
  
 

Patient Registration  
Patient Information  

Patient Name (Last, First MI):_____________________________________ Date of Birth:__________  

Previous/Maiden Name: ___________________ Social Security #: _______________ 

Address:__________________________________________ City:_______________ State:______   

Zip Code:_________ Home Phone: ____________________ Cell Phone: ______________________ 

Work Phone: ______________________  

E-mail ________________________________________________  Birth Sex: □ Male   □ Female  

Gender Identity: □ Identifies as Male  □ Identifies as Female □Female-to-Male/Transgender  
 □ Male-to-Female/Transgender Female □ Neither exclusively Male nor Female  
 □ Other: ____________________    □ Decline to Disclose  
 

Preferred Pharmacy: _________________________________________________________ 
 
Marital Status: □ Single   □ Married   □ Divorced   □ Separated   □ Widowed  
 
Race: □ American Indian/Alaska Native   □ Asian   □ African American  □ Native Hawaiian □ White   
          □ Other ________________     □ Decline to Disclose  
 
Ethnicity: □Hispanic/Latino   □ Not Hispanic/Latino   □ Decline to Disclose  
 
Previous/Referring Doctor: _____________________________  Date of last Physical Exam: 
______________  
 
Insurance Information  
Insurance Company Name: _______________________  Provider Phone: __________________ 
Billing Address:_________________________________ City:_________________ State:______  Zip C
ode:_________  
 
□ Check if patient is Insurance Subscriber. If not please complete the information below:  

Subscriber Name: ______________________________DOB: ________ Relationship to 
Patient: ________________  
Policy #: _____________________________________ Group #: ______________________ 

  
By signing below, I attest that all of the above information is true to the best of my knowledge. I 

understand that it is my responsibility to update the office should there be a change in demographic 
or insurance information.   

Patient Name/Legal Representative: _____________________________________________    
Patient/Legal 
Representative Signature: __________________________________________   Date: _____________ 



Patient Health History  
 

Patient Name: _________________________________DOB:_____________ 
Today’s Date: __________   
 
Childhood Illness: □ Measles   □ Mumps   □ Rubella   □ Chicken Pox   □ Rheumatic Fever   □ Polio  
Immunizations and Dates:  
 
□ Tetanus  □ Pneumonia  
□ Hepatitis  □ Chicken Pox  
□ Influenza  □ MMR  
  
Past Surgeries and Major Hospitalizations:  
Year  Reason  Hospital/Doctor  
      
      
      
      
  
List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers:  
Name  Strength  Frequency  
      
      
      
      
      
      
      
      
  
List all allergies to medication/ substances:  
      
      
      
      
  
Check if you have, or have had any significant symptoms in the following areas:  
□Skin  □Lungs  Recent changes in  
□Chest/ Heart  □Back  □Weight  
□Head/ Neck  □Intestinal  □Energy  
□Ears  □Bladder  □Sleep  
□Nose  □Circulation  □Other:  
□Throat  □Other:  □Other:  
Briefly Explain: 
_____________________________________________________________________________________
_____________________________________________________________________________________
__________________________  



 
Patient Authorization of Disclosure 

  
Patient Name: _____________________________________ DOB: ___________    
 
Today’s Date: __________  
 
In general, HIPPA Privacy Rules gives individuals the right to request restriction on uses and 
disclosures of their protected health information (PHI). The Individual is also provided the right 
to request confidential communications of PHI made by alternative means, such as sending 
correspondence to the individual’s office instead of the individuals home. The patient may revoke 
or change this authorization at any time with a written request.   
 
Prime MD, May contact you by:  

 ❒ Home, Cell, Work Phone  
 ❒ E-mail  
 ❒ Patient Portal  
 

If we are unable to reach you:  
 ❒ You may leave a detailed message  
 ❒ Please leave a message asking me to return your call/email.  
 ❒ Do not leave a message  
 

I authorize the release of information including diagnosis, records, examinations rendered 
to me and claims information.  

 ❒ This information may be released to:  
1) Name:_________________________  Relationship: ____________________  

   Phone:_________________  

2) Name:_________________________  Relationship: ___________________  

    Phone:__________________________  

3) Name:_________________________ Relationship: ____________________  

    Phone:__________________________  

 ❒Information is not to be released to anyone.  
 

Patient Name/Legal Representative: _____________________________________________     

Patient/Legal Representative Signature: ______________________________  Date:______________ 

 
 



Authorization for Medical Treatment of Minors  
 

If your child needs medical services, a parent must give permission. It's the law. What about times when 
you cannot be reached for permission? A child may be treated without parental consent when a physician 
determines a true emergency exists. That means the doctor determines the child needs immediate medical 
care and that an attempt to obtain parental consent would result in a delay which would increase the risk 
to the child's life or health.  
 
Except in a true emergency, care may be ordinarily rendered to a child only with the consent of the parent 
or legal guardian. Sometimes a child may need unexpected care which is not, however, a true emergency. 
In such cases, making an effort to contact a parent or permission can delay treatment.  
 
To prevent any issue that may arise when your child is needing treatment, please write the 
name, relationship, and phone number of a trusted individual that has permission to bring your child to 
the doctor in the event that you are unable to accompany them. If you wish to decline allowing anyone 
other than a legal parent/ guardian please check the box below below before signing. By declining, you 
are stating that nobody other than a legal guardian may bring your child for treatment and you will be 
present during the office visit.   
  
Minor Patient Name: ______________________________________ Date of Birth: ___________  

Mother/Legal Guardian: _______________________________Phone: ________________________  

Father/Legal Guardian: _______________________________ Phone: ________________________  

  
Please List below the name of individuals that have your permission to bring your child to the doctor in 
the event that you are unable to accompany them:  
 

Name: _________________________________ Relationship: ____________ Phone: _________

Name: _________________________________ Relationship: ____________ Phone: _________ 

Name: _________________________________ Relationship: ____________ Phone: ________ 

Name: _________________________________ Relationship: ____________ Phone: ________  

  
 ❒ Do not allow my child to be treated when a legal parent (listed above) is not present. Unless in case 
of emergency.  

  
Printed Name of Parent/Legal Guardian: ______________________________  

Signature of Parent/Legal Guardian: _________________________________  

Date: __________________  

 

 



Controlled Substance Agreement  
  

Patient Name: _________________________  DOB: ___________   Today’s Date: __________  
 
Controlled substance medications are very useful, but have a high potential for misuse and are, therefore, closely 
controlled by local, state, and federal governments. Whether used for acute or chronic situations, these medications 
are solely prescribed to improve quality of life. If my provider decides that the best course of action includes a 
controlled substance medication, I agree to the following:  

1. I understand that I am only to fill my prescription at one pharmacy designated below. Should I need to change 
pharmacies I must notify the office staff prior to the prescription being filled.  
  

Pharmacy Name and Address: ______________________________________________________  
 

2. I am responsible for the controlled substance medications prescribed to me. If my prescription is lost, 
misplaced, or stolen, I understand it will not be replaced.   
3. I agree to take any controlled substance medications exactly as instructed. I am not allowed to change the 
dose, or number of times per day that I take my medication without first talking to the provider that prescribed the 
medication.  
4. I will not take controlled substance medications written by another provider or specialist unless I have 
notified my current prescribing provider prior to filling the prescription.   
5. I will bring in all of my controlled substance medications in their original pill container to every 
appointment.   
6. I agree to comply with random urine, blood or saliva testing, documenting the compliance with 
my medications as well as confirming nonuse of any illegal/street/recreational drugs in combination with any 
controlled substance medication. Any drug screen that is negative for prescribed medications, positive for non-
prescribed controlled medications, or positive for any illegal/street/recreational drugs, will be considered a 
violation of this contract. Any patient refusing a random drug screen or that does not show for the random drug 
screen within the 24-hour timeframe is an automatic failure, resulting in a violation of this contract.  
7. I will bring in all controlled substance medications in the original pill container for random pill counts within 
24-hours of when requested.   
8. I understand that not all insurance will cover the cost of drug screening and I may be responsible for the full 
balance of the drug screening. It is my responsibility to understand the coverage of drug screening through my 
insurance.    
9. I will be responsible for having a working phone number for which the office will use to contact me about 
random drug screens and pill counts. I understand that it is my responsibility to update the office with any changes 
to my contact information. I understand that once notified by the office, either directly, by voicemail, or by patient 
portal, I will have 24 hours to report. Inability to report within the 24-hour timeframe will result in violation of 
this contract.  
 
10. I understand that driving a motor vehicle may not be allowed while taking controlled substance 
medications and that it is my responsibility to comply with the laws of the state and rules of my employer while 
taking the prescribed medications.   
11. I will be responsible for making and keeping appointments for controlled substance refills. These 
appointments will be at least every 3 months. Some medications may require an appointment every 30 days at 
the discretion of your provider.   
12. Refills of controlled medications:  

a. Will be made only during regular office hours Monday through Friday, in person, during a scheduled 
office visit. Refills will not be made at night, on weekends, or during holidays.   
b. Will not be made if a prescription is lost, misplaced, or stolen. I am responsible for taking the 
medication in the dose prescribed and for keeping track of the amount remaining.   
c. Will not be made as an “emergency”. I will call at least 48 hours ahead if I need assistance with a 
refill.   

13. I understand that I will not receive any controlled substance medications until my provider has been able to 
review my medical records. If I am a new patient, I understand that it is my responsibility to ensure my medical 
records have been obtained from my previous provider.   



14. I understand that it may be necessary that my provider refer me to a specialist at any time while I am receiving 
controlled stance medications. I understand that if my provider refers to me to a specialist and I do not attend such 
an appointment, my medication may be discontinued or may not be refilled beyond a tapering dose to 
completion.   
15. I understand that if I violate any of the above conditions, my prescription for controlled substance 
medications may be terminated immediately. If the violation involves obtaining controlled medications from 
another individual, distributing your prescribed medications to another individual, or the concomitant use of 
illegal drugs, I may also be reported to all my physicians, medical facilities, and the appropriate authorities.   
16. I understand that the main treatment goal is to improve my quality of life. In consideration of this goal, and 
the act that I am being given a potent medication to help me reach my goal, I agree to help myself by the following 
better health habits: exercise, weight control, and avoidance of the use of tobacco and alcohol. I must also 
comply with the treatment plan as prescribed by my physician. I understand that a successful outcome to my 
treatment will only be achieved by following a healthy lifestyle.  
17. I understand that the long-term advantages and disadvantages of chronic controlled medications use have yet 
to be scientifically determined and my treatment may change at any time. I understand, accept, and agree that 
three may be unknown risks associated with the long-term use of controlled substances and that 
my provider will advise me of any advances in this field and will make treatment changes as needed.  
 

By signing below, I have fully read and understand the contract. In addition, I understand the consequences 

of violating this agreement could result in my discharge from the practice.   

 

Patient Name/Legal Representative: ______________________________________________   
Patient/Legal 

Representative Signature: __________________________________________   Date:______________  
Provider Name: ______________________________________________________________  
Provider Signature: _______________________________________________________   Date:______________  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



No Call-No Show/Tardiness Policy  
  

Patient Name: ___________________________________  DOB: ___________  
  
 

1. We understand that there are times when you must miss an appointment due to emergencies or obligations 
to work or family. However, when you do not call to cancel an appointment, you prevent another patient from 
getting much needed treatment in a timely manner. Conversely, the situation may arise where another patient 
failed to cancel, and we are unable to schedule you for a visit due to a seemingly “full” appointment book. If an 
appointment is not cancelled at least 24 hours in advance you will be charged a $25 fee. This fee will not be 
covered by your insurance company and must be paid in full before we allow you to schedule your next 
appointment.   
  
2. After two no-show appointments, the patient will only be able to schedule for same-day appointments. There 
must be availability for that day, no “work-ins” will be tolerated. If there is no availability for that day the patient 
must call back on the next day of their choosing to see if the practice has any availability.  
  
3. After three no-show appointments, a patient will be discharged from the practice.   

  
4. For Scheduled appointments: We understand that delays can happen. However, we must try to stay on 
schedule. If a patient is 15 minutes past their scheduled time, we will have to reschedule your appointment.  
  
  

By signing my name below, I have fully read and understand the policy. In addition, I fully understand the 

consequences of violating this policy and that any violation could result in my discharge from the practice.  

 

Patient Name/Legal Representative: _____________________________________________     

Patient/Legal Representative 

Signature: __________________________________________   Date: ______________  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Authorization For Release of Medical information  
 

Patient Name: ___________________________  Date of Birth: ______________ Last 4 SSN__________  

Address: _______________________________________________Phone______________________  

Above listed patient authorizes the following healthcare facility to make record disclosure:  

Facility Name: __________________________________ Facility Phone: _______________________  

Facility Address: _____________________________      Facility Fax:__________________________  

Dates and type of information to disclose: The purpose of disclosure is:  
x 2 years prior from last date seen  

x Specific Dates: _________________  

x Specific Information:______________________________________  

*Restrictions: Only medical records originated through this healthcare facility will be disclosed unless 

otherwise requested. This authorization is only valid for the medical information dated prior to and 

including the date on this authorization, unless other dates are specified. All records will be faxed unless 

otherwise requested.   
This information may be disclosed and used by the following individual or organization:  
Facility Name: ______________________________     Facility Phone: _______________________  
Facility Address:______________________________      Facility Fax:__________________________  

I understand I may revoke this authorization at any time. I understand that if I revoke this authorization I must do so in 

writing and present my written revocation to the health information management department. I understand that revocation 

will not apply to information that has already been released in response to this authorization. I understand that the revocation 

will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. 

Unless otherwise revoked, this authorization will expire on the following, date, event or condition: __________________, 

if I fail to specify an expiration date, event or condition, this authorization will expire 1 year from the date signed. I 

understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I 

need not sign this form in order to assure treatment. I understand that I may inspect or obtain a copy of this information to 

be used or disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential 

for an unauthorized disclosure and the information may not be protected by federal confidentiality rules. If I have questions 

about disclosure of my health information, I can contact the authorized individual or organization making disclosure. I 

understand the information in my health record may include information relating to sexually transmitted disease, acquired 

immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about 

behavioral or mental health services, and treatment for alcohol and drug abuse.  
Please Note: In some cases, a fee may be charged prior to our release of records. Our office will notify you if payment is 

due before records are released.   
I have read the above forgoing Authorization for Release of Information and do hereby acknowledge that I am 

familiar with and fully understand the terms and conditions of this authorization.   
Patient Name/Legal Representative:_________________________________________  
Patient/Legal Representative Signature: ____________________________________   Date:___________________ 



Patient Financial Consent  
 

I authorize Prime MD to release any medical or other information that may be necessary to process 
medical claims on my behalf to related physicians, rehabilitation counselors, social workers, insurance 
carriers, or attorneys.   
 
I authorize Prime MD to initiate a complaint to the insurance commissioner for any reason on my behalf.   
 
Financial Responsibility/ Assignment of Benefits  
 
I understand that I am responsible for paying my co-payments and deductibles at the time of service. I 
also understand that I am responsible for any balance due after payment by my insurance company.   
 
I understand that Prime MD will bill my insurance company for services rendered upon verification of 
coverage by my insurance company. If my insurance company fails to render payment for services 
rendered, I hereby personally guarantee payment for medical care and services rendered. If my insurance 
company does not remit payment within 60 days that I will be responsible for paying the balance in full 
for that date of service.  
 
I hereby request that my insurance carrier make payment directly to Prime MD for all services rendered 
by this facility. If my current policy prohibits direct payment to Prime MD.  I hereby instruct and direct 
my insurance company to make the check out in my name but send the check to the listed address 
of Prime MD  
 
If my insurance carrier releases a payment to me, I agree to immediately pay over these funds to Prime 
MD. I also authorize Prime MD to deposit checks received on my account when made out to me.   
 
I understand and agree that if I fail to make any of the payments for which I am responsible in a timely 
manner, I will be responsible for all costs of collecting monies owed, including court costs, collection 
agency fees and attorney fees.   
 
Charges related to Worker’s Compensation injury shall be forwarded to the Worker’s Compensation 
insurance carrier. However, be advised if you claim Worker’s Compensation benefits and are 
subsequently denied such benefits, you will be held responsible for the total amount of charges for 
services rendered to you.   
 
I acknowledge that by signing this form authorize Prime MD to submit my charges via mail or internet to 
my insurance carrier. This is a “signature on file” authorization.   
 
The patient recognizes that policy quotes are not a guarantee of payment by carrier. The patient is 
responsible for obtaining actual policy benefits and limitations from the carrier. The patient is also 
responsible if any referrals from primary care physicians or pre-authorizations are needed for any 
specialist, labs or imaging. Patients are responsible to confirm referrals/ pre-authorization with insurance.  
 
All referrals or recommendations from our office have no confirmation of payment or benefits to referring 
providers.   



 
I authorize my healthcare provider and/or entity authorized by my healthcare provider, including those 
using automated dialing systems, automated messages, email, text messaging, or other electronic 
communication to contact me for any reason by any telephone number, email address and/ or mailing 
address provided. I authorize all my numbers that I have provided to the office in my file able to accept 
phone and/or text messages. I authorize stating a detailed message to all phone numbers I have 
given Prime MD 
 
The Patients legal guardian or parent (if patient is under 18 years old) will be responsible for the co-
payment and the deductible at the time of service.  
 
By signing below, I acknowledge that I have read and am consenting to the items discussed above.   

Patient Name/Legal Representative: _____________________________________________  

Patient/Legal 

Representative Signature: __________________________________________   Date: _____________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
REFUSAL OF TREATMENT FORM   

  
 
My provider has recommended that I undergo the following test/ treatment/ procedure: 
______________________________________________________________________________
______  
 
I acknowledge the following:   
 

1. My medical condition has been explained to me by my medical provider.  
2. The reason for and/or the purpose of the recommended test/treatment/procedure has been 
explained to me.  
3. The nature of the recommended test/treatment/procedure have been explained to me.   
4. The risks/benefits of the recommended test/treatment/procedure have been explained to 
me.  
5. The alternatives (including non-treatment) to the recommended test/treatment/procedure 
have been explained to me.   
6. All my questions about the recommended test/treatment/procedure have been answered to 
my satisfaction.  
7. The risks of refusing the recommended test/treatment/procedure have been explained to 
me. They include but are not limited to a potential delay in diagnosis and treatment of health 
conditions.  
8. I also understand there could be risks of refusing the recommended 
test/treatment/procedure that are not yet known.   

  
By signing below, I understand that my refusal to follow my providers advice and undergo 
the recommended test/treatment/procedure could seriously impair my health or even result 
in death. I have chosen to decline the recommended test/treatment/procedure outlines 
above and accept the risks and consequences of my decision. I understand that I 
can change this decision at any time by contacting my providers office and take action to 
cancel this refusal.   
  
Patient Name/Legal Representative: ___________________________________________ 

Patient/Legal Representative Signature:__________________________Date:____________ 

Provider Name: _____________________________________________________________  

Provider Signature:_________________________________________   Date:______________  

 
 
 
 
 
 
 
 



HIPAA POLICY: NOTICE OF PRIVACY PRACTICES   
 This notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review it carefully.  
The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires 
that all medical records and other individually identifiable health information used or disclosed by us in 
any form, whether electronically, on paper, or orally, are kept properly confidential.  This Act gives you, 
the patient, significant new rights to understand and control how your health information is used. We are 
required by law to maintain the privacy of your protected health information and to provide you with notice 
of our legal duties and privacy practices with respect to protected health information. HIPAA provides 
penalties for covered entities that misuse personal health information.   
As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy 
of your health information and how we may use and disclose your health information.   
Treatment means providing, coordinating, or managing health care and related services, by one or more 
health care providers. An example of this would include a physical examination.   
Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or 
collections activities, and utilization review. An example of this would be sending a bill for your visit to 
your insurance company for payment.   
Health care operations include the business aspects of running our practice, such as conducting quality 
assessment and improvement activities, auditing functions, cost-management analysis, and customer 
service. An example would be an internal quality assessment review.   
We may create and distribute de-identified health information by removing all references to individually 
identifiable information.  
We may contact you to provide appointment reminders or information about treatment alternatives or other 
health-related benefits and services that may be of interest to you.   
Any other uses and disclosures will be made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent 
that we have already taken actions relying on your authorization.   
You have the following rights with respect to your protected health information, which you can exercise by 
presenting a written request to the Privacy Officer:   

� The right to request restrictions on certain uses and disclosures of protected health information, 
including those related to disclosure to family members, other relative, close personal friends, or any 
other person identified by you. We are, however, not required to agree to a requested restriction. If we 
do agree to a restriction, we must abide by it unless you agree in writing to remove it.  
� The right to reasonable requests to receive confidential communications of protected health 
information from us by alternative means or at alternative locations.   
� The right to inspect and copy your protected health information. The right to amend your protected 
health information.  
� The right to obtain a paper copy of this notice from us upon request.   

This notice is effective as of April 14, 2003 and we are required to abide by the terms of the Notice of 
Privacy Practices currently in effect. We reserve the right to change the terms of our notice of Privacy 
Practices and to make the new notice provisions effective for all protected health information that we 
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from 
this office.   
You have recourse if you feel that your privacy protections have been violated. You have the right to file 
written complaints with our office, or with the Department of Health & Human Services, Office of Civil 
Rights, about violations of the provisions of this notice or the policies and procedures of our office. We will 
not retaliate against you for filing a complaint.   

 Please contact the following for more information:   
The U.S. Department of Health & Human Services Office of Civil Rights  

200 Independence Avenue, S.W., Washington, D.C. 20201  
(202) 619-0257, Toll Free: 1-877-696-6775  



Acknowledgement That You Have Received Our HIPAA Privacy Notice  
 

  
Patient Name: ___________________________________________  DOB: ___________    
Today’s Date: __________  
 
Prime MD. is required by law to keep your health information and records safe. This information 
may include:   
 

� Notes from your doctor, teacher or other healthcare provider  
� Medical history   
� Test results   
� Treatment notes   
� Insurance information   
 

We are required by law to give you a copy of our privacy notice. This notice tells you how your 
health information may be used and shared.    

 ❒ I acknowledge that I have received a copy of Prime MD’s. HIPAA Notice of Privacy 
Practices that fully explains the uses and disclosures they will make with respect to my 
individually identifiable health information.    
 ❒ I have had the opportunity to read the notice and to have any questions regarding the   
notice answered to my satisfaction.  
 ❒ I understand Prime MD cannot disclose my health information other than as specified in 
the notice.   
 ❒ I understand that Prime MD reserves the right to change the notice. If changes to the policy 
occur, the practice will provide me a revised Notice of Privacy Practices upon request.   

  

Patient Name/Legal Representative: _____________________________________________  

 

Patient/Legal Representative signature:_____________________________________ 

 
---------------------------------------------------------------------------------------------------

For Office Use Only 

______ Patient refused to sign                   
______ Patient declined copy of Notice of Privacy Practices  
______ Patient was unable to sign because of _____________________________  
 
 Printed Name of Staff: _______________________________________________________  

Signature of Staff: ___________________________________    Date:___________ 

 
 


