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Patient Information

Name: DOB: Gender: M/ F
First M Last

Address:

City: State: Zip:
1st Phone: 2nd Phone:

Email:

Occupation: Employer:
Work Phone

Person Responsible for Payment Other Than Patient

Name:
First MI Last
Address:
City: State: Zip:
1st Phone: 2nd Phone:
Email:

Relationship to Patient:

Emergency Contact

Name: Relationship
1st Phone: 2nd Phone:

Todays Date:




)
COTTONWOOO

FAMILY MEDICINE

Yo

Consent to Treat

By signing the following you are consenting to treatment by the provider at Cottonwood
Family Medicine in regards to your medical care and needs.

Patient
or. Date:

Legal Guardian

Witness: Date:

Consent to a Procedure

By signing the following you are consenting to procedures preformed by the provider at
Cottonwood Family Medicine in regards to your medical care and needs.

Patient
or. Date:

Legal Guardian

Witness: Date:
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NAME: GENDER: DOB: DATE:
ALLERGIES:

. Include specific doses and

when taken, If you don’t know, please call your pharmacist to confirm

PERSONAL MEDICAL BISTORY: (Please circle all that apply)

ADHD COPD/ Emphysema High Cholesterol Rheumatoid Arthritis
Alcoholism Dementia HIV Seizure Disorder
Allergies, Seasonal Depression Hepatitis Sleep Apnea
Anemia Diabetes: 1 or2 Irritable Bowel Syndrome Stroke
Anxiety Diverticulitis Lupus Thyroid Disorder
Arrhythmia (irregular heart beat) DVT (Blood Clot) Liver Disease Ulcerative Colitis
Arthritis GERD (Acid Reflux) Macular Degeneration Last Menstrual | Date: Normal
Period Abnormal
Asthma Glaucoma Neuropathy Colonoscopy Yes/No Normal
: ; g ; Date: Abnormal
Bipolar Heart Disease Osteopenia/Osteoporosis T Normal
Bladder Problems / Incontinence Heart Attack (MI) Parkinson’s Disease Date: | Abnormal
. . . Dexa (Bone Yes/No Normal
Bleeding Problems Hiatal Hernia Peripheral Vascular Disease Density) Date: Abnormal
. . : Pap Yes/No Normal
Cancer: High Blood Pressure Peptic Ulcer Date: —
Headaches Kidney Stones Psoriasis
Crohn’s Disease Kidney Disease Pulmonary Embolism (PE)

Other medical problems not listed above:

Surgical History: Please list all prior surgeries and approximate dates performed.

SOCIAYL / CULTURAL HISTORY:
Education Level: (] Elementary [ High School [0 Vocational O College [ Graduate / Professional
Are there any vision problems that affect your communication? OYes O No
Are there any hearing problems that affect your communication? OYes ONo

Are there any limitations to understanding or following instructions (either written or verbal)? OYes ONo

Current Living Situation (Check all that apply):

O Single Family O Multi-generational 0 Homeless [J Shelter (I Skilled Nursing O Other:
Household Household Facility

Continued on other side. Page I of 2



Smoking/ Tobacco Use: [ Current O Past [J Never Type: Amount/day: Number of Years:

Alcohol: [ Current [JPast O Never  Drinks/week:

Recreational Drug Use:  [J Current J Past [J Never Type:

Are you sexually active? OYes [ No
Are there any personal problems or concerns at home, work, or school you would like to discuss? (JYes [0 No
Are there any cultural or religious concerns you have related to our delivery of care? OYes [ONo

Are there any financial issues that directly impact your ability to manage your health? [OYes O No

How often do you get the social and emotional support you need?
O Always O Usually O Sometimes O Rarely O Never

Comments (Please feel free to comment on any answers marked “yes” above):

FAMILY HISTORY:
FATHER: Living: Age

Deceased: Age

Alcoholism Bipolar Disorder Depression High Cholesterol Osteoporosis
Anemia Cancer: Diabetes 1 or 2 High Blood Pressure Stroke
Asthma COPD/Emphysema DVT (Blood Clot) Kidney Disease Thyroid Disorder
Arthritis Dementia Heart Disease Migraines

Other:
MOTHER: Living: Age Deceased: Age
Alcoholism Bipolar Disorder Depression High Cholesterol Osteoporosis
Anemia Cancer: Diabetes 1 or 2 High Blood Pressure Stroke
Asthma COPD/Emphysema DVT (Blood Clot) Kidney Disease Thyroid Disorder
Arthritis Dementia Heart Disease Migraines

Other:

SIBLINGS:

List other medical providers you see on a regular basis_(i.e. Cardiologist, Mental Health Provider, Kidney Doctor, Dentist. etc.)

Patient Signature: Date:
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HIPAA Information and CO'nsént Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
Implementation of HIPAA requirements officially began on April 14, 2003, Many of the policies have been our
practice for years. This form is a “friendly” version. A more complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your
Protected Health Information (PHI). These restrictions do not include the normal interchange of information
necessary to provide you with office services. HIPAA provides certain rights and protections to you as the
patient, We balance these needs with our goal of providing you with quality professional service and care.
Additional information is available from the U.S. Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This.specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open file racks and will not contain any coding which identifies a
patient’s condition or information which is not already a matter of public record. The normal course of providing
care means that such records may be left, at least temporarily, in administrative areas such as the front office,
examination room, etc. Those records will not be available to persons other than office staff . You agree to the
normel procedures utilized within the office for the handling of charts, patient records, PHI and other documents
or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail,
U.S mail, or by any means convenient for the practice and/or as requested by you. We may send you other
communications informing you of changes to office policy and new technology that you might find valuable or
informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the
doctor.

6. You; confidential information will not be used for the purposes of marketing or advertising of products, goods
or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. Wt_z may change, add, delete or modify any of these provisions to better serve the needs of the both the
practice and the patient,

9. You have the right to request restrictions in the use of your protected health information and to request change
In certain policies used within the office concerning your PHI. However, we are not obligated to alter internal
policies to conform to your request.

L, date do hereby consent and
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any

subsequent changes in office policy. | understand that this consent shall remain in force
from this time forward,
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" HIPAA Right6f Access Form for Family Member/Friend

I, , direct my health care and medical services
providers and payers to disclose and release my protected health information described
below to:

Name: Relationsh}p:

Contact information:

Health Information to be disclosed upon the request of the person named above --
(Check either A or B): '
O A. Disclose my complete health record (including but not limited to diagnoses,
lab tests, prognosis, treatment, and billing, for all conditions) OR
0 B. Disclose my health record, as above, BUT do not disclose the following
(check as appropriate):
O Mental health records ‘ ,
0 Communicable diseases (including HIV and AIDS)
O Alcohol/drug abuse treatment
0 Other (please specify):

Form of Disclosure (unless another format is mutually agreed upon between my
provider and designee):

0 An electronic record or access through an online portal

O Hard copy

This authorization shall be effective until (Check one):
O All past, present, and future periods, OR
O Date or event:
unless | revoke it. (NOTE: You may revoke this authorization in writing at any time
by notifying your health care providers, preferably in writing.)

Name of the Individual Giving this Authorization Date of birth

Signature of the Individual Giving this Authorization Date

Note: HIPAA Authority for Right of Access: 45 C.F.R. §164.524



