Name:________________________________________________________ Date of Birth:___________________
Current Medications: 
1. ______________________________________		6. ______________________________________
2. ______________________________________		7. ______________________________________
3. ______________________________________		8. ______________________________________
4. ______________________________________		9. ______________________________________
5. ______________________________________		10. _____________________________________
[bookmark: _GoBack]Personal and Family History: 						c Adopted/Unknown Family History	
Please  a  check all that apply to you and write who in your family has been diagnosed with or takes medication for the condition.  M (mom), F (father), S (sister/brother), MGM/MGF (mom’s mom/dad), PGM/PGF (dad’s mom/dad), MA/MU (mom’s sister/brother), PA/PU (dad’s sister/brother).  Use the back of this page for additional information.  
c Diabetes___________________________________	c Asthma_______________________________
c Hypertension_______________________________	c Arthritis________________________________
c High Cholesterol____________________________	c Migraines______________________________
c Heart Attack_______________________________	c ADD__________________________________
c Stroke____________________________________	c Allergies_______________________________
c Hypothyroid________________________________	c Reflux_________________________________
c Cancer (type)_______________________________	c Depression/Anxiety______________________
c Other:________________________________________________________________________________
Personal History:  
Surgeries c tonsil		c gallbladder		c appendix		c c-section 	c tubal/vasectomy
c Other:_________________________________________________________________________________________
Allergies: 	 no known allergies     	latex      	seasonal   	     medications: __________________
__________________________________________________________________________________________________
Social History:
Tobacco:       never smoked	           ever used cigarettes/smokeless tobacco/vape/cigars (circle)
Amount used? ____________________________________Age/date start/stop? _______________________
Alcohol:   	none	     rare        currently drink  (# drinks) ______ per day/week (circle) ________________
Other drugs:      none   	current/past use of ______________________________________________________
Preventative Tests: When was your last:  Colonoscopy ___________  Tetanus shot _________________ 
Sexual History:  active with:  	  men        women  	 both   # partners: _________________________
Contraception:  	condom 	pill 	  IUD   other: ____________________________________________
Female Patients: 	Indicate #:  _____ pregnancies  _____ births    _____miscarriage/abortion 
Gyn history:  date/age of 1st menses  __________  menopause  ___________  pap  _____________ mammogram ____________ other: ___________________________________________________________
Pregnancy problems:     gestational diabetes 	 	preterm labor      	eclampsia  other:___________________________________________________________________________________
______________________________________________________________________________			________________________
Patient/Guardian Signature											      Date
New Patient Registration
Patient Information:
Name:________________________________________________________ Date of Birth:___________________
	       	First		Middle Initial		Last				  Student?      Yes     No
Address: 	_____________________________________________________________     Sex:  	Male
	 	_______________________________________________________		Female
Phone:  Home: ________________________ Cell: _________________________ Work: _____________________
Email:  __________________________________________________________________________________________
Marital Status:     	Married      	Single     	Divorced     	Separated     	Widowed
Emergency Contact: ____________________________________ Phone: _________________________
Financially Responsible Party Information:	   				Same as above
Name:________________________________________________________ Date of Birth:___________________
	       	First		Middle Initial		Last

Address: 	_____________________________________________________________     Sex:  	Male
	 	_____________________________________________________________	Female
Phone:  ______________________________    Relationship to Patient: ______________________________
Email:  __________________________________________________________________________________________

Primary Insurance Information:							 No insurance	
Policy Holder Name: ____________________________________________ Date of Birth:________________
	       			First		Middle Initial		Last
Relationship to patient: ___________________________  Employer: _______________________________
Insurance Company Name: 	______________________________________________________	
			Address: 	______________________________________________________		
					______________________________________________________
Policy/ID #: __________________________________	Group #: ___________________________________
Secondary Insurance Information:							
Policy Holder Name: ____________________________________________ Date of Birth:________________
	       			First		Middle Initial		Last
Relationship to patient: ___________________________  Employer: _______________________________
Insurance Company Name: 	______________________________________________________	
			Address: 	______________________________________________________		
					______________________________________________________
Policy/ID #: __________________________________	Group #: ___________________________________
The above information is true to the best of my knowledge. I hereby assign, transfer, and set over to Family Medical Center at Cinco Ranch all of my rights, title, and interest to my medical reimbursement benefits under my insurance policy. I authorize the release of any medical information needed to determine these benefits under my insurance policy. I authorize the release of any medical information needed to determine these benefits, including medical, surgical, psychiatric and/or substance abuse (drug or alcohol) information. This authorization shall remain valid until written notice is given by me revoking said authorization. I understand that this order does not relieve me of my obligation to pay such bills if not paid/covered/found medically necessary by my commercial/third party/ government plan or insurance company. I am also financially responsible for any balances due after payments by my insurance company. I appoint Family Medical Center at Cinco Ranch to act as my authorized representative in requesting an appeal from my insurance plan regarding its denial of services or denial of payment.

[bookmark: _Hlk43227438]______________________________________________________________________________			________________________
Patient/Guardian Signature											      Date
CONSENT FOR TREATMENT
FINANCIAL AND OFFICE POLICIES/PROCEDURES
ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES


__________________________________________________________________________	___________________
Patient Name											      Date of Birth


1. CONSENT FOR TREATMENT: By this document, I do hereby request and authorize Family Medical Center at Cinco Ranch (FMCCR), its medical practices and providers including physicians, technicians, nurses, and other qualified personnel, including appropriately supervised students and residents to perform evaluation and treatment services and procedures as may be necessary in accordance with the judgment of the attending medical practitioner(s). I acknowledge that no guarantee can be made by anyone concerning the results of treatments, examinations or procedures. TREATMENT OF MINOR CHILDREN: I understand minor children patients must be accompanied by a parent or legal guardian. Charges for services rendered to minor children are the responsibility of the guardian who seeks treatment for the child and are due at time of service(s) regardless of court-ordered responsibility. 

2. PHOTOGRAPHY/VIDEO: I acknowledge that my photograph may be taken for Chart identification and documentation purposes for my electronic health record and is the property FMCCR unless I withdraw my consent in writing. I consent to videotaping for a telehealth appointment for medical and medical record documentation purposes, provided said photographs or videotapes are maintained and released in accordance with protected health information regulations. I understand and agree not to photograph, videotape, audiotape, record or otherwise capture imaging or sound on any device. I also understand it is my responsibility to assure those accompanying me comply with this requirement. 


3. ELECTRONIC HEALTH RECORD: I understand the following: Healthcare providers require access to patient medical information whenever or wherever a patient presents for care to assure safety, quality and to coordinate patient care across the provider network, avoiding duplication of services. Confidentiality of records including those reflecting treatment for behavioral health issues, HIV/AIDS or drug or alcohol problems is maintained per relevant governmental and regulatory standards. FMCCR and/or the attending physician can furnish and release to federal and state healthcare oversight agencies.  


I give permission to share my electronic and/or paper medical record among my healthcare providers and obtain medication history through the EMR and/or other acceptable tools. FMCCR will follow state and federal laws regarding the access by medical providers of any sensitive information, such as behavioral health, substance abuse treatment, sexual abuse, genetic test results, HIV/AIDS status and adoption records. 

4. ELECTRONIC PRESCRIBING: I understand that FMCCR medical practices and offices may use an electronic prescription system which allows prescriptions and related information to be electronically sent between my FMCCR providers and my pharmacy. I have been informed and understand that FMCCR providers using the electronic prescribing system will be able to see information about medications I am already taking, including those prescribed by other providers. I give my consent to my FMCCR providers to see this health information.  






5. CONSENT FOR VIRTURAL HEALTH/TELEMEDICINE SERVICES: I hereby consent to engaging in virtual health or telemedicine services, where available, as part of my treatment. I understand that “virtual health” or “telemedicine services” includes the practice of health care delivery, diagnosis, consultation, treatment, transfers of medical data, and education using interactive audio, video, or data communications when the health care provider and patient are not in the same physical location. The interactive electronic systems used for these services will incorporate network and software security protocols to protect the confidentiality of patient identification and imaging data and will include measures to safeguard the data to ensure its integrity against intentional or unintentional corruption. I understand that the potential benefits of receiving care in this manner include improved access to care and the ability to obtain the expertise of a distant specialist. The potential risks include problems with information transmittal, including but not limited to poor data transfer which may include a poor video and data quality experience, or lack of access to my complete medical record by the remote physician. I understand that all information will be part of my medical record available to me if requested and with the same restrictions on dissemination without my consent. I understand I may withdraw my consent at any time.  I understand that health plan payment policies for telemedicine visits may be different from policies for in-person visits and that I will be responsible for any out-of-pocket costs such as copayments or coinsurances that apply to my telemedicine visit.  I agree that I will be located in Texas during the virtual visit.  

6. INSURANCE AUTHORIZATION AND ASSIGNMENT: I request that payment of authorized medical benefits is made on my behalf directly to the FMCCR provider of service(s) furnished to me. I authorize FMCCR to release any medical information to my health insurance carrier and/or its legitimate agents that is necessary to process related health insurance claims and/or to verify plan benefits in accordance with HIPAA health information standards. I authorize payment of service(s), otherwise payable to me under the terms of my private, group employer’s or group health insurance plan, directly to FMCCR. I hereby authorize that photocopies of this form to be valid as the original. 


7. SELF-PAY PATIENTS: I understand if I do not have active coverage or choose not to utilize my insurance benefits, I responsible for all charges occurred at time of service.


8. PAYMENT GUARANTEE: I do hereby guarantee payment of all fees and charges related to all services and durable goods provided to me through FMCCR medical practices and providers from my first date of examination or treatment. I agree to make full payment immediately upon receipt of a FMCCR billing statement whether it is an interim or final bill. In the event that I fail to make full payment or fail to comply with other payment arrangements made with FMCCR’s approval, I understand that appropriate collection measures may be initiated. I understand that co-payments and outstanding deductibles are due at the time of service. 


9. INSURANCE INFORMATION: I understand that FMCCR relies on the information that I provide them to file my insurance and obtain payment. I agree to provide current and accurate insurance information to FMCCR. Failure to provide accurate insurance information may result in having to pay for services out of pocket at FMCCR’s prevailing rates. 


10. INSURANCE BENEFITS AND PRIOR AUTHORIZATIONS: It is my responsibility to understand my insurance benefits including deductibles and services that may require prior authorizations and referrals. FMCCR will make every effort to assist in verifying benefits and in helping me understand my benefits but is not responsible for services that may be not covered by my insurance plan. I agree to pay for non-covered services if my insurance fails to pay. FMCCR will assist in obtaining referrals and prior authorizations. I understand that these may take 48-72 hours to complete and may require my assistance in obtaining from my insurance company. I understand that laboratory exams and diagnostic tests performed as part of a preventive exam may not be covered at 100% by my insurance and may be applied to my deductible. I agree to pay these amounts at the time of service or upon receipt of a bill from FMCCR. 



11. CANCELLED APPOINTMENTS: I understand that cancelled appointments impact my care and the practice negatively. I agree to cancel my appointment at least 24 hours in advance. I understand that if I fail to cancel my appointment at least 24 hours in advance or do not show for my appointment, I will be charged a $50.00 fee that I will be responsible for. This charge will not be covered by my insurance plan. 

12. RESTRICTED SERVICE: I understand that all account balances must be in good standing prior to receiving additional services and will contact FMCCR’s staff if I am unable to pay your balance. Past Due Accounts of 60 days or longer may be turned over to a third-party for collection, along with collection costs, attorneys’ fees and court fees. I also understand I may be discharged from the practice. ADDITIONAL SERVICE CHARGES: Checks may be processed at time of service, if there are insufficient funds available, I understand I will be responsible for providing an alternate payment for the account amount, plus a $35.00 NSF fee. 


13. NOTICE OF PRIVACY PRACTICES: Required pursuant to Health Insurance Portability and Accountability Act of 1996 (HIPAA), I acknowledge that I have been offered a copy of FMCCR’s Notice of Privacy Practices. I hereby consent to the use and disclosure of my protected health information, including information generated through use of virtual health or telemedicine services, as described in the Notice of Privacy Practices. This will include all of my protected health information generated during hospitalization and outpatient treatment at the Physician Clinic, including but not limited to treatment for mental health, drug and alcohol abuse, communicable diseases such as HIV/AIDS, developmental disabilities, genetic testing, and other types of treatment received. I, or my legal representative, certify that I have read this document, that it has been fully explained to me and that I understand its contents, and hereby agree to all terms and conditions set forth above and acknowledge the receipt of a copy if requested. The undersigned certifies that s/he has read (or have had read to me) the foregoing, understands it, accepts its terms, and has received a copy of. I hereby agree to all terms and conditions set forth above and understand that any sections of this consent that I do not consent to, I have struck through and initialed the section that does not have my consent or permission. 




Signature of Patient or Parent/Legal Guardian/Authorized Representative 

________________________________ 						________________________
Relationship to Patient if Applicable 								Date/Time of Signing







Mother:_________________________________________________________________________________________
Father:__________________________________________________________________________________________
Siblings:________________________________________________________________________________________
Other:___________________________________________________________________________________________
     	   
Personal and Family History: 
Who is diagnosed/takes medication for each?  Me (self), M (mom), F (dad), S (sis/bro), MGM/MGF (mom’s mom/dad), PGM/PGF (dad’s mom/dad), MA/MU (mom’s sis/bro), PA/PU (dad’s sis/bro)
     Diabetes__________________________________	Asthma___________________________________
     Hypertension_______________________________	Arthritis___________________________________
     High Cholesterol____________________________	Migraines_________________________________
     Heart Attack_______________________________	ADD_____________________________________
     Stroke____________________________________	Allergies__________________________________
     Hypothyroid________________________________	Reflux____________________________________
     Cancer (type)_______________________________	Depression/Anxiety_________________________
     Other:________________________________________________________________________________

   
