Patient Information/Demographics

Eolton Family Medical Clinle, P.C,
PATIENT INFORMATION
Patsent Name: o Momitad Stane: JJ5 M W [JD
Dabe of Birth: Social Sequrity Number Sex: [IMsale [JFemale
Address; Ciny: State: Zip Code:
Telephone Nismbers: Call- Home: Work:
E-mul Address:
Crcupation; Employer
Employer Address: Ciny: Stater SpCode.____
If Sfudent Schoal Marne: Grads: [1 Fidi-Time {] Part-Time
Parent or Spouse; Drate of Barth: 8%
Address — City; : State: Zip Code:
Telephone Numbers: Call: Home: L Wor;
Clesupation: Ermployer: __
Emplover Address: City; Sitafa: Zip Codc;
Phamacy Mame: Phome Nuraber; .
Phecmity Address: City. ) Srare: Fip Code:
Howe did wou hear about owr office? Narue of Friend /Relative, Pious Book, Newspapar

EMERGCENCY CONTACT INFORMATION

Emergeney CORtact Name: Relationships
Address;_ Phone saober;

FRIMARY INSURANCE INFORMATION

Insnrance neone; Company;

Ciroup number; Idzntification nimher;

Adbdress: Phone by _
Ineured’s name: Relatiomship:_ 3
SECONDARY INSURANCE INFORNMATION

Inzurancs name: Company:

Cirgup number: Temifreation mumber;

;"uidrl:ﬁ;_ Phone nugnber

Insured’s name;_ . Relationship:

ICERTIFY THAT THE ABCWVE TINFORMATION 15 CORRECT, Siznature:
Dhate; K under 1§ yeors old, relationship to patient;,

** W must have permission fom @ parent of legal guardian i treat 5 patient ungder 18 yeare old

Qffice Use Only: Infbrmarion Ferified By:

Diagra:




LATE

__ BOLTON FAMILY MEPICAL CLINIC, P.C.

Male O Female O BATE OF BIRTH_

GCCUPATION O Retired? O Disabled? 0O Unemployed? Other

O Married? O Diverced? O Separated? O Partner? 0 Live alone?® O Caregiver?

Date last seen by o doctor?
EASE LEST ALL CURRENT/C

BRUS ALLERGIESY: = AUNONE (1.
Check zoch iTem Mow | Past | Check each ftem Mow | Pazt
Weight loss ar gain Chroniz cough/emphysema Richetes
Hendarhes/ Migraina bifficubty breathing ) : MNeurglogical problems
| Sedzures/ Epilapsy Cheat pain Anemia
Eye digense/problame Heart problema/ murmuar Arthritis
Hearing problems/ lags Heart surgery- valve/stent Csteoporosis
Fainting/ Dirzy spells High blaod pressure Back painy/injury
Hend injury Strakic Bleeding disorger
Allgrgies) Hay fever High eholesteral Cencer
| Sinus problem? infection Circulation problems Uringry problems
Mosebleade Thyroid dizease Sexually Transmitted digeases
Ear infection/ drairage Stemach problems/ulcer Skin problems-eczema, etc.
Swallowing problems { Liver discase. hepatitis Sleeping problems
Asthina | Kidney diseases stonca bepression/ Amdety
EAME 5

If anyone in your close family has/had cancer, diabstes, heart atack, stroke, high blood pressure, high cholesters,
migraine. depression. suicide, alcohelism, or othar serious medical problems, please list who & what they have/had:

WOSPITALTZATIONS:
If you have been hospitalized for iliness or surgery (except childbirth), pleass list dates apd circumstance:

[ Date Tliness/Operation Date Itiness/ Operarion ]
L_ i
Cigarette smokerd O Ves DMo O Past Last PAR Mormal? T¥es Chia
Packs/doy #Hyears Preurmonia shot Last mammogram_____ Mapmal DvesD Mo
Drinkolcohel? ¥Wes oOMe  ©Past Tetous _— ) Last perigd Mormal O Yes O Ne

How aften How ruch FEHILDREN CURRENT 7 IYES ThiC Birth control? 0 Yes O No Type:

Use other tobacce products? 0 Ves 0 Mo Last eye exam; Miscarrioges/Abortions? 0 Ve Oho #
Use lllegal drugs? CO¥es OMe O Past Lact eolon testitype: Total number of pregrencies:

Type: Last blood workMypa: Mumber of living children:

LIST ANY OTHER PROBLEMS YOU WOULD LIKE TO DISCUSS:




BOLTON FAMILY MEDICAL CLINIC, P.C.
Naotice of Policy and Procedure

THANK YOU FOR CHOOSING US AS YOUR HEALTH CARE FROVIDER!

*We enconrage you to make an appointment, becanse we arc not a walk-in climic!

*We require AT LEAST a 24-hour notice for cancelling an appointment, We will charge a
520,00 fee if you fail to cancel your scheduled appoimiment or “no-show.

*We request a copy of all insurance cards snd a photo LD, Please inform us of any chamges in
insurance, address, phone nomber, ete, You may recelve a bill if you fail to give us current or
correct insurance information, or if your insurance fails to pay within 60 days or longer.

*If you do not have any insurance, we wiil expect payment before services are provided. We
accept cash, credit, debit cards, and checks. However, if we are tnable to verify checking fimds,
we have the right to refise a check. There is a $30.00 fee on all yeturned checks, and will result
in us not accepting sny further payments from you by check.

*Most Insuranee plans have a co-pay andior deduetible. This is your responsibility, and

payment is expected at the tine of servies. We do not extend enadit. We expect payment of at
least 10% of any balance over $100. We will be glad to work out & paymest plan, bur if a
balance remains tnpaid, we have the right to refiase service,

*lnpaid balances greater than 120 days will be turned over to a colloction agency {Franklin
Collections) unless you have established 3 payment plan with us. You will be responsible for
paying the collection apency before we will see vou again.

*All paticnt account balances will accrue a 5% finance charge and & $10.00 service charpe manthly.
*Telephone messages and requests for refills may require up to a 24 hour response. If the
problem is urgent, please state the naturc of uwrgency, and it will be given priority,

*Any controlled medication refill MUST be picked up ar the office, hetween 9:530-11:30 a.m_,
Mon.- Fri., or 2:30-4:30 p.m., Mon.- Thu. We charge $10.00 por preseripiion for this service, or
you hiave the option of an office visit. If it has been over 00 daye cince your last office visit, or at
the physician's discretion, an office visit may be required before réceiving any medication refille.
*The physician is NOT accepti new chronic Lients requiring narcoti ients
mquesptlhgg ankiety medications 1 , O DEw %FEDI-]]} patients rcqucstin? pat
amphetamines, bat will be glad 1o refer you to a pain management specialist or paychiafrist.
¥New and established paticats taking any controlled medicatons will be required to gign a
osonfrolled medicstion policy and mihmit & vrine sample or oral swab for modem drug weating, =
the physician's discretion. If your Insurance doesn't pay for this, you will b responsible for the
230,00 charge.

*You iy be asked to sign an Advanced Beneficiary Notice (ABN), which holds you responsible
to pay for any services, lab, or procedures that are not paid by your insurance,

"Please be aware that we use Pathgroup Lab, for lab tests not donc in the dinic, and LabSelutions
for drug testing. You may receive s bill from them if your insurance denies pavment,

*Your insurance policy is an agresment betwesn you and the nsurance com any. W file all
msurance claims a5 a courtesy to you, but charges for services rendered by this office are
ultimately i;w:m.r responsibility, I vour insurance company pays you dirsetly, it is your
responsibality to pay the climie, Failure to do this is illegal and reportable o the fEderal
Eovernment.

*Finally, we ask that you respect our office and others around yor, who may be . We ask that
you do not bring food or drinﬂ?:wah&w & water cooler). All cellular phones must be tursed off
prior to entering the exsm room. Pleass suparvise children closely. Patiant information is fres
%o take, or read and replace. Ploasc notify the stall with any problems or questions.

By signing below, you acknowladge thar you have:

1. Read and understood the above information and agree to abide by our policies,
2. Received a copy of the Notice of Privacy Practices to review.
Signature: Date:
Patient name if under 12 years old;

Parent or legal guardian is authorized signature shove.
This can also sceve as legal consent m tresl & patient inder 18 years old.




Bolton Fumily Medical Clinic
2781 Highway 145
Saltilio, MS 38866
662-869-0033

This signature page is to verify that I have recetved, read, and, understoad the
forms given to me by Bolton Family Medical Clinie regarding their obligation
and compliance concevming the privacy acts stated in HIPPA regulations. | am
Juily aware of my rights to privacy under this policv. T am aware af the Timited
exceptions to disclose information in my medieal record. I understand that upaon
signing, there will be no expiration date.

Slenature;

Date of Signature:




Bolton Family Medical Clinic Consent For Treatment

Consent for Treatment

I desire to bz 22eh at the Bolon Family Medien) Clinic and hereby give miy consent for the Clinic, its’ physiciar, emplovees,
and confractors To see and trear me, as they deem tiecessary and appropriate, for diagnoses such as Hepgtitis and HIV
(including testing where hecitheare professisnals have been expaced to my blaod or bedy fluids), ane sthesia, and other
services, treatments, and procedures rendered ar performed at the Clinic and/or such persens fe report certain positive
test results such as, but not limited to, Hepatitis and the anfibady for HIV, o the Health Department az required,

1 understand that T have the right to ask questions and fo receive information regarding my carg and freatment, and the
right o withdraw, in writing, my consent to treatment or testing, Initinls

Statement of Financlal Responcibility
I understand that T am financially responsible for payment for all services rendered te, or for, my Tamily or me, Although
The cliric will bill. or arrenge for billing, to my insurance earrier, T understand and agree that I om respansible for poyment
of all charges for services provided, regardless of the availability of any insurance coverage{s). I agree to pay all co-pays and
deductibles. In the event thar T fail to pay any chorges and the aceount is turned aver o a collection ogency or altorney, I
agree o pay oll coflection fees incurred, including, tut not limited +a, ressonable atterney fees and court costs.

Initials

Release from Liability for Refusing Medical Care and Leaving Against Medical Advice

I agree that if I refuse treatment recommendesd by the clinic, its' physician, employess, or athers, or if T lecve the clinic
against that advice of such physician ar clinical personnzl, then the clinic, its” physician, employees, and ali ether pareong, are
released from any resporsibility or liabifity for any injuries or damages which may result from my refusal of frentment on oy
acting against such advice. Initiale

Consent for Bolton Family Medical Clinic 1o Seek Medical Tnformation
T understand that I am obligated to inform the physician if T receive medical treatment from another medica] provider, T am
aware that it is the resporsibility of my treating physician +o give me adeguate medical care, which may include sesking
medical records from anether medical provider or medication recorde from pharmacies. This infarmation will enly be ysed
for Bulton Family Medical Clinic 1o treat my medical needs appropriately, and will be kept strictly confidertial,

Initlals

Relenze of Medical Tnformation, Insurance Autharization, and Benefit Asstgrment

1 hereby euthorize the release of any and all medical information requested by, or otherwise necessory, to pracess my elaims
with my insurance company, the Social Security Administration and its intermediaries, Medicare, Medicaid, or any ather
organization responsible for payment of charges for, or releted to, any services provided to me or my family. T hereby acsign
and quthorize payment ta the clinic of any insurence, managed core, or ether benefits that are filed by the clinie for
services provided for my family or me. Inftials

Medicare and Medicaid Lifetime Consent
I hereby authorize and request that payment of authorized Medicare and/or Medicaid benefite be made #o Bolton Famtly
Medical Cliniz for any services rendered o me. Initials

I have read and understood the above consent.

Sighature:

Date: -




Bolton Family Medical Clinic, P.C.
2781 Highway 145
Saltillo, M5 38866
Phone: (662) B69-0033
Fax: (662) 869-0053

Authorization for Use, Disclesure, or Release of Health Information

Fatient Name: Date of Birth:

Address: \ Seciel Security Number:
City: State: Zip Code:
Fauthorize

(previous healtheare providers and/or pharmacies) .
te disclose the information from my record TO Balton Family Medical Clinic.

I autherize Bolton Family Medical Clinic to diszlose infarmation FROM ey medical records o the following individugls or
entities:

I aurthorize the disclosure of medicof records, progress notes, list of medications, lob/X-ray/test results, psychiatric
evaknrtions, and any other medical informatien, for the purpose of contfimity of care, for the time period of:
Pates:

I understand that the information in my health record may include information relating to sexually transmitted diseases,
inchuding HTV/AIDS, T+ may also inchide information ebout behavioral or mental health services, and treatment for aeohol
and/or drig abuse

T understand that I have the right to reveke thie autherization o any fime. I understand that the revacation will not apply
fe information that has afready been used or disclosed under this authorization, T understarad that the revocation will not
apply fo my insurance company when the b provides my insurer with the right to contest a cloim under my policy. If this
outhorization has rot been revoked, it will terminate an the Tollowing date, event, or condition:

Lf I fail to specify an expiration date, event, or tondition, this authorization will autematically expire in 12 months.

I understand that I can refuse to sign this authorization. T do net need +o sign this form to ebiain treatment, payment, or
health plan encoliment or eligibility, T understong thet any disclosure of information carries with it the potentisl for
redisclosure by the recipient and that the information may then no longer be protected by federal confidentiality rules.

Signature of Patient or Representative Printed Name of Paticni or Representative

bate Relatianship ta Patient (i under 18 years old)



