Patient Registration Form Date of Appointment:

Patient Information '
Patient's First Name Middle Name Last Name (as it appears on insurance card or ID)
Sex Marital Status Date of Birth (Age) Social Security Number
Patient's Address City State Zip
Home Phone Mobile Phane Email Address
Referred by Primary Care Physician Primary Care Physician Phone
Pharmacy Pharmacy Phone |Pharmacy
. Address , ,
Patient Employer/School Information
Employer/School Occupation Employer/School Phone
_ Employer/Schoot City State Zip
Address
Emergency Contact Information
Emergency Contact Name Emergency Contact Phone Relation to Patient
/
Billing and Insurance
Primary Health Insurance
nsurance Company . Flan
Plan Number Group Number 1 d's Employer/Schoo}
Insured's Name {as it appears on insurance card or ID) Relation to Patient insured's Phone Number
insured’s Address . |City State Zip
nsured’s Social Sacurity Number Insured’s Birthdate
Secondary Health Insurance
insurance Company Plan
Plan Number Group Number Insured’s Employer/Schaot nsured's Social Security Number
Insured’s Name (as it appears on insurance card or D} Relatlon to Patient fnsured’s Phona Number
Responsible Party
Billing Name (if other than patient) iPhone {Relation to Patient
Address City State Zip
Assignment and Release
| certify that 1, and/or my d dent(s), have ge with the above-named insurance company{les) and assign directly to Dr. Willlam Boulware or Dr. Robert Boulware all insurance
benefits, If any, otherwise payable to me for servi dered. 1 d that | am fi 1l ponsible for all hether or not pald by insurance. | authorize the use of my signature on

all insurance submissions. .

The abave-named physician may use my health care information and may disclose such information to the above-named insurance companylles) and their agents for the purpose of obtaining
payment of services and determining insurance benefits or the benefits payabie for related services. This consent will end when my current treatment plan Is completed or one year from the date
signed below.

Signature of Patient or Authorized Guardian Date



yi‘, ~ Boulware
°w°¢,gb Medical
% Clinic, L.L.C. Board Certified Internal Medicine

William T. Boulware, M.D.
Robert |. Boulware, M.D.

Patient Request for Email Communications

Patient Full Name:

Date of Birth:

Phone Number:

Email Address:

7

Communications over the Internet and / or using the email system may not be encrypted and may not be
secure. There is no assurance of confidentiality when communicating via email. To request that this
provider/program communicate with you via email you must complete this form and return it to your health
care provider’s office.

Please be advised that:

* This request applies only to the healthcare provider or program that you indicate below.

If you would like to request to communicate via email with another health care provider or program,
you must complete a separate request for that office.

* Boulware Medical Clinic will not communicate health information that is specially protected under state and
federal law (e.g., HIV/AIDS, substance abuse, mental health information) via email.

* You must provide your email address when registering for your visit with your provider
* It is recommended that you send a test email before corresponding via email.

" I understand and agree to the following:
« I certify the email address provided on this request is accurate, and that [ accept full responsibility for
messages sent to or from this address.
« [ have received a copy of the IMPORTANT INFORMATION ABOUT PATIENT EMAIL form, and I have
read and understand it.
* I understand and acknowledge that communications over the Internet and/or using the email system may not
be encrypted and may not be secure; that there is no assurance of confidentiality of information when
communicated via email.
* I understand that all email communications may be forwarded to other providers for purposes of providing
freatment to me.
* I agree to hold Boulware Medical Clinic and individuals associated with it harmless from any and all claims
and liabilities arising from or related to this request to communicate via email.

Signature of patient : Date
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Signature __
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BOULWARE MEDICAL CNic -
HIPAKINFORMATION AND CONSENT FORM .
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" =l give permission

to Boulware Medical Clinjc to commuinication with me via the US Mail regarding
test results. .

— I request co‘mniuhicaﬂons regarding to test fesults not be malled to me,

- Printed Name and date of hirth

Signature o |

Date:




