HARRISCHVILLE FAMILY MEDICINE INC « 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4411

. “*Please review and update the Information below. lo the best of your abillty.**
i _FPatlent Reglatration

P g, S BRI

ST TS et e e

i CURRENT PATIENT !NFORMATION PLEASE  PRINT
Lasl Name'
First Name:

! ~ Guaranfor Intormation (to whom statements are sent) o l

Name:
Address:

Middle Name:

Address: Relationship to patlent:

City: Stale:: Date of Birth: 1 '

Zip: Soclal Securlty No.!

Home Phone: Phone: () e
Work Phone: ... ... BmergmeyContsctinformation
Mobile Phone: Name:

Sex: Relationship:

Date of Blrth: Phone:

Soclal Sacurity No.: Mebile Phone:{ ) -

Pallent email: e B e
Required by government mandete [aithough you may refuse): } i Emplayer mformaﬁon J
Language; Employer: '

Race: Address:

Ethnicity: Phona:

E ——— e Other . [ e Pharmacy Infcrmation* ___l
Patlent Referred by: Name:;

Primary Care Provider: Crossroads;

Cantact Preference: Home Phons / Work Phone / Mobile Phone / Phohe:

Portal / Email

] _____Primary Insurance ] Informaﬂen Hﬁu . ‘_H‘H . t B _____ Secondary Insurance Infm-mat‘h.)::~ A Mti—:—_}
insurance Plan Name: insurance Plan Name:

Last Name: Last Name:

First Name: First Nama.:

Middie Name: Middle Name;

Address: Addrass:

Clty: State: Zip: Clty: State: Zip:

Date of Birth: Sex (please circle); Mor F Date of Birth: Sex {please circle); M or F

Employer Name: Employar Name:

Patient's relallonship to policy holder:

Patlent's relationship to policy holder:

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

Signed

Date:




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

----------------------------------------- e DL Rl oy ek

ACKNOWLEDGEMENT AND AUTHORIZATION:

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

Signed Data:

« | hereby assign my insurance hanefits to be paid directly to the heaithcare provider

Signed Date:

s | authorize HARRISONVILLE FAMILY MEDICINE ING to release medical Information required to process my claim

Signed Date:

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

Signed Date:

« | authorize HARRISONVILLE FAMILY MEDICINE INC to obtain/have access to my medlcation history

Signed Date:

» { authorize my provider’s cofflce to contact me by mohile phone

Signed : Date:




. Nyseif (Qnly check if 18 or older)
Spouse:

Family mémbers/others:
o All adult family members

. Emergenoy contact .. (only coptaet in emergency)
__ Specific people: .
Messages:

May leave a detailed message on answering machine/valcemail.
NO DETAILS on answeilng miachine or valcemall — ONLY to eall office.
. Consent to text?
Ok for portai?

Consent for normal test resulfs to be autematically posted to
Patient Portal?

Email:

Note: It Is your rasponsibility to notify HFM of any changes that need to hé
made to'this form.

| ackhowledge that by signing below, that | authorize Harrisonville Family
Medicine, Inc. ta disclose any Information related to my/my child’s care, with the
choices | have indicated abave. [ also dcknowleédge that [ have recalved and read a
¢opy of HFM Notlce of Privacy Practices.

Patient/Persoriai Representative © Date

Relationship to Patient ‘Witness

b s e ] et et ] A 8 R B4 om s P b wdldk

RN,




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

Harrisonville Family Medicine, Inc.

Financial Pollcy
Effeclive Date: 7/1/2019

Thank you for chaosing Harrisonville Family Medicine as your healthcare provider, Please read the following Information carefully. This Is
an agreement between Harrisanville Family Medicine, Inc., as creditor, and the patisni / debtor / respansible party, By executlng this
agreement, 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
halances prior lo being seen in the offlce. If you ara rot able o resolve an outstanding balance or pay the copay due bafore your

next appaintment, please he aware that your appointment will need to be rescheduled untll yaur baiance is pald in full or
reasonable payment arrangements are made, if your appointment Is rescheduled due to non-payment at time of check in there

will be a $60 no show fae appiled. The deductible will be collected until your yearly deductible has been reached. it Is your
respansibliity to know what is and what Is not covared under your plan. It Is the insurance company that makes the final determination of
your ellgibiiity and coverage. You will be responsible far any and alt charges not covered by your Insurance company.

Seif-Pay Patlents: Payment Is axpected at the lime of service. If you cannol pay at the lime of service, your appointment will ba
reschedufed.

Manthly Statements: If you have a balance of $10.00 or mare on your account, we will send a monthly statement. Please remember

when you recelve our statement you have already received quality care from your physlclan, your Insurance has heen filed and
any payment or adjustment from your Insurance company has heen applied. The balance on your account Is due and payable
when the statement Is issuad.

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 depariment. Accounts over 80 days in arrears
will be sent to aur collaction agency. At that point, for any new charges to be added to your account our office will require a credlt card on
file. Once an account has been placed in coflectlons, the physiclan/patient relationship could be tarminated, and your records will be

transferred to a physician of your cholce. If your balance Is pald afler termination has taken effect, reinstatemant will invoive a fee of $26.
If a balance occurs on tha account agaln, this will resuit in FINAL TERMINATION and reinstatement will not be an option.

Forms & Fees: Your partion of any form must be fllled out completely bafore submilting It to us. A fee will be charged and collected when
your form Is retumed lo you or submiited gn your behalf, ' '

No Show Palicy: A $60 fee wlll be charged for any missed appaintment without 24-hour notice, This Is not coverad by Insurance and
must be pald prior to your next appointment. Muiliple no shows In any 12-month period could result in termination from our practice.

Print Nama: . Signature:; Date:

Revised 10/14/2021




Harrisonville Family Medicine, Inc.
Communications Policy
FAQ’s and Expectations

Cur goal is to provide timely, consistent communication and high-quality care. The following
guidelines outline typical timeframes and processes so our patients can know what to expect and
plan accordingly.

1. Patient Messages:
+ Phone calls and portal messages will be returned the same business day if received
before 3:00 PM Mon - Thurs and 2:00PM on Friday.
» Messages received after 3:00 PM Mon -Thurs and 2:00PM on Friday will be returned the
next business day, unless the matter Is urgent.

2. Prescription Refills:
s Please allow up to 72 hours for prescription refill requests to be processed.
» Always check with your pharmacy first, they will contact us electronically to streamline the
process.

3. Medication Policies:
» Controlled substances require regular office visits and monitoring.
s Lost, stolen, or misplaced prescriptions cannot be replaced uniess there are extenuating
circumstances,
» Certain medications may require random urine drug screening and/cr a controlled
stibstance agreement.
s Controlled Substances will not be after clinic hours under any circumstances,

4. Medication Prior Authorizations:
+ Medication priot authorizations may take up to 1 week to complete.
» Timelines may vary depending on your insurance plan's requirements.

4. Lab and Test Results:
+ Lab and diagnostic test results will be available within 3 business days after our office
receives them.
¢ Some specialized tests may require additional time.
5. Referrals and Specialist Appointments:
+ lfyou have not been contacted regarding a referral or spacialist appointment within 7
business days, ptease check the Patient Portal or call our office so we can check on the
status.

Revised 3.3.2026




6. Provider Out of Office:
If your provider is out of the office, you have options:
* You may choose to have your question addressed by another provider in our practice.
» Or you may wait for your primary provider to return, depending on the urgency of the
issue.

7. Forms and Documents: (FMLA, Letters of Medical Necessity, etc.)

+ Please allow 7 business days for compietion of all forms and letters.

s All patient-required sections must be fully completed hefore submitting forms to our
office,

+ Afee will be charged and collected prior to completion or submission of any form on your
behalf. Fees vary based on the type of form; please speak with a patient représentative for
details.

8. Appointment and Canceltation Policy:

» Please arrive 10-15 minutes early to allow time for check-in and verification of information.

» Appointments must be canceled with at least 24 hours’ notice.

¢ A $60 no-show fee will be charged for any missed appointments without 24-hour notice.
This is not covered by insurance and must be paid prior to your next appointment. Multiple
no shows could result in termination from our practice,

As always, if you have any questicns, please reach out to one of our patient
representatives—we're here to help! Thank you for trusting us as your partner in
healthcare.

Patient Understanding & Acknowledgment:

| have reviewed the above and understand the general timeframes and processes
our office follows to provide consistent, high-quality care and that these guidelines
help support smooth communication and ensure the best possibie experience for
all patients.

By signing below, | acknowledge that | understand these expectations and will
partner with the HFM team in respectful, and open communication.

Patient Name: DOB:

Signature: Date:

Revised 3.3.2026




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

Paflerit Name SocialSecurlty Numbar Date of Blrth

Refeasing records FROM:

{PRyslclan or Organization name)

(miallng address, ghohe and fax nuimber)

Releasing records TO:

" {rhysielan or Organization nama)

{maliing-address, phone-and fax number)

Plaase selact only ONE:of the. following: | give my permissiontorejase the following records tu the above stuted entity:
(include dates.where-appropriats)

. Confined to records for the'time perlad of;

. Conflned ta fecords regarding the- Spec[ﬂc Information; ._.

Ail records without regard o Ilmltatlons placed QM dates, history oﬂi!ness, or dlagnostlc and therapautls

d_laghosfs of ps\mhi_asrls: Mness, *wWe wlll _ask.f.or the'last 2 yrs unless specifis Information ]s noted;

For the purpese of!

This authiorbzatiin & vishintiry, This authorleillon wilt ekplre in (2.3, 60 days) from tia.date.of my slgiature bielow. { undirstand that }may revoka this
authoiiratlon at-any time by natifying the offten n-wriling, but If 1 dg, Lwill nothave-any effesi ofany setlonstaken-priar (o raculving the revacation, Fagren fo walve
all elylins agalpst tha office foFtha release of tha yegiested Informiation. lunderstand thit ones (Ha faformiation daséribed fidreln 18 disciased, It may no fongitr-ba
subiject to the privacy pratectlons afforded by the offies If tha reclp lent of the informatide 1§ not 2 health phan; health care provider; health deacinghause, or4.
business 3ssoclata that has #contrach with the affice. ) understand that fmust provide the aflieg with.af laast twenty-fouc{24) hours” natice, efare caming to ta
fackiity to réviaw.records, Cundersfand that 3fter ] hivie faviawed thia facords, § must grovide tha offica. with twa (2} warking days advanca nogice of any'coples of the
recarde that | wotld lke-to pick up at tha office. Funderstand thatf ['with to hava caples of records made, thanthe affice wif assess 2 faa for.copying the recards,
Tha facllity wilfnotify:me of the talal smount dua for copying and shipping of the requastéd raeords, Lagred that-tha.biflc witt anly Send me ths riquasted
Infgrinallon ance payment bas bdan recaived in full for the chids, 1 dnderstand that ance Uie requested records leava HFM, thay-ara tha raspotiéihiiity of the
patient/ructplent, understand that have the. opllon to havethese recagds mplad to 3.data dise, qr an elactranle capy can be, made, The patlanilredplemwﬂl T
responsihlafor providing 2 flash drive-for the.lectiqnile dopy.

“Slgnatuea of Padant or Legal Reprasentative. A Date

if signed by hga‘! f(‘apmsanhlf\m, Ralationship to Fatlent ) Slgnature of Witness o
‘Révised 37D7/2024

teatrrn e ——— o,




Past Medical History Form Nauene DOR:
Gastrolnle: § f ur 3
Ulcer Simioking Status: Caidiovascuyiat
Caloh Polyps Current: AneurystmRepalr
Colon Infeciions . How Offeng Heart Bypass-Surgery )
Diverilculosls Former Carotid Artery Surgary. _
Diverficulifls ~ Quit Oate? Heart Valve Replacement
Acld Reflux Never Pacemaker
Hepalills . Alcohol Use Defibrillator '
tver Disease: ‘ stent Placement’ A
Imitable Bowel ; Male eletd :
Crohn's . Elevated PSA Hip Replacement
Eiidocrine- IErecﬂIe Bisordet Kned Surgery '
Elevated Thyroid Levels Prostate Enlargement Knee Replagsment
Low Thyrold Levels ' Shoulder Surgery '
Diabetes Typa i e Rotator Cuff Repéir
Blabetes Type Il LMP Carpel Tunnal
Pulmonary Last Pap Smear Lowet Back Surgery
jEnviranmhental Allargles History of Abil Paps Netck Strgery
Chrorile.Lung, Disease # of Pregnaricies ) '
Chrofiie Bronchitis Contrdcephion, Kigney Removal
Chronic Sinusitis Saxitally Active, Kidhey Storie Surgery:
Asthima Vasectomy _
Sleep Apnad Personal History of Carice: P‘ros_tdfe" Surgey .
/ iloskelefal’ Bedin Cancer
Low Back Pain. _ Thirrold Canceéd Appendectoniy ,
Gout Breast Cancer. Gallbladder Removal
Rheumatold. Arthritis - Colon Cancer Colectomy
Gsteoporosls Lung Cancer Colostomy
Osteoarthiifls Prostate-Cancer . lleostomy ,
Flbromyalgia Leukemia Welght LossSurgery ,
Car: uft ' Lymphorna Hemorrhold Surgery .
Coronary Artery Disease: Ovailan Cancer Pancreas Surgery: .
Atiial Fibrillation i {Cenvieal: Cancer Spleen Removal
|Prev;ous Heart Attack ifterine Cancer ' '
Eleyaled 8logd:Pressure Kidney Earicer j inclsional
Hypﬁdipidemia M o ——llnguihqi ]
Blood. Clot ——__|Family Medical History _ Umbllical ' '
Congesﬁve Hear} Fafiure . Reldifonship:  |Abdominal
Heart Altack jef
Kidriey. S!Qnes High Bisod Pressure JLung Surgery
Chtonié-Kidiiey Dijedse Heaqit Disedse Thifrold Surgery
[utinary Tcecf Infections Hedrf Failure Cateract Surgery
Blood Ciots {EarTubes
séizure Dlsorder Asthma: Tondilectomy
stroke Chranié Lung Diséaie Adenoldactomy
Atterition Deficl Disorder Cahicet '
Depiedsion . 1 Type:, _
Anxisty :lolabeies — ci/Gyn
Dementia Depressior Totdl Abd. Hysterectomy:
Alzheimer's Anxlety With-Ovary-Removal
BipolarDiscrder iMental iiness , Vaginal Hysterectomy
Migraine Headache Alcohollsm Tubal Ligation: .
cellk Alzhelmers lCesqreon Seciion ,
Anemia . Selzure Disorder Mastectomy: )
iHIV infection ) Migraine Hecdaches ' Lumpectomy: ’
Glaucoma : Stroke Breast Augmentation :
Ideney Blsease _ IB;qg_sf Reduction

Revisad.5-14-20




HARRISONVILLE FAMILY MEDICINE INC « 2820 F ROCK HAVEN &D STE 100, HARRISONVILLE MO 64701-4413

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




