HILLIARD FAMILY MEDICINE PATIENT REGISTRATION

Patient Information PLEASE PRINT
Name Home Phone

Address Birth Date Sex M or F
City State Zip Social Security #

Patient’'s Emplover

Employer Occupation
Address City State Zip
Work Phone Ext.

Spouse or Responsible Party Information

Name Relationship To Patient Birth Date
Employer Occupation

Address City State Zip
Spouse’s Social Security # Work Phone Ext.
Primary Insurance Secondary Insurance
Company Company

Address Address

Group # Group #

Subscriber ID# Subscriber ID#

Others In Household

Name Relationship To Patient Birth Date Age
Name Relationship To Patient Birth Date Age
Name Relationship To Patient Birth Date Age
Name Relationship To Patient Birth Date Age
Name Relationship To Patient Birth Date Age

Emergency Contact Person

Name Relationship To Patient Phone #

Referred to our office by Today’s Date




CONSENT FOR MEDICAL CARE

Permission is granted to the physicians and employees of Hilliard Family Medicine,
Inc. to do such procedures as may be necessary to diagnose, treat, and care for the
needs of myself, or of my dependent.

FINANCIAL RESPONSIBILITY

I agree to pay Hilliard Family Medicine, Inc. accounts on myself and/or my
dependent for the services rendered when they are presented to me.

If I have medical insurance on myself and/or my dependent, I hereby authorize
those benefits to be paid directly to Hilliard Family Medicine, Inc. I will pay all co-
payments to the receptionist prior to my appointment. I understand that I am
responsible for any balance that the insurance does not cover.

Accounts can be conveniently paid by CASH, PERSONAL CHECK, or CREDIT CARD.
There is a service charge of $25.00 on all checks returned for insufficient funds.
I am responsible to notify this office of any insurance changes, including change of
primary care providers. I will notify this office of address and phone number
changes.

RELEASE OF INFORMATION FOR BILLING
I authorize Hilliard Family Medicine, Inc. to release any medical information that

may be necessary for processing my insurance claim to my insurance company.

Patient Name: Date:
(Please Print)

Signature of Responsible Party or Guardian:

Assignment of Direct Payment to
Hilliard Family Medicine, Inc.:

Witness:

(NOTICE TO INTERNET USERS: If printing this form from our website,
please sign this page in the presence of Hilliard Family Medicine employees
at the time you deliver your registration forms for processing. Thank you!)



HILLIARD FAMILY MEDICINE PATIENT HISTORY SHEET

Name: Today’s Date:
Marital Status: S M D W Gender: M F Age: Date Of Birth:
Education: Years High School; Years College; Years Post Graduate Occupation:

Name And Address Of Your Previous Physician:

Current Concerns:

DRUG ALLERGIES & TYPE OF REACTION FAMILY HISTORY

Checkmark Family Members Father Mother Father's | Mother's

With These Conditions: Parents | Parents Siblings |- Children Other

Heart Disease

High Blood Pressure

Migraine Headaches

Stroke

CURRENT PRESCRIPTION AND OTC MEDICATIONS Glaucoma

Diabetes

Epilepsy/Seizures

High Cholesterol

Bleeding Disorder

Kidney/Liver Disease

Asthma

Thyroid Disease

Cancer (what types)

Drugs/Alcoholism

Mental llinesses

HOSPITALIZATION OR SURGERY

REASON DATE REASON DATE

PAST MEDICAL HISTORY (SPECIFY DIAGNOSIS FOR EACH PROBLEM IF KNOWN)

O Headache O Gall Bladder Disease O Chronic Rashes
O Shortness of Breath O Prostate Disease 0O Rheumatic Fever
O Heart Attack or Angina O Rectal Bleeding O Kidney Stones
0O Heart Murmur O Menstrual Dysfunction O Seizures or Convulsions
O Chest Pain O Sexually Transmitted Disease O High Cholesterol
O Fainting O Frequent Infections O HIV/AIDS
O Peripheral Vascular Disease O Hepatitis O Diabetes
O Allergies or Hay Fever O Anemia O Glaucoma
O Asthma O Arthritis O Alcoholism
O Chronic Bronchitis or Emphysema O Nervousness or Anxiety 0O Drug Dependency
O Pneumonia O Depression O Cancer or Tumor (Type?)
O Goiter or Thyroid Problems O Gout O Other (specify)
O Ulcer/Gl Disorder O High Blood Pressure O Other (specify)

HABITS AND SOCIAL HISTORY
O Tobacco: Type & Amount Used? If Quit, When?
O Alcohol: Type & Amount Used? Frequency Of Drinking?
O Drugs: Type & Amount Used? Frequency Of Use?
O Caffeine: Type & Amount Used? Frequency Of Use?
O Exercise: Type & Frequency? **Date Of Last Tetanus Booster?

FOR WOMEN ONLY

Pregnant Now? OY ON Date Of Last Pap Smear? Any Prior Abnormal Pap?
Planning Pregnancy? OY ON Number Of Times Pregnant? Number Of Deliveries?
Current Method Of Birth Control? O None O Other (specify): Date Of Last Period?
Age At First Period? Age At Menopause? If Menopausal, Have You Had A Bone Density Test?

Name And Address Of Your OB/GYN, If You Have One?




Consent Form
Hilliard Family Medicine, Inc.

I consent to the use or disclosure of my protected health information by Hilliard Family
Medicine, Inc. for the purpose of diagnosing or providing treatment to me, obtaining
payment for my health care bills or to conduct health care operations of Hilliard Family
Medicine, Inc. I understand that diagnosis or treatment of me by the staff of Hilliard
Family Medicine, Inc. may be conditioned upon my consent as evidenced by my signature
on this document.

I understand I have the right to request a restriction as to how my protected health
information is used or disclosed to carry out treatment, payment or healthcare operations of
the practice. Hilliard Family Medicine, Inc. is not required to agree to the restrictions
that I may request. However, if Hilliard Family Medicine, Inc. agrees to a restriction that
I request, the restriction is binding on Hilliard Family Medicine, Inc.

I have the right to revoke this consent, in writing, at any time, except to the extent that
Hilliard Family Medicine, Inc. has taken action in reliance on this consent.

My "protected health information” means health information, including my demographic
information, collected from me and created or received by my physician, another health
care provider, a health plan, my employer or a health care clearinghouse. This protected
health information relates to my past, present or future physical or mental health or
condition and identifies me, or there is a reasonable basis to believe the information may
identify me.

I understand I have a right to review Hilliard Family Medicine, Inc.'s Notice of Privacy
Practices prior to signing this document. The Hilliard Family Medicine, Inc.'s Notice of
Privacy Practices has been provided to me. The Notice of Privacy Practices describes the
types of uses and disclosures of my protected health information that will occur in my
treatment, payment of my bills or in the performance of health care operations of the
Hilliard Family Medicine, Inc. The Notice of Privacy Practices for Hilliard Family Medicine,
Inc. is posted in the reception room of Hilliard Family Medicine, Inc. and on the Hilliard
Family Medicine, Inc.'s website at www.hilliardfamilymedicine.com. This Notice of Privacy
Practices also describes my rights and the Hilliard Family Medicine, Inc.'s duties with respect
to my protected health information.

Hilliard Family Medicine, Inc. reserves the right to change the privacy practices that are
described in the Notice of Privacy Practices. I may obtain a revised notice of privacy
practices by accessing the Hilliard Family Medicine, Inc.'s website, by calling the office and
requesting a revised copy be sent in the mail, or asking for one at the time of my next
appointment.

Signature of Patient or Personal Representative

Name of Patient or Personal Representative

Birth Date Social Security Number/Account Number

Date

Rev. 041403



