Family Practice Center of Salem, Inc. - Patient Registration Form

Patient Name Sacial Security Number: - -
Date of Birth: / / { Circle one} Married/Single/Divorced/Widow
Home Phone: { ) - Sex: M /F Cell Phone: { ) -

Patient Address:

(Street) (City/State/Zip)
Employer Name: Empioyer Phone Number: { ] -
Employer Address:

(Street) {City/State/Zip)

Person responsible for bill or parent {Compiete only if different from patient)

Guarantor Name: Social Security Number: - -
Relationship to Patient: {please check): { }Self, { )spouse,or( )Parent Date of Birth / /
Address: Phone Number: { ) -

Employer Name:

Employer Address:

(Street) {City/State/Zip}
Who to call for an emergency:

Name: Address

Home Phone: { ) - Work Phone: () - Relationship

FIRST INSURANCE INFORMATION

Pian Name: [.D. Number:
Address: Group Number:
Policy Holder Effective Date:
Policy Holder's Social Security Number; - -

Policy Holder's Date of Birth: / / SEX: M/ F

SECOND INSURANCE INFORMATION

Plan Name: LD. Number:
Address: Group Number:
Folicy Holder Effective Date:
Policy Holder's Social Security Number: - -

Policy Holder's Date of Birth: / / SEX: M / F

I authorize the releasa of any medical information necessary to process this bill to my insurance company, and request
payment of benefits to Family Practice of Salem, inc. | acknowledge that | am financially responsible for payment
whether or not covered by insurance.

Signature; Date:




Full Narme: Date
Birth Date: Age:
ALPY RGOS Y 7Y NO ALLERGIES
ALLERGY ALLERGIC REACTION
ViRT O A
MEDICATIONS DOSE 5 TIMES PER DAY

{Flease list AiLj

g, bift, wics

It you need more room 1o list medications, please write them on a blank sheer of paperwith the required information

i  CHOLESTEROCL Facility/Provider: Abnormal Result? ¥ N
COLONOSCOPY/SIGMOID | Facilivy/Provider: i Abnormal Result? ¥ N
MAMMOGRAM | Facility/Provider. | AbnormaiResult? ¥ N
PAP SMEAR Facility/Provider: i AbnormalResult? ¥ N

BONE DENSITY

:Faciiityz’Provider: Abnormal Result? v N

!
Last Tetanus Booster or Tdap:

——

Last Pnuemovay {Pneurmoniaj:

| LastFiuVaccine:

Last Prevnar:

Last Zoster Vaccine {Shingles):




DISEASE/CONDITION

CURRENT PAST

COMMENTS

Alcoholism/Drug Abuse

Asthma

Cancer (type:

Depression/Anxiety/Bipclar/Suicidal

Diabetes (rype:

—

Emphysema (C0PD)

Meart Disease

High Biood Pressure {hypertension)

High Cholesterci

Hypothyroidism/Thyroid Disease

Renal {kidney; Disease

Migraine Headaches

Stroke

T

Other;

Other:

TYPE (specify left/right)

DATE LOCATION/FACILITY

Cate of Last Menstrual Cycle:

Age of First Menstruation:

Total Number of Pregnancies:

| Number of Live Births:

]

!

Pregnancy Complications:

Patient Name:

DCB:

Age of Menopause,




i
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Mother
Father '
8rother ‘( j
Sister
Child
i ' ]
MGM
MGF
PGM
PGE :
H ! ]
i i
. ¢ H
Other: i i .
i I3 I
EEID T I :
Occupation {or prior occugation): ¢ JRetired U Unemployed JLOA U Disabled
Employer: ! Years of Education or Highest Degree;
If employed, do you work the nightshift? ¥ N pN/A
Marital Status {check cne): i Single 1 Partner 3 Married Divorced 1 Widowed '3 Other
Do you have children? v ! ifyes, how many?
R L o .
TOBACCOUSE | Srmoke Cigarettes? Y N {ifvou never smoked, please move 1o Alcohol /Drug Use)
Current: Packs/day = of Years i Past Quit Date; Packs/day z of Years

OtherTobaceo (check one;r JdPipe I Cgar 3 Snuf T Chew

ALCOHOL/DRUG USE , Doyoudrinkalcohol? v N < Beer T Wine T Liquor # of Drinks/week:

Do you use marijuana or recreztions! drugs? ¥ N [ Have you ever used needles to inject drugs? Y N

Have you ever rzken someone else's drugs? Y N

Patient Name: 0oB




] .
SEXUALACTIVITY | Sexually involved currently? Y N (I ro sexual Aistory, please continue o Exercise)

Sexual partneris) isfare/have been: 2 Male Female

Birth control method: 2 None T Condom Pill/Ring/Patch/inj/IUD T Vasectorny

EXERCISE J Do youexercise reguiarly? ¥ N (if you answered no, please move to Sleep)

What kind of exercise? Duration: How long {min.}: How often:
SLEEP ! How many hours, on average, do you sleep at right {or during the day, if working night shift)?

DIET J How would you rate your diet? J Good o Fair J Poor Would you iike advice on yourdiet? ¥ N
SAFETY Doyou use a bike helmer? ¥ N Do you use seat béEts consistently? Y N

Working smoke detectorin home? Y N If you have guns at home, are they locked up? Y N

| Have you completed an Advance Directive for Health Care (ADHC),
Living Will. or Physical Orders for Life Sustaining Tnerapy IPOLST)? ¥ N

Is violence at home a concern for vou? Y N

SPECIALIST NAME LASTVISIT

Cardioiogy

Gastroenterclogist (Gl)

OB/GYN

Neuroiogy

Pulmonary

Other:

‘[ Other:

Have you traveled outside of the countryinthedzst30days? Y N if yes, where?

! Haveyou served in the military? ¥ N if yes, how long and what branch?

Were you deployed? Y N if yes, where?

Patient Name: DOB:




Family Practice Center of Salem, Inc.
HIPAA Privacy Authorization Form

Authorization for Use or Disclosure of Protected Health Information (required by the Health
Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164)

1. Authorization: i authorize Family Practice Center of Salem, Inc.,
to use or disclose the protected health information described below
to individual/entity
relationship.

2. Effective Period: This authorization for release of information covers the period of hezlthcare from:
to OR: all past, present and future periods.

3. Extent of Authorization:

lauthorize the release of my complete health record (including records relating to mental
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse.

OR

—lauthorize the release of my complete health record with the exception of the following
information.

_.___Mental Health Records

—Communicable diseases {including HIV and AIDS}

Alcohol/drug treatment

Other (please specify)

4. This medical information may be used by the person | authorize to receive this information for medical
treatment or consuitation, billing or claims payment, or other purposes as | may direct.

5. This authorization shall be in force indefinitely or from 1o

6. |understand that | have the right to revoke this authorization, in writing, at any time. | understand
that a revocation is not effective to the extent that any person or entity has already acted in reliance
on my authorization of if my authorization was obtained as a condition of obtaining insurance coverage
and the insurer has a legal right to contest a claim.

7. Tunderstand that my treatment, payment, enroiiment, or eligibility for benefits will not be conditioned
on whether | sign this autherization.



8. lunderstand that information used or disclosed pursuant to this authorization may be disclosed by the
recipient and may no longer be protected by federal faw.

Signature of patient or personal representative

Printed name of person or personal representative and his or her refationship to patient

Date

Revised 07/17



FAMILY PRACTICE CENTER OF SALEM FINANCIAL POLICY

Thisis an agreement between FAMILY PRACTICE CENTER OF SALEM, INC. as credifor, and the patient, as debtor, named

on this form. By executing this agreement, you are agreeing to pay for all services that are received.

Co-Payments & Insurance Deductibles:
Payments of insurance co-payments and deductibles are expected at the time of your office visit. The co-pay is
your contract with your insurance carrier and we are required to collect that amount at the time of service. Co-
pays wilt not be bilied to your insurance carriers. Payments may be made with cash, check, Visa, MasterCard or
Discover. If a non-sufficient fund check is returned to FAMILY PRACTICE CENTER OF SALEM, a $25.00 fee will be
added to your account bzlance in addition to the amount of the check.

Self-Pay Patients: _
If you do not have medical insurance, payment will be due at the time of service. The total amount of charges for
services will be provided to you at the end of your visit.

Insurance Payments:
Your insurance policy is a contract between you and your insurance carrier. As a courtesy to you, we wili bilt your
insurance carrier for services rendered in our office. It is your responsibility to advise the staff of any changes in
your insurance coverage. Any unpaid charges by your insurance company will become your responsibility and
wili be due within 30 days of your statement.

Non-Covered Benefits:
Payment is expected at the time of service for those services that are known not to be covered by your insurance
plan. In the event that we are not sure if a service is covered by your plan, we will have you sign a waiver agreeing
to pay for those services that are not covered by your plan.

Other Fees:
There is a $15.00 refill request fee when a refill request is phoned into your physician. There is also a $50.00
“NO-SHOW” charge for any regular appointments and 2 $100.00 “NO-SHOW” charge for any physical
appointments that are missed or not cancelled within 24 hours of YOur scheduied appointment.

Personal Balances:
if you have a personal balance you will receive z statement on a monthly basis. Payment is due upen receipt of
the statement. if you are unable to make your payment in full at the time you receive your statement, it becomes
your responsibility to contact our billing department to set up a monthly payment plan. Payment plans are
available through automatic monthly billing to your Visa, MasterCard or Discover. Payment plans need to be
resoived within 90 days of the original balance date. Personal balances that are not paid within 90 days from the
date it becomes your personal balance will be automatically sent to an outside collection agency. In addition,
your physician will send you a dismissal letter via certified mail. This means that you will be releasad from the
practice and you will not be able to see any other physicians at FAMILY PRACTICE CENTER OF SALEM.

Auto Accidents:
The patient is responsible for payment at the time of service regardiess of the outcome of the case. We cannot
cilt your health insurance carrier for services you receive pertaining to an automobile accident,

Print name of Patient Date of Birth

Signature of Patient/Guarantor Date Signed



Family Practice Center

Of Salem Inc
2370 Southeast Blvd
Salem, Ohio 44460

(330)332-9961

OUR MISSION:
Our mission is to provide utmost quality care
to our patients and their families.

OUR MEDICA| STAFF:

Dr. Brianne Bagwell M.D.

Dr. Constantine Economous M.D.

Dr. Michael Sevilla M.D.

Dr. Joseph Rousher M.D.

Lorraine Wonner, Nurse Practitioner

OFFICE HOURS:
Monday 7am ~ 4:30pm

Tuesday 7am —4:30pm
Wednesday 7am —4:30pm
Thursday 7am ~4:30pm
Friday 7am — 4:30pm
Saturday 8am —12pm

**Saturday Urgent Care Hours Only**

OFFICE POLICIES:

You are responsible for your office visit co-
pay at the time of your appointment.

All prescriptions will be filled at the time of
your visit. There will be a $15.00 charge for
all refill requests that need to be called into
the pharmacy. PER THE OHIO BOARD OF
PHARMACY, SUBSTANCE CONTROLLED
MEDICATIONS WILL ONLY BE FILLED DURING
AN OFFICE VISIT. The Family Practice Center
of Salem Inc. requires 24 hours to refill any

prescriptions not requested at the time of
your visit.

Qutstanding balances are due within 30 days
of your first statement. For those patients
who do not carry medical insurance,
payment in full will be required at time of
check out. If you are unable to pay your
balance in full, you can contact our billing
department to set up a payment plan.
Payment plan amounts are determined upon
your current balance due. Failure to pay
your balance will result in your account being
sent to a collection agency. Collection
agency fees will be the patient responsibility
and added to the unpaid balance. Patients
sent to collection will be terminated from the
practice along with all immediate family
members.

If your visit is due to a personal or motor
vehicle accident injury, you will be
responsible for the payment at the time of
visit. We do not file claims with automobile
insurance carriers. A more detailed outline
of this policy is available upon request.

There will be a charge for all forms that
require completion by the physician or office
staff. The charge is determined by the length
and time put into completing each form. The
charge will be applied to your account
balance. A Patient Information Release Form
must be on file before any information will

he released.

All copies of medical records need to be
requested in writing. There is a 5.10 per
page charge due upon receipt. If your
records are placed on a disk, you will be
responsible for a one-time charge of $10.00.
The Family Practice Center of Salem inc
reguires 24 hours once the medical request
form is signed for those records to be picked

up.

Due to high volume of patients seen each
day, most calls will be returned within 24
hours. Patients will be notified of Abnormal
Lab Results Only. Please sign up for our
patient portal to review all results.



Cancellation of an appointment must be
made 24 hours in advance. As a courtesy we
will make an attempt to remind you of your
appointment. Failure to show for your
scheduled appointment will result in

A “NO SHOW” charge based on the
appointment scheduled. Patients with
continuous cancellations and no-show
appointments will be terminated from the
practice for non-compliance.

If you present multiple medical problems
during a routine office visit, you will be
asked to schedule another visit so that the
physicians can address all of your medical
needs. The following medical issues require
a separate visit: Hospital Stay foflow-up, ER
follow-up, minor surgical procedures and
Physical or Annual Wellness Visits. Due to
insurance guidelines certain services will not
be performed at a Physical or Annual
Weliness Visit.

It is the policy of the Family Practice Center
of Salem to see a patient before prescribing
any antibiotics or new medications. If you
are experiencing symptoms or continued
problems after starting a medication, you will
be required to schedule an appointment with
your physician.

Medicare wellness visits will be performed by
your physicians nurse and is designed to help
prevent disease and disability based on your
current health and risk factors. You will be
asked to complete a questionnaire as part of
the visit. Answering these questions can help
vou and your physician create a personalized
prevention plan to help you stay healthy and
get the most out of your visits. it may also
include:
*review of your medical & family history
*updating your current medication list
*Height, weight, blood pressure & other
routine measurements
*detection of any cognitive impairment
*personalized health advice
*A screening schedule for appropriate
Preventative services
*Advance Care Planning
If you have additional medical needs or
need prescription refills, you will need to
make a foliow up appointment with your
physician.

Due to the large number of patients with
respiratory problems and allergies, PLEASE
PO NOT APPLY PERFUME OR COLOGNE
PRIOR TO YOUR VISIT.



Family Practice Center of Salem, Inc

Patient Name: Date of Birth:

| acknowledge that | have received and reviewed the office policies for the
Family Practice Center of Salem, Inc.

Signature: Date:




AUTHORIZATION TO RELEASE MEDICAL RECORDS

Family Practice Center of Salem, inc.
2370 Southeast Blvd.
Salem, Ohio 44460
PH:(330) 332-9961 Fax: (330} 337-3282

PATIENT’S NAME: DATE OF BIRTH:

Patient is requesting and authorizing the disclosure of confidential healthcare information.

Please print name, address and phone number from whom the records are being requested.

FROM: TO: Family Practice Center of Salem, Inc.
{previous provider) 2370 Southeast Bivd.

Salem, Chio 44460

Ph: (330) 332-9961 Fax: (330)337-3282

DO NOT FAX MORE THAN 20 PAGES

I would like my records released for the following reason(s)

Complete Records

Records of care from to oniy

Note: If these records contain any information about HIV/AIDS status, cancer diagnosis, drug/alcohol abuse, or
sexually transmitted disease, you are hereby authorizing disclosure of this information.

AUTHORIZATION EXPIRES 1 YEAR FROM DATE OF SIGNATURE

l understand that after the custodian of records discloses my heaith information, it may no longer be protected
by federal privacy laws. | further understand that this authorization is voluntary and that | may refuse to sign
this authorization. My refusal to sign will not affect my ability to obtain treatment, receive payment, or
eligibility for benefits uniess allowed by law. By signing below | represent and warrant that | have authority to
sign this document and authorize the use or disclosure of protected health information and that there are no
claims or orders pending or in effect that would prohibit, limit or otherwise restrict my ability to authorize the
use or disclosure of this protected health information

SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE:

DATE:




