, and our business associates for treatment, payment and
health care operations. For more detailed description of the uses and disclosures for these
purposes, please review owr Notice of Privacy Practices. You have the right to review our
NOTICE prior to signing this consent and to request a copy of the NOTICE. As we tcserve the
right to change or update the NOTICE, we will post any fafure revisions as they occur for your
records. You have the right to restrict our uses or disclosures of your protected health
information which we are otherwise permitted to make for freatment, payment and health care
operations, although we are not require to agree to the requested restrictions. However, if
Narrows Health and Wellness agrees to further requcstcd restrictions, they are binding on us.
Finally you have the right to revoke the consent in writing, except to the extent that we have
taken action in reliance on it,

ACKNOWLEDGEMENT OF NOTICE OF FRIVACY

We are required by law to use reasonable efforts to maintain the privacy of, and provide
individuals with, the posted Notice of Privacy Practices. It stipulates our legal duties and
privacy practices with respect to protected health information. If you have any objections to this
form, please ask to speak with our HIPAA Compliance Officer. By signing below, you
acknowledge that you have recelved this notification and been informed of your privacy rights.

1 AGREE AND ACKNOWLEDGE:

Signaturc of paticnt or Legal Representative

Printed name of patient or Legal Representative

Date signed

Office use only

Cungaary Cynfidantiv} Fagosol's



