HARRISONVILLE FAMILY MEDICINE INC « 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

_ ™Please review and update the information below to the best of your ability.**
... Patient Registration

Last Name:

First Name:

Middle Name:

Address: *

City: State:.

Zip:

Home Phone:

Work Phone:

Mobile Phone:

Sex:

Date of Birth:

Social Security Na.:

Patient email:

Required by government mandate [although you may refuse]:
Language:
Race:
Ethnicity:
Marital Status: _
Patishi Reforrod By
Primary Care Provider:

Contact Preference: Home Phone / Work Phone / Mobile Phone /
Portal / Email

i Primary Insurance Information
Insurance Plan Name:

Last Namae:

First Name:

Middle Name:

Address:

City: State: Zip:

Pate of Birth: Sex (please circle): Mor F

Employer Name:

Patient's relationship to policy holder:

_ CURRENT PATIENT INFORMATION — PLEASE PRINT |

Name:
Address:

Relationship to patient:

_ Guarantor Information (to whom statements are sent)

Date of Birth::
Sacial Security No.:

Name:
Relationship:
Phone:
Mobile Phone:( ) -

Employer:
Address:
Phone:

Name:
Crossroads:

Phone:

insurance Plan Name:
last Name:

First Name.:

Middle Name:
Address:

City: State: Zip:

Date of Birth: Sex {please circle): MorF
Employer Name:

Patient's relationship to pelicy holder:

To the best of my knowledge the above infermation Is complete and accurate.

Signed

Date:

Emergency Contact Information

Employer information

condary Insurance Information

e OHEE | , _.. Pharmacy Information:




HARRISONVILLE FAMILY MEDICINE INC » 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

*Please sign and date each item below™ =

ACKNOWLEDGEMENT AND AUTHORIZATION:

o | have read and understand the HIPAA/Privacy Policy for HARRISONVILLE FAMILY MEDICINE INC

Signed Date:

» | hereby assign my insurance benefits to be paid directly to the healthcare provider

Signed Date:

s | authorize HARRISONVILLE FAMILY MEDICINE INC to refease medical information required to process my claim

Signed Date:

¢ | have read and understand the Financial Policy for HARRISONVILLE FAMILY MEDICINE INC

Signed Date:

s | authorize HARRISONVILLE FAMILY MEDICINE INC to obtain/have access to my madication history

Signed Date:

« | authorize my provider’s office to contact me by mobile phone

Signed Date:




rivacy Consent Form

Myself (Qnly check if 18 or older)

Spouse;

Family members/others:
. All adult family members

_ Emergency contact (only contact in emergency)

__ Specific people:
Messages:

May leave a detailed message on answering machine/voicemail.

NO DETAILS on answering machine or-voicemail — ONLY to call office.

Corisent to text?
Ok for portal?

_ Consent for normal test results to be automatically posted to
Patient Portal?

Email:

Note: It is your responsihility to notify HFM of any changes that need to be
made to this form.

| acknowledge that by signing below, that | authorize Harrisonville Family
Medicine, Inc. to disclose any Information related to my/my child’s care, with the

choices [ have indicated above, | also acknowledge that | have received and read a

copy of HFM Notice of Privacy Practices.

Patient/Personial Representative B Date

Reiationship to Patient o ‘Witness




Harrisonville Family Medicine
2820 E Rock Haven: Road, Ste 100
Harrisonville, MO 64701
Phone (816) 380-3582 / Fax (816) 380-6964

Patlent Name Soclal Security Numbar Date of Birth

Releasing records FROM!

(Physlclan or Organizationname)

(malling address, ghone and fax number)

Releasing records TO:

{Physician or Organization name}

{fﬁaiilng;address, pﬁone and fax number)

Pieuse se_(ect onfy ONE of the following: | give my permission to release the followlng recards to the above stated entity:
(include dateés. where appropriate) :

Confined to records for the-time period of;

Confined to records regarding the specific information: . . ;

e All records without regard to limitations placed on dates, history of illness, or diagnosticand therapeutic.
information, Including AIDS/HIV testing or diagnosis, information or treatment for alcohol, drug abuse, and testing and
diaghosis.of psychiatric illness. ¥We will ask for the last 2 yrs uniless specific information js noted, ¥

For the purpose of!

This authorization 1& valuntary. This authorization wilt expire In {e.g. 60 days) from thie. date of my sighature below. | understand that } may revoke this
authorizatlion at any tme by notifying the office I writing, butif§ do, Trwil not haveany affect of any actionstaken priar (o raceiving the revacation, lagree to waive
all clalms against the office (or tha release of the requested Informiation. Iunderstand that once thie information destribed hiéreln IS disclased, It may no longer be
subject to the privacy protectloris afforded by the offisa If thie reciplent of the Information 1 not a health plan; health care providey, heaith deatinghouse, ora '
business associata-that has 2-contract with the offtce. | understand-that | must provida the offlce with.at least twanty-four {24} hours’ notlce before caming to the
facility to review recards. Funderstand that after | have faviewed the records, § must provide the office with two {2} warking days advance notice of any coplias of the
records that tweuld like to pick up at the office.. Funderstand thatif | wish to have coples of recards made, than the office wilf assess 2 fea for. copying the records,
The faclity wil notify.me of the lotal amount due for copying and shipping of the requested records; |agree tha the.office will only send me the réquested
infdritation once payment has been received In full far the charts. |understand that once the requested records leava HFM, they ara the respotisibiiity of the

atient{recip!ent. l'understand that have the. option to have these records capied to a.data dise, ar an electronic capy can be made, The patientfreciplent will be
responsible-for providing a ftash drive for the alectionis copy.

“Slgnatire of Patiant o Legal Representative. Data

if Signed hy Lagal Reﬁresanlallve, Relationship to Patlent ) Signature of Witness
Revised 3/07/2624




Past Medical History Form Novene. DOR:
Gastroimteshinal Sccial History Pasl sural story
Ulcer Smoking Status: Cardiovascular
Colon Polyps Current Aneurysm Repair
Colon Infections . How Offen? Heart Bypass Surgery
Diverficulosis Fommer Carotid Arfery Surgery
Diverticulitis | ~ Quit Date? |Heart Valve Replacement
Acid Reflux Never Pacemaker
Hepalilis Alcohol Use Drefibrillator
tiver Diseaser Stent Placement
Irritable Bowel ' Maie Musculoskeletal
Crohn's Elevated PSA Hip Replacement
Endocrine |E_’recﬁie Disorder Knee Surgery
Elevaied Thyroid Levels Prostate Enlargement Knee Replacement
Low Thyrold Levels Shoulder surgery
Diahetes Type | N Female Rotator Cuff Repair
Diabetes Type |l LMP’ CarpelTunnel
Pulmoriary Last Pap smear lLower Back Surgery
Environmental Allergies History of Abnl Paps Neck Surgery
Chronic Lung Disease # of Pregnaricles _ Genilourinary
Chronic Bronchitis Contrdception Kidney Removal
Chronic Sinusifis Sexudlly Active Kidney Stone Surgery
Asthma Vasectomy
Sleep Apned Personal History of Canicer Prostate Surgery
Musculoskelefal IBcain Cancer Gastrointestinal
Low Badck Pain. Thyroid Cancer Appendecfomy
Gout Breast Cancer Gallbladder Removat
Rheumatoid. Arthrifis Colon Cancer Colectomy
Csteoporosis Lung Cancer Colostomy
Osteoarthiitis Prostate Cancer lleosiomy
Fibrormyailgia Leukemia Weight Loss Surgery
~ Cardigvascuiar Lymphoma Hemorrhoid Surgery
Coronary Artery Disgase’ Ovaran Cancer Pancreas Surgery
Atrial Fibritlation Cenvical Cancer Spleen Removal
Previous Heart Aftack Uterine: Cancer | Hernia Repair.
Elevated Blood Pressure Kidney Cancer Incisional
Hyperfipidemia o _ Inguing
IBlood Clot Family Medical History _ Umbilicai
Congestive Heart Failure o Relafionship  |Abdominat
~ Genijtowrinary Heart Attack ~ Ofher
Kidriey.Sfones High Blood Fressure Lung Surgery
Chroplé Kidhey Disedse Hear! Disedse Thyiroid Surgery
Jurinary Tiact Infections Head Fadilure Cateract Surgery
NeuroPsych Blood Clots Ear Tubes
Seéizure Disorder Asthma: Tonsillectomy
Stroke Chronic Lung Disease Adenoidactomy
Attention Deficit Disorder _JCdncet
Deprteision ' Type:
Anxiety IDicbfe’tes OB/Gyn
Dementia Depression Total Abd. Hysterectomy:
Alzheimer's Anxiety With Qvary Removal
Bipolar Disorder Mentallliness Vaginal Hysterectomy
Migraine Headache Alcoholism Tubal Ligation:
Miscellaneous Alzheimer’s Cesarean Seclion
Anemia Seizure Disorder Mastectomy
HIV Infection Migraine Headaches Lumpectomy
Glaucoma Stroke Breast Augmentation
Kidney Disease Breast Reduction

Revised 5-14-20




HARRISONVILLE FAMILY MEDICINE INC » 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

Harrisonville Family Medicine, Inc.

Financial Policy
Effective Date: 7/1/2019

Thank you for choosing Harrisonville Family Medicine as your healthcare provider, Please read the following information carefully. This Is
an agreemenl batwean Harrisonville Family Medicine, Inc., as creditor, and the patient / debtor / responsible party. By executing this
agreemeant, you are agreeing to pay for all services that are received.

Contracted Insurance: You are expected to pay deductibles and co-payments at the time of service. You must also pay outstanding

balances prior lo being seen in the office. If you are not able fo resolve an outstanding balance or pay the copay due before your

next appointment, please be aware that your appointment will need to be rescheduled until your balance is paid in full or
reasonable payment arrangements are made, If your appointment Is rescheduled due fo non-payment at time of chack in there
will be a $60 no show fee applied. The deductible wili be callected until your yearly deductible has been reached. it is your

responsibility to know what is and what is not covered under your plan. It is the insurance company that makes the final determination of
your ellgibility and coverage. You will be responsible for any and ail charges not covered by your insurance company.

Self-Pay Patients: Payment is expected at the time of service. If you cannot pay at the time of service, your appointment will be
rescheduled.

Monthiy Statements: If you have a balance of $10.00 or more on your account, we wili send a monihiy statement. Please remember

when you receive our statement you have already received quality care from your physician, your insurance has been filed and
any payment or adjustment from your insurance company has been applied. The balance on your account is due and payable
when the statement Is issued.

Past Due Accounts: Balances that remain on your account past 45 days are considered overdue and full payment will be expected at
future appointments unless a payment plan has been arranged and approved by our billing department. Accounts over 90 days in arrears
will be sent to our collection agency. At that point, for any new charges to be added to your account our office will require a credit card on
file. Once an account has been placed in collections, the physician/patient refationship could be terminated, and your records will be

transferred to a physician of your choice. if your balance is paid afler terminalion has taken effect, reinstatement wilf invoive a fee of $25.
If a balance occurs on the account again, this will result in FINAL TERMINATION and reinstatement will not be an option.

Forms & Fees: Your portion of any form must be filled out completely before submitting it to us. A fee will be charged and collected when
your form is retumed to you or submitted on your behalf. '

No Show Policy: A $60 fee will be charged for any missed appointment without 24-hour notice. This is not covered by insurance and
must be paid prior to your next appointment. Multiple no shows In any 12-month period could result in termination from our practice.

Print Name: . Signature: Date:

Revised 10/14/2021




HARRISONVILLE FAMILY MEDICINE INC « 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

Current Medication and Supplements List Date:
Patient Name: Date of Birth:
Medication or Supplement Name Strength Dose Frequency
Example: Vita D3 5,000iu 1 tablet Twice a Day




