B, IOWA PARK
h

CLINIC

PATIENT INFORMATION

Patient Name:

Date of Birth: Sex: UM LJF  Social Security #:

Address: City: State: Zip:

Phone: Alternate Phone:

Email: Marital Status: [IM S LD OW

Race: [JCaucasian [ African American [lLatino/Hispanic [JAsian [INative American [1Other

Ethnicity: [IHispanic [ Non-Hispanic [JUnknown Preferred Language:

EMERGENCY CONTACT

Emergency Contact:

Phone: Relationship:

INSURANCE INFORMATION

Primary Insurance Provider:

Policy Holder Name: Date of Birth:
Social Security #: Relationship to patient:
Policy #: Group #:

Secondary Insurance Provider:

Policy Holder Name: Date of Birth:
Social Security #: Relationship to patient:
Policy #: Group #:
EMPLOYMENT

Status: [ Employed [ Retired [J Unemployed

Occupation: Employer:
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MEDICAL HISTORY
Do you have any of these medical problems? If YES, please circle.

Eyes: cataracts, glaucoma, glasses/contacts, macular degeneration, other:
Ears, Nose & Throat: fllergies, sinusitis, dental abscess, swollen glands, chronic sore throat, TMJ
Heart: high blood pressure, irregular heartbeat, heart failure, heart attack, CAD
Lungs: asthma, emphysema, COPD, pneumonia, sleep apnea, cancer
Stomach & Intestines: [reflux, ulcers, irritable bowel, diverticulosis, constipation, cancer
Urinary: urine incontinence, prostate disease, STD, kidney stones
Muscles & Joints: arthritis, pain in arms/legs/neck/back, radiating pain
Brain & Nerves: seizures, headache, migraines, stroke, Parkinsonism, dementia
Skin: acne, eczema, psoriasis, hives, cancer, other:
Hormones: diabetes, thyroid, high cholesterol, menopausal, osteoporosis, gout
Blood: anemia, bleeding, blood clots, cancer
Psychiatric: depression, anxiety, bipolar, schizophrenia, other:
SURGERIES
SURGERY (specify left/right) MONTH/YEAR
MEDICATIONS
MEDICATIONS (list all) DOSE TIMES PER DAY

Preferred Pharmacy:
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ALLERGIES [INo Allergies

CLINIC

ALLERGY

ALLERGIC REACTION

FAMILY MEDICAL HISTORY

v Check all
that apply

Alcohol/Drug Abuse

Asthma
Cancer

Emphysema (COPD)

Depression/Anxiety
Bipolar/Suicidal

Diabetes

Early Death

Heart Disease

High Cholesterol
High Blood Pressure
Kidney Disease
Thyroid Disease

Stroke
Other
Other:
Other

Mother

Father

Brother

Sister

Maternal
Grandmother

Maternal
Grandfather

Paternal
Grandmother

Paternal
Grandfather

SOCIAL HISTORY

Smoker:

[ICurrent every day smoker

LJFormer smoker
LINever smoker

Do you drink alcohol? [JY LIN

# of Drinks/week:

Smokeless Tobacco:

CICurrent user
LIFormer user
[INever used

Do you use recreational drugs? L1Y LIN
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If you need more room on any section, please write on a blank sheet of paper and attach.
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Protected Health Information Disclosure Approval

In general, the HIPAA Privacy Rule gives individuals the right to request a restriction on uses and disclosures
of their Protected Health Information (PHI). The individual is also provided the right to request confidential
communications or that a communication of PHI be made by alternative means, such as sending
correspondence to the individual’'s office instead of the individual’s home.

lowa Park Clinic or an associated third party may contact patients in the following manner:

Calling telephone numbers associated with your account, including wireless telephones
Leaving messages on answering machine or voicemail

Sending text messages or e-mails

Mailing information to provided address

Methods of contact may include pre-recorded messages, artificial voice messages, and/or use of an automatic
dialing device.

If you do not wish to be notified in the manner that we have listed, please let us know your preferences.

lowa Park Clinic may release my medical and billing information to the following people:

NAME RELATIONSHIP

This Privacy Rule requires healthcare providers to take reasonable steps to limit the use or disclosure of PHI to
the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses or
disclosures made at the request of the individual.

I have received a Notice of Privacy Practices, which explains how my medical information will be used and
disclosed. | understand that | am entitled to receive a copy of this document.

Patient Name (printed): Date of Birth:

Patient/Representative Signature: Date:

Representative Name (printed): Relationship:
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HOSPITAL DISTRICT

PRESCRIPTION HISTORY CONSENT

| authorize Electra Hospital District (EHD) and its providers and staff to view my
prescription history via the electronic medical records system, SureScripts, and/or any
other system necessary to verify medications prescribed to me.

| understand that my prescription history will include information from other unaffiliated
providers, insurance companies, and pharmacy benefit managers.

| understand that this Prescription History Consent will remain in effect as long as |
receive services from Electra Hospital District, unless revoked by me in writing.

MY SIGNATURE CERTIFIES THAT | HAVE READ AND UNDERSTAND THIS
PRESCRIPTION HISTORY CONSENT.

Print Patient Name Date of Birth

Patient / Legally Authorized Representative Signature Date

Authorized Representative Name Relation to Patient
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OFFICE AND FINANCIAL POLICIES

INSURANCE: We participate in most insurance plans, including Medicare. Knowledge
of your insurance benefits and eligibility is patient responsibility. Please contact your
insurance company to confirm that the Clinic and provider is currently under contract
with your plan. If required by your plan, please ensure your primary care provider is
identified on your insurance card. If uninsured or not insured by a plan we are
contracted with, you will be responsible for the payment of your services.

PROOF OF INSURANCE: Patients must complete our patient information form before
seeing the providers. We must obtain a copy of your driver’s license and valid insurance
cards. You should notify us as soon as possible if your insurance changes. If you fail to
provide us with accurate and complete insurance information, you will be responsible for
the account balance.

CO-PAYMENTS: Co-payments must be paid at the time of service. This arrangement is
part of your contract with your insurance company. Failure on our part to collect co-
payments from the patient can be considered fraud. Please help us in upholding the law
by paying your co-payments at each visit.

NON-COVERED SERVICES: Please be aware that some or all service provided may
be, as described by your insurance company, non-covered or not considered
reasonable or necessary by policy standards. Payment for all services not covered by
insurance will be your responsibility.

NON-PAYMENT: Please be aware that if a past due balance remains unpaid, we may
refer your account to a collection agency.

MISSED APPOINTMENTS: We request a 24-hour advance notice if you must cancel or
reschedule your appointment. For your convenience, we offer appointment reminders
prior to your appointment which will allow you to cancel or reschedule at that time.
Three (3) or more no-shows or same day cancellations within a year may result in
dismissal from your provider.

| have read, understand and agree to the above office and financial policies.

Patient Name (printed) Date of Birth

Patient / Guarantor Signature Date
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ACKNOWLEDGEMENTS AND CONSENT

CONSENT FOR TREATMENT

By signing this consent, | am authorizing the provider to perform and/or order another
person to perform all exams, tests, procedures and any other deemed necessary or
advisable for the diagnosis and treatment of my medical condition(s).

PHOTOGRAPHY, VIDEO/AUDIO MONITORING/RECORDING ACKNOWLEDGMENT

| authorize photography, video/audio monitoring/recording may be taken for patient
care, security or for the purposes of health care operations.

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

| have reviewed the Electra Hospital District Notice of Privacy Practices which describes
how my medical information may be used and disclosed. | understand that | am entitled
to receive a copy of this document upon request.

ACKNOWLEDGEMENT OF PATIENT RIGHTS AND RESPONSIBILITIES

| have reviewed the Patient Rights and Responsibilities document. | understand that |
am entitled to receive a copy of this document upon request.

ASSIGNMENT OF INSURANCE BENEFITS

| assign to the Clinic and/or provider all payments for medical services rendered to
myself and/or dependents. | authorize my insurance carrier(s) to directly pay the Clinic
and/or provider for any benefits payable for said care and/or treatment. | agree to be
responsible for any portion of the bill not paid by my insurance carrier unless contractual
agreements have been made which negates responsibility.

Patient Name (printed) Date of Birth

Patient / Guarantor Signature Date
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HOSPITAL DISTRICT

P.O. BOX 1112 | ELECTRA, TX 76360 | (940) 495-3981

TEXT/EMAIL COMMUNICATION
CONSENT

| agree to receive email and/or text messaging from Electra
Hospital District and its subsidiaries (Electra Memorial Hospital,
Electra Medical Clinic, lowa Park Clinic, and Park Clinic) to
remind me of an appointment, for surveys about my experience
with the healthcare team, or to provide general health reminders
or information about new services.

Please indicate which method of communication is acceptable
and provide your email and/or cell phone number for verification
(may select both).

Emaill

~ Text message

Print Patient Name Date of Birth

Patient / Legally Authorized Representative Signature Date

Authorized Representative Name Relation to Patient
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