Caswell Family Medical Center, Inc.

PATIENT REGISTRATION FORM
(Updated 08/21/2017)

Patient Information:

dDr. dMiss OMr. dMrs. OMs. Q4sSir

Name: (Last) (First) (M1) (Previous)
Address: City: ST: Zip:
Phone (Home): - - (Cell): - - (Work): - -

Which of the following providers would you like to see?

Primary Care Providers (PCP):

UDr. Denise Hunter (Internal Medicine — Adults over 18 only)
UDr. Margaret Martin (Pediatrics — Children under 18 only)
UMeredith Harris, FNP (Family Medicine — Any age)

UDr. Stephen Kikel (Family Medicine — Any age)
WJenny Baucom, PA-C (Family Medicine — Any age)
UKristen Price, FNP (Family Medicine — Any age)

Psychiatry Providers:
WConnie Robinette, Psych NP (Any age)

Other:
OURGENT CARE

If your Primary Care Provider (PCP) is not CFMC, please complete the following:

PCP Name: Practice Name:

PCP Phone Number: ( ) -

Social Security Number: - - Date of Birth: / /

Gender: QFemale dMale QTransgender M QTransgender F

Sexual Orientation: ULesbhian/Gay UStraight UBisexual WSomething Else UDon’'t Know UNot disclosed

Marital Status: QMarried dSingle WDivorced UWidowed UlLegally Separated UPartner

Employment Status: QFull Time  OPart Time UONot Employed QOSelf Employed URetired QActive Military

Employer Name (if applicable):

Student Status: QFull Time WPart Time  WNot a student

Race: WAmerican Indian/Alaska Native  QAsian  QNative Hawaiian/Pacific Islander ~ QBlack/African American
Uwhite Other UDeclined

Ethnicity: OHispanic/Latino  ONot Hispanic/Latino  QDeclined

Language: UEnglish  USpanish  Qindian WJapanese WUChinese WKorean UWOther:

Email Address:

What pharmacy do you use?

Housing Status: OHomeless UDoubling Up  OPrivate Residence  0Group Home  UNursing Home

Are you disabled? UYes UNo Are you a veteran? UYes UNo

Do you have an Advanced Directive (living will, DNR, etc.)? QYes UNo




Emergency Contact:

Name: (Last) (First) Phone: - -

Emergency Contact Relationship to Patient:

Address: City: ST: Zip:

Phone (Home): - - (Cell): - - (Work): - -

Caregiver’s Information (if applicable):

Name: (Last) (First) Phone: - -

Caregiver’s relationship: ULegal Guardian QPower of Attorney  QOther

CERTIFICATION:

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Patient (or Guardian) Signature: Date: / /

NOTICE OF AUTHORIZATIONS & ASSIGNMENT OF BENEFITS

Assignment of Insurance Benefits: | HEREBY AUTHORIZE DIRECT PAYMENT OF INSURANCE BENEFITS TO CASWELL
FAMILY MEDICAL CENTER or the physician individually for services rendered to my dependents, or me, by the physician or those
under his/her supervision. | understand that it is my responsibility to know my insurance benefits and whether or not the services | am
to receive are a covered benefit. | understand and agree that | will be responsible for any co-pay or balance due that Caswell Family
Medical Center is unable to collect from my insurance carrier, for whatever reason.

Authorization to release non-public information: | certify that | have read and been offered a copy of the Caswell Family Medical
Center “HIPAA Notice of Privacy Practices”, as well as receipt of Caswell Family Medical Center’s Office Practices and Patient Rights &
Responsibilities. | hereby authorize Caswell Family Medical Center and/or the physician individually to release any of my or my
dependent’s medical or incidental nonpublic personal information that may be necessary for medical evaluation, treatment,
consultation, or the processing of insurance benefits. Caswell Family Medical Center reserves the right to revise its Notice of Policy
Practices, Office Practices and Patient Rights and Responsibilities at any time. A copy of such revisions will be available upon request.

Medicare/Medicaid Information: | certify that the information given by me in applying for payment under these programs is correct. |
authorize the release of any of my or my dependent’s records that these programs may request. | hereby direct that payment of my or
my dependent’s authorized benefits may be made directly to Caswell Family Medical Center or they physician on my behalf.

Lab Testing: | understand that | may receive a separate bill if my medical care includes lab services. | further understand that | am
financially responsible for any co-pay or balances due for these services if they are not reimbursed by my insurance for whatever
reason.

Prescriptions: | acknowledge that my treating physician/medical provider may obtain a prescription history if it is deemed necessary.

Consent to Treatment: | hereby consent to evaluation, testing and treatment as directed by my Caswell Family Medical Center
physician or those under his/her supervision.

My signature below certifies that | have read and agree to all of the information stated above.

Patient (or Guardian) Signature: Date: / /

Do you wish to enroll for access to your medical records via CFMC's patient portal? UYes UNo
*Note: When we enroll you, you will receive an email at the address you gave us on the first page of this form. You are strongly
encouraged to use an email address that only you have access to.




Caswell Family Medical Center, Inc.

PATIENT MEDICAL HISTORY INFORMATION

Patient Name: DateofBirth /[

Please list all allergies, including medicines, foods, environmental and betadine:

Date Form Completed: /

Do you have, or have you had, any of the following health conditions? (Please check all that apply)

UDiabetes (Sugar) UHay Fever UOther (Please Describe):

UHigh Blood Pressure dPneumonia

WAsthma/Emphysema UBroken Bones

UHeart Attack UPhlebitis

UHeart Disease QSkin Disease

UStroke UGout

WTuberculosis URheumatic fever

UCancer UGerman Measles

USeizures UChicken Pox

dGlaucoma UHepatitis

UKidney Disease UPeptic Ulcer

UKidney Stones WVaginal Infection

UArthritis USexually Transmitted Disease (STD)

UOsteoporosis UAnemia

UMental lliness UHigh Cholesterol

UAlcoholism UBlood Transfusion

Please check the box for any family members listed that have had any of the following health problems.

Father Mother Grandfather Grandmother Brother Sister

Diabetes (Sugar) Q Q Q Q a a
High Blood Pressure ] ] ] ] a a
Asthma/Emphysema ] ] ] ] a a
Heart Attack a a a a a a
Heart Disease a a a a a a
High Cholesterol ] ] ] ] a a
Stroke ] ] ] ] a a
Tuberculosis a ] ] ] a a
Cancer a a a a a a
Seizures a a a a a a
Glaucoma ] ] ] ] a a
Kidney Disease ] ] ] ] a a
Kidney Stones ] ] ] ] a a
Arthritis a a a a a a
Osteoporosis Q Q Q Q a a
Mental lliness ] ] ] ] a a
Alcoholism ] ] ] ] a a
Other: ] ] a a a a

Continue on next page...




Have you had any of the following surgeries? (Please check all that apply)

UTonsils/Throat UThyroid UEar UEye UStomach
QGall bladder QAppendix dColon dKidney UHernia
UBone UProstate UCircumcision UVasectomy UHeart
ULung UBreast UHysterectomy UC-Section UOvaries
UTubal Ligation UOther:

Social History (Please check all that apply):

UAlcohol Use (any type) UTobacco use (any type) U"Street” Drug Use (any type)

Female Patients Only:

What year was your last delivery? Period/Menstrual Cycle: QRegular  Qlrregular

First day of last period (date): / /

Total # Pregnancies: Total # Live Births: Total # Miscarriages/stillbirths: Total # abortions:

Please list all current medications, including birth control and over the counter medications:

Do you have any of the following symptoms or conditions? (Please check all that apply)

General Symptoms:
Eyes:
Ears, Nose & Throat:

Cardiovascular:

Respiratory:

Gastrointestinal:

Genitourinary:
Musculoskeletal:
Integumentary:

Neurological:

Psychiatric:

Endocrine:

QFatigue
UDischarge
UEar Pain

UChest pain at rest

UShortness of breath while lying down

QPalpitations
WCoughing

ONausea
dBlood in Stool

QAPainful Urination
dBack Pain
QSkin rashes

UBlackouts
USeizure Activity

QAnxiety

UExcessive Thirst

Hematologic/Lymphatic: QAbnormal Bleeding

UFever/Chills
WBurning/ltching

dSinusitis

UHeadaches
UEye Pain

UNasal Discharge

ULoss of Appetite
ULoss/Blurred Vision

QSore Throat

UChest pain during strenuous activities

UWheezing

UVomiting
dAbdominal Pain

WFrequency Urinating
UNeck Pain
UChanges in moles

UTingling

QDepression
UChange in Weight

dAnemia

WSwelling of ankles

UShortness of Breath

QDiarrhea
OHeartburn

dBlood in Urine

QJoint Pains

QParesthesia/Numbness

dMoodiness

USnoring

UWConstipation

OMuscle Pain

OLocal weakness



Caswell Family Medical Center, Inc.

DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name: DateofBirth /[

HIPAA (The Health Insurance Portability and Accountability Act) gives you the right to request that we communicate financial and/or
medical information to you in confidence by a particular method. In order to protect the privacy and confidentiality of your information,
please complete the following. This form will tell us how you wish to be contacted and with whom we may discuss your healthcare,
insurance and billing questions.

CFMC may contact me at the following phone numbers:

Home: ( ) - Cell: ( ) - Work: ( ) -

CFMC has my permission to leave a fully detailed message at: dHome UCell OWork

CFMC has my permission to leave a ‘minimum necessary’ message at: dHome QOCell QOWork

This authorization permits the disclosure of protected health information that includes, but is not limited to, test results, diagnosis,
treatment and billing information. This information includes mental illness or developmental disability, psychotherapy notes, HIV/AIDS
testing or treatment (including information regarding test order, performance, or results, regardless if the results were positive or
negative), sexually transmitted disease, substance abuse, abused of an adult with a disability, sexual assault, child abuse or neglect,
genetic testing.

| hereby authorize that the protected health information regarding the above-named person may be discussed with me or the following
person(s):

Name Relationship

Name Relationship

CFMC will continue to communicate with you according to your above response(s) until you change your
preferences. We will continue to leave appointment confirmations on your primary phone number. You can
make a change by completing a new form. By signing below, you grant permission to the communication
outlined above.

Patient Signature Date

Signature of Parent/Legal Gaurdian/Personal Relationship to the Patient
Representative (Required if patient is not legally
Authorized to sign this form).



Caswell Family Medical Center, Inc.
SLIDING FEE APPLICATION

Please note: Only complete this form if you are in need of financial assistance to help cover your out of
pocket health care costs. If this does not apply to you, please skip this form.

Name: (Last) (First) (M) (Previous)

Date of Birth: / / Total Number in Household (including self):

Please complete the following information for the other members of your household:

Name | Date of Birth Also a CFMC Patient?
1 / / dYes dNo
2 / / OdYes dNo
3 / / dYes dNo
4 / / OdYes dNo
5 / / dYes dNo
6 / / dYes UdNo

Please complete the following based on income for everyone listed above:

Income Source Monthly Income Source Monthly
Amount Amount
Salary Unemployment
$ $
Social Security Pension/Retirement
$ $
Rental Income/Dividends Interest
$ $
Spousal Support Child Support
$ $
Foster Care Disability
$ $
Other: $ Other: $
Total Monthly Income from All Sources: $

Please attach proof/verification for each of the income sources indicated above.

Signature: | hereby certify that the above information concerning my income is true and complete and that | have no income
other than that listed above. | promise to notify CFMC at once if there is a change in my income, family size, mailing address, or
telephone number.

/ /

Patient Signature Date
For office use only:
| have reviewed the application and determined that the patient:
U is not eligible for sliding fee scale.
U is eligible and has been assigned to: 4 Slide A 4 Slide D

U Slide B U Slide E

U Slide C
Staff Signature: Date: / /
Verification: CFO CEO






