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2306 North Highway 77
Panama City, Florida, 32405
Phone: 850-250-0021
Fax: 850-250-0022

Today’s Date

PATIENT INFORMATION
This Form Must Be Completed Annually

Method of Payment
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Primary Insurance Secondary Insurance
Policy # Group # Policy # Group #
Name of Policyholder Name of Policyholder
Address of Policyholder City State Zip Address of Policyholder City State Zip

Policyholder Phone

Policyholder Birthdate

Policyholder Phone

Policyholder Birthdate

Social Security Number of
Policyholder

Employer of Policyholder

Social Security Number of
Policyholder

Employer of Policyholder

Relationship to Patient

Relationship to Patient

HIPAA Authorization
Acknowledgement and

Consent

I acknowledge that | have received or been offered a copy of Access Point Healthcare’s Notice of Information Practices. | hereby authorize Access Point Healthcare to
release to the below listed individuals, upon their request and without further authorization from me, information concerning treatments the above listed patient
receives as a patient of Access Point Healthcare and copies of any and all medical records. This authorization is made at my request and will not expire unless revoked
by me. | understand that | may revoke or restrict at any time the right of any of these individuals to receive this medical information by providing said revocation or
restriction to Access Point Healthcare in writing. | understand that Access Point Healthcare will not condition treatment upon whether | authorize these individuals to
receive this information. | understand that any health information and medical records disclosed to the below listed individuals may possibly be re-disclosed by them
without any restrictions under federal or state privacy regulations.

Name

Name

Relationship

Relationship
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COVID-19 Screening Questionnaire

Patient Name: DOB:

Date Symptoms Started: Any COVID Exposure: Y / N

If yes, when and where were you expose:

Are you currently having these symptoms? If yes, Circle the current symptom(s) below:

Fever Diarrhea Rash
Chills Headache Discoloration of Fingers or
Cough Nausea / Vomiting Toes
Fatigue / Tiredness Loss of Taste and Smell Shortness of Breath
Body Aches and Pains Sinus Congestion Chest Pain
Sore Throat Runny Nose Dizziness

What medications are you currently taking for symptoms?

Are you allergic to any medications?

| agree that the information above is accurate and true. | consent to Access Point Healthcare to perform COVID-

19 Testing.

Print Name:

Patient Signature:

Date:
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PATIENT CONSENT FOR MEDICAL TREATMENT AND
DISCLOSURE OF PROTECTED HEALTH INFORMATION

The terms and conditions constitute a binding agreement between you and Access Point Health Group, LLC d/b/a Access Point
Healthcare (“Access Point Healthcare”).

I understand that | have the right to make informed decisions about my health care treatment. | agree to have the providers and staff do test and treatments
they feel are needed for my care. These may include x-rays, lab tests, vital signs, medication and other therapy. | know other treatments or tests that have
more risk will be explained to me so | can give informed consent for the if | need them. | know | can ask my doctor any questions | have about my treatment. |
know that Access Point Healthcare Urgent and Primary Care is not responsible for any of my belongings that | choose to keep with me.

| hereby give my consent to Access Point Healthcare to use and disclose protected health information about me to carry out treatment, payment and health
care operations. Access Point Healthcare’s Notice of Privacy Practices provides a more complete description of such uses and disclosures.

I have the right to review Access Point Healthcare Urgent and Primary Care’s Notice of Privacy Practices prior to signing this consent. Access Point Healthcare
reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to
Access Point Healthcare at 2306 North Highway 77, Panama City, Florida, 32405.

With this consent, Access Point Healthcare, may call my home, send e-mail or mail to my home or other alternative locations, and leave a message on a voice-
mail or in person in reference to any items that assist the practice in carrying out treatment, payment and health care operations. These items include, but are
not limited to appointment reminders, insurance items, correspondence from medical and/or nursing staff, any calls pertaining to clinical care, including
laboratory/radiology results, and billing statements.

I have the option to request that Access Point Healthcare restrict how it uses or discloses my personal health information to carry out treatment, payment and
health care operations. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, | am consenting to Access Point Healthcare’s use and disclosure of my personal health information to carry out treatment, payment and
health care operations with those organizations and health providers necessary for my medical care.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If | do not sign this
consent, or later revoke it, Access Point Healthcare may decline to provide treatment to me.

| agree and consent to Access Point Healthcare to releasing information to me in the following manners:

By Mail: ] Ok to Mail to Home Address (Initial: ) ] Ok to Mail to Work Address (Initial: )
By Home Telephone: ] Ok to Leave Detailed Message (Initial: ) ] Leave Call Back Number Only (Initial: )
By Work Telephone: O ok to Leave Detailed Message (Initial: ) [ Leave call Back Number Only (Initial: )

By Fax: [J] Okto Faxto:

Signature of Patient or Legal Guardian Printed Patient Name

Patient’s Date of Birth Date
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FINANCIAL ACKNOWLEDGEMENTS AND OFFICE POLICIES

Insurance Information

Access Point Healthcare accepts most major insurance payers. As a courtesy, we will file your medical claims for you. However, it is your
responsibility to check with your insurance plan to advise you on your coverage. Most plans are specific to your employer group and we do not
know what a covered benefit under your plan is. Your employer benefit advisor at your place of employment will be able to answer your
questions regarding coverage and benefits. It is your responsibility to ensure that our providers are covered under your health plan.

It is your responsibility to provide accurate and updated insurance information at each visit. You will be responsible for any balances that your
insurance carrier denies as a result of inaccurate information. Please check with our receptionist at each visit to verify if we have the most up
to date insurance information and insurance card on file.

You are ultimately responsible for payment of charges for services that you receive from our office. If your claim is denied or payment is not
made within thirty (30) days from the date of service, you must contact your insurance plan for an explanation and pay us any amounts not
covered by your health plan. It is important that you go over your insurance company’s explanation of benefits concerning billing questions
prior to contacting our office concerning a bill from Access Point Healthcare.

Laboratory Services

Many insurance plans now require you to go to or send your lab specimens to specific laboratories. Please let us know if this is the case. Access
Point Healthcare does have a lab on site and some tests may be performed here while other tests must be referred to an outside laboratory.
However, if you wish to have your lab tests done here, they are subject to cash payment at the time of the test being completed.

Missed Appointments/No Shows

Broken appointments represent a cost to us, to you and to other patients who could have been seen in the time set aside for you. We reserve a
specific time for your care, we make every effort to see you at that appointed time. We appreciate your promptness and consideration in not
changing your scheduled time. However, if you do need to change an appointment, a 24-hour notice is required. If you DO NOT contact us
before this 24-hour window, whether in person, phone, voicemail or email, it will result in a $25 fee assessed on your account. If you are fifteen
minutes late for an appointment, the provider will determine if you can be seen or your appointment may need to be rescheduled. Any
appointments later than thirty minutes will have to be rescheduled. Please note, not all clinics schedule appointments.

Returned Checks

We accept all major credit cards, cash or check. For checks that are returned not payable, there will be a $30 returned check fee and checks will
not be accepted on future visits.

Copies of Medical Records

Medical records request must be received at least five (5) business day prior to the date needed. There is no charge for records provided from
doctor to doctor. There is a global charge of $25 fee plus $.25 per page.

Forms for disability, handicap parking, FMLA, insurance authorization for brand or non-formulary drugs, letter for employers, school, health
clubs, etc., may be subject to an administrative fee of $40. Completion of these forms has a 24-72 hour turn-around time.

My signature below indicates that | have read and understand this Financial Acknowledgement and Financial Policy and accept these terms. My
acceptance covers my visit today and all future visits.

Signature of Patient or Legal Guardian Date
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AUTHORIZATION FORM TO COMMUNICATE MEDICAL AND/OR FINANCIAL INFORMATION TO OTHERS

l, authorize the following individuals:
(Patient’s Printed Name)

Printed Authorized Individuals Name Relationship

These individuals will perform the following activities on my behalf with any Physician, Nurse Practitioner or Staff Member at Access Point
Health Group.

Please check the following that you are authorizing:
O FuLL ACCESS to Medical, Financial & Scheduling Information
Or
O Make and cancel Appointment on my behalf
[ Request and discuss medical information (including medications)
] Handle and discuss financial records and information
O Deliver and pick up information to/from Access Point Health Group, LLC on my behalf

O other (Please Describe):

This authorization is effective from: to or Indefinitely (Circle)

Signature of Patient or Legal Guardian Date



