HARRISONVILLE FARMLY MEDICINE INC + 2820 E ROCK HAVEN RO STE 100, HARRISONVILLE MO §4701-4413

“Ploase raview and update the information below !o the best of your ablilty.**
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Patient Raglsiration

[ e

| .. CURRENT PATIENT INFORMATION ~PLEASEPRINT | GuarautorInformation (to whom statemmnta srosent) |
Las{ Name: Namse;

Flrat Namae: Address:

Middle Name:

Address: * Relationship to patlent:

Clty: Slale:; Data of Blrth: )

Zlp: Soclal Security No.:

Home Phone: Phone: () - ' N
Work Phone: .o ... Emorgency Cantact Information ]
Mohile Phane: Name:

8ex: Relationship:

Date of Birth: Phone:

Saclal Sacurity No.: Mobile Phoney{ ) -

Patlent emali: e

Required by government mandata lalthough you may rafuse): I o Employer infarmatian

Language: Employer:

Race: Addresa:

Elhnicity: Phona:

s - O O e e —
Pailent Refarred by: Nome

Primary Care Provider: Crossroads;

Caontact Praferance: Homa Phone / Work Phone / Moblle Phona / Phohe!

Portal / Emall

(o

! e REimary Inaurnstes Informatton
Insurance Plan Name:

L.ast Nama:

Flrat Nama:

Middle Neme:

Addrass!

Cly: Stale: Zip:

Data of Birth: Sex (pleana clrsls): M or F

Employer Name:

Paflant'a relallonship lo pollcy holder:

SR

____Secondary Inauxancs Infoxmation

" Instiranca Fian Name:

Lasl Name:

Firat Name.:

Middle Name:

Addrass:

City: State: Zip:

Dale of Birth: Sex (plaasa clrcla) M ar P
Employar Name:

Patlent's ralallonahip to policy holder:

To the hest of my knowindge the above Information Is completa and accurate,

Signed

Date:




HARRISONVILLE FAMILY HEDICINE INC o 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

**Pleass sign and date each item below**

i e

ACKNOWLEDGEMENT AND AUTHORIZATION:

+ | have raad and understand the HIPAA/Privasy Folloy for HARRISONVILLE FAMILY MEDICINE INC

Signed Data:

¢ 1 havaby asaign my Inaurance benafits to be pald directly to the healthcare providar

Signed Date:

o | authorize HARRISONVILLE FAMILY MEDIGINE INC to release madical information raquired to process my ciaim

Slignad Data;

¢ | have read and ynderstand the Financlal Poiley for HARRISONVILLE FAMILY MEDICINE ING

Signed Dale;

o | autharize HARRISONVILLE FAMILY MEDICINE INC to obtalnfhave accass to my medleatlon history

Signad Date;

.

» | authorize my provider's office to contast me by mohile phone

Slgned : Date:




Mysalf (Only:sheck If 18 or older)

Spotse:
Farnily métnbers/cthers:
s All actulf farnily metiibets
Emerganey cofitact . (only coptagt in emergency)
Speclfic people: . .
Messages!

May leave a detalled Imessage on answerlng mackiinefvolcemail,
NQ DETAILS on answetlng maching or-valgemall — ONLY to eall offics,
Consent fo taxt?
e Ok for portai?

Cansent for normal test results to be sutematically pasted to
Patlent’Portal?

Emait:

Notet JtIs your respansibility to-notify HEM of any changes that need to be
madetd'this form.

| acknewledge that'by signing balow, that | authorize Harrisanville Famity
Medcine, Inc. ta disclose any Information ralated to my/my chiid's-eare, with the

choices | hava indicated abave, [ also dcknowledge that -have recelved and read &

topy-of HFM Notice of Privacy Practices,

Patiant/Persoital Répresadtative Date

Refationshlp to Patleant ‘Witnasd

e ey W




Harrisonville Family Medicine, Inc.
Communications & Financial Policy

Our 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 3:08 PM Mon -Thurs and 2:00PM on Friday will be returned the next business day, unless
the matter is urgent.

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

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

4. Medication Prior Authorizations:
»  Medication prior autharizations may take up to 1 week to complete.
« Timelines may vary depending on your insurance plan's requiremnents.

4. Lab and Test Results:
s Laband 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:
¢ Ifyou have not been contacted regarding a referral or specialist appointment within 7 business days, please check
the Patiant Portal or call our office so we can check on the status.

6. Provider Qut 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, stc.)
e Please allow 7 business days for completion of all forms and letters.
s Al patient-required sections must be fuily completed before submitting forms to our office,
+ Afeewill 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 representative for details.

8. Appointment and Cancellation Policy:
s 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’ notlce.
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» 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 pald prior to your next appointment. Muttiple no shows could result in termination from our
practice.

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

.Financial Policy

Please read the following information carefully. This is an agreement between Harrisonville Family Madicine, Inc., as creditor,
and the patient / debtor / respaonsible party, By executing this agreement, you agree 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 to being saen in the office. If you are not able to resolve an outstanding balance or pay the
copay duse hefore 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 appeintment Is rescheduied dus to non-
payment at time of check-in there will be a $40 no show fee applied, The deductible will be collected 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 eligibility and coverage. You will be responsible for any and all
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 appeintment will
be rascheduled.

Monthly Statements: If you have a balance of $10.00 or more on your account, we will send a monthly statement. Please
remember when you receive our statement yout 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 afrears will be sent to our collection agency. At that point, for any new charges to be added to your account our
office wilt require a cradit card on file, Once an account has been placed in collections, the physician/patient relationship
could be terminated, and your records will be transferred to a physician of your choice. If your balance Is paid after termination
has taken effect, reinstatement will involve 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.

Patient Understanding & Acknowledgment:

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

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

Patient Name: DOB:

Signature; Date:

Revised 8.25.2026




Harrisonville Family Medicine
2320 £ Rock Haven: Rodd, Ste 140
Harrisonville, MO-64701
Phone (816] 380-3582 / Fax (816), 380-6964.

Patinrit Nameé Sodinf:Saqurlty Number Data'of lrth’

Releasing recards FRON!

{Physletan or Orgentzation-naime)

“Imiling addrest, ghotie and fax ndiher)

Releasing records 70:

" {Bhysictap-or Grgankxeiion name)

{malling-addrass, phone-and fad numher)

Please.selagt. only QNESS the foflowing: | glvemy permitsslontorelase the fallowing reaorys ta the thovg stated entlty
(inluce, datad.whers-approptiats)

+Confined to racordyfor thetime peslad of N

‘ Cdpiied tq fécordsregarding the dpeclile lnfopmativd: .,

i Dl Y018 Without regatdito imitations placed qnt dates, history of iiness, or disgngstic:and therapsutle.
Infquiration, Ineluging AIRS/HIV testing.or dlagnoshs, nformation or freatment for aieofial, dryg shuxe, and testihgand
dlaghastsafpsyehliitiicliness *Wi Wil ask for the'last 4 yrs unluss speci@a Infarmation Js noted,*

Fox the purpore of!

Thiy suthirizsfiin b voluntéry, This suthoriciton wil ekploa ki _______ fe.3. 60 daya) fromthe.date.of my sighatura tielow, §undurmtant tht § niayvevoka this
aihoitation abany tme hy vottfylng e aftfe b wrling, Juf 1 dg, Rwill not haea any eifead of 2ay yetians-taken-rtar, T racalying tia ravacatlg, Fegen fg wéiva
i elajrhe agulpat i G (DF1Ra isit‘a}'ta_of thiyeqdestad Infuiviiattad, FugResstaid thif dige (fn kyformntion.daséribad fdreln 1 disckasad; It mny no g ba
iul:i:ﬁ to the geivacy pratactiontatforded byitha oftfes If the rchilant of the tnforimattion R aot s heslth pfin, karith care providey esllh cleartngfiouss, or2.

busliass sssochile that bus - contrach with the affice. | understand that st provide the oifles whh.at lmuwnnrv'fnuo&ﬂ-hqurs"m.uhb-{m caming g tha
Tachity o ravisw-medids, (underitzadthat dferEhive dedaied (g tacordy, | must privide tha 4ifea Wish twa (2] werkig daysadhandy sotice o dnyfooples'cf the
cecardyffat would ke 10 pickup 3t tha affice. Fundarstand thatif (vidih to hava tagles of racards ntada, than.the offica wii asess a Tae farcopying tha tecards,
The taclily whfnafityma.of the tatal smount dus far copying and-shigplng o he vaquastid ineards: Eaared that A it will anly Jand me the edrunited
Infrination ance gaymigit bas Bian recafoed In fyll for e chifida. §anduestan that accw the requasted recarde leavs HEM, tiag-ar the resgotiiility of the
patinntfraciglent, funderdund thatl have tha.option to v these ceconds ﬁu_yhd to a:data.dlse, qean dldmnlqu'mnﬁn_quk. The patfent/reciplentwtit bn
responalblnfor provkding 3 flesh drive far W Aleetrolg dopy.

“Sigiaturs of Latiait e Lkl Bepracantativ i Cate

{fslgned by Egil a;;;mmhu::', Raieiforshly to Pattant Shmature ¢t Wilnasy

Rivided 3/07/2024
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Past Medical Histoty Form Noane ' DOR:
8 P
sinoking Staius: rdlgvasculat
Cutrant Aneurystm:Repalr
How Offend’ Heart Bypass Srgsry
Former Carolid Arfery Surgery. .
_ Quit Odle? Heart Valve Replacement
Nevar Pacemaker
. AMcohol Use Delibrillestor
: . Slent Placement’ ;
d
, . Elaveteq PS, Hip Replacement —
i IE_te'cﬂ!a. Clsqrdsr Knes Surgery S
Elavated Thyrold Levels _ Frosfate Enidrgement :ggee Replagsment
old L Shoulder Surgany e
Typ , Rotator Cuff Repalr
LME CargelTunnal —_—
Last Papy Smetr Lowet Bagck Surgesy
nyltanrhental Allergies [Histoiyof b Prps Netk Surgey —
CHronfo. Lung, Disease # of Pregnarigies . flrj
Chrofijo Bronghiils Confrégepiion, Kidney Removel
J Sexually Actlve, Kldney Storie Surgary
Vasastom )
erdondl Y { Carit Proétate SUrgety
of Bedin Cancar g
Low Bock Pdin. Thiyrold Cahded Appéndectonty
Golt Breast Coficer. Galibladder Removal
Rheumatold. Arthiitis Colon Cancer Colectomy
Gsleoporesls Lung Sancer Colostamy
Osteoarthifis Prostate-Cancer llaostomy )
Ftromyalgia Leukemia Welght LosySurgery .
_ Car : y ! Lymﬁhomq ;Iemonhoid Surgary ;
Coronaty Aitery Disegse’ Qvarlan Ganeer ‘anareds Surgens .
Ahlal Fbelation ! ‘CanvieahCangsr Splesn Removal
IPrgviqu_s. Heart Atiagk Rarine Cancar ’
ﬂ;ﬁ‘d’:?b?d“""& Prasiure Kidney Saricer ' I:n,cESpnFl
[PNRIGANT) NI - nguing X ]
Bloggl. Clof Family'Mediea History o |umbticat
'Cﬁn‘geﬂ_}we Hear Fdliwe , ) Reidlionshin:  |Akdomingl
G ary’ tHeart Attack
Klciney.Stonas High Blood Pressure Lung Surgery
Chionlé: Kidhdy Dliadite Hoqit Diseddy Thyrold SUrgery
ludhary Teaot nfasiiodis Hadd Failure Cafarag! Surgsty
& Blood Clods Ear Tubas
Sélzure Dlsdrdat Asthpner oniflactdmy
Shoké Ehranis Lung Clsecie IAdenolddaciomy
Atteriiion Déflelt-Disarder Cdficat
Deptasilen o
Antlety Diatbates Q8/Gvn,
Dementla ll_;lepi'euslor:i Toldl Abd, Hysterectomy:
Alzhelmer's LAnxfety With-OvaryRemoval
BipalarDisorder Mentaliness Vaginal Hiysterectomy
Migtalne Headache Aleohollsm Tubal Ligallon. )
Miscellunegys Alzhelmers Cosarean Section )
Anemia . Selzure Olborder Mastectomy ’
JHIV infeciton ) Mlgralne' Headaches Lumpectomy: ’ _
Glaucoma : Shoke : Breast Augmentation )
Kldray biacse Brgast Reductien
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HARRISONVIELE FAMILY MEDICINE INC « 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE M0 44701-4413

Current Medication and Supplements List Date:
Patient Name: Date of Birth:
Madlcatlon or Supplemant Namea Strength Dase Fraquency
Example: Vita D3 5,000iu 1 tablet Twice a Day




