OLINIC

609 East Worthey Street, Gonzales, LA 70737 Ph:225-647-6533 Fax:225-644-7533
PATIENT INFORMATION {Please Prnt)

E] Pr. EI mr. [ mrs. D Ms. D Jr. D Sr. D Other

Palient’s Name (Last) {First) {MIy

Alsc Known As Name (Last) {First)

Date of Birth / / Hremale [mate Social Security Number - -
Phone Numbers Home Cell Woark

 Mailing Address__
City, State, ZIP (+4)
Physical Address (if different from mailing)
Marital Status [ Married H singte [ pivorced [ widowed [ Legally Separated O other
Race L] American Indian/Alaska Native [ ] Asian ] Native Hawaiian or other Pacific Istand [ Black/Afican American | White/Caucasian

Ethnicity E] Hispanic or Latino D Mot Hispanic or Latino Preferred Language:
Emplayment Status El Employed D Full-Time Student EI Part-Time Student D Retired D Self-Employed El Unemployed
Employer Occupation

E-Mail Address {used for online surveys oniyy
Emergency Contact Name Phaone Mumber

Emergency Contact Relationship to Patient [ mother 1 Father [ Other:
List the names of your child’s Parents/Guardians below

Name: Rel Name: Rel:
Name: Rel: Name: i Rel:
RESPONSIBLE PARTY INFORMATION ***Statements will be addressed to the Responsible Party™*

Responsible Party Name (Last) {First}) {di)
Also Known As Name (Last} {First)

Date of Birth I/ i E Female D Male Social Security Number - -
Phone Numbers Home Cell Work,

Address

City, State, ZiP (+4)

Employment Status | Employed L FurTime student L1 PartTime Student [ Retieds [ Self-Employed [ Unemployed

Emplover Employer Phone Mumber,
Patient Relationship to Responsible Party:

PRIMARY INSURAMCE INFORMATION {provide your Insurance card to the front desk at checkdny
Name of Subscriber Patient Relationship to Subscriber
Date of Birth ! / Secial Security Number - -
Phone Numbers Home Cell Work,
Address: City/State/Zip:
Insurance Plan Name;
SECONDARY INSURANCE INFORMATION {provide your insurance card to the front desk at check-in}
Name of Subscriber, Patient Relationship tc Subscriber
Date of Birth f / Social Security Number - -
Phone Numbers Home Celf Work
Address; City/State/Zip:
insurance Plan Name:
ASSIGNMENT & RELEASE
I, the undersigned, have insurance coverage with and assign directly to

P.5.0.C. Caro Clinic all medical benefits, if any, otherwise payable to me for services rendered. I understand that [ am financially responsible for all charges whether or
not paid by insurance. | hereby understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. [
authorize the use of this signature on all my insurance submissions.

Signature of Patient, Parent, Guardian, or Personal Representative Date Please Print Patient, Parent, Guardian, or Personal Representative Date



Bank Fees, Service Charges, Collection Agency and/or Attorney Fees

A $25.00 fee will be assessed for each returned check or any account balance that is past due. | understand that |
am financially responsible for all related bank or service charges. | also understand that if my past due balance is
sent to a collection agency for non-payment, | will be responsible for any collection and/or attorney fees.

Signature of Patient, Parent, Guardian, or Personal Representative Date Please Print Patient, Parent, Guardian, or Personal Representative

Release of Medical Records

|, the undersigned, authorize the release of information, including financial information, confidential health information and
medical records regarding services rendered during this episode of care or any related services to my insurance carrier(s),
managed care plan or other payor, and/or independent contractor physicians such as anesthesiologist and/or pathologist. |
understand that my records may contain information regarding the diagnosis or treatment of HIV (AIDS virus), other sexually
transmitted diseases, substance abuse, mental illness or psychiatric treatment. | give specific authorization for these records to
be released and thereby release P.S.0.C. Caro Clinic and their staff from all legal responsibility that may arise from the act

hereby authorized.

Signature of Patient, Parent, Guardian, or Personal Representative Date Please Print Patient, Parent, Guardian, or Personal Representative

| the undersigned authorize P.S.0.C. Caro Clinic to speak with the listed persons regarding my medical care. | understand
that with my signature | am authorizing the release of written or oral communication by P.S.0.C. Caro Clinic to the
listed persons and thereby release P.S.0.C. Caro Clinic and their staff from all legal responsibility that may arise
from the act hereby authorized.

AUTHORIZED PERSON DATE OF BIRTH RELATIONSHIP PHONE NUMBER

Signature of Patient, Parent, Guardian, or Personal Representative Date Please Print Patient, Parent, Guardian, or Personal Representative



—tm e

Patient Health History
Patient Namea: .
Birth Dates Age: i BPatar '
Referring Provider: Primary Cara Pravider:

Please list current or previous medical condifions, a

¢ _ . ] 1 aat tetan. (Examples Highr Bloed Pressurs,
Heart Aitack, Stroke, Diabstes, Cancer, Xhyrold problems, Depression, Arifuitis, Blood Clots, efc): .
1. ) ) - ' ) 8. ] ' ]
2. 7. |
3. i 8, -
A ) 9.
5, T - 10.

) i Fred

Surgeon

——

i ‘ all overthe counter me 1d | ‘emedies).
FEDICATION i #

| MEDICATION

Physigian _

 Allergy (pleaselis)

V a:::i . Ara ya !gig; o gTF of ifie followings
X-ray Conast Latex/ Rubber
Band-Aids/ Taps Befadine (fodie soap)
Date updated: ~_Imitial: Bate updated: Initial:
Dats updated: _ Inifial: Bate updated: Initial:
Date updated: Tnitial:

BDate updated: Initial:
i -]



Are youable fo fake eare of yourseli? DYE{I\I [fno, name of caregiver .
anou havE asssted Va7 LY LAN | liyes;af| | home or | |Tetisbmenfeenter =~ =~ " "7
" F__]Y E}N lhavean Advanse lireci ie.D ‘?(Ifyes,pl ab our next ' |

P!easa markievelc“hxgheste uea ncamp ed

i1 Elementary 1 High Schooll GED 1 College 1 Gaduate/ Posi Grad 1 other
Preferted method of leaming ) ' '
| [ | Demonstration L] Wiltten words FiVisual [} Other( )

| Ploase st any harrlers fo leaming: -

orlcmg‘? Eyes, hst 3ob ’aﬂe‘ I . * Leniyifi at jobs

E]
FlFufime - - [ 1Paims [HesfDay -  fHEWesk.m —— " " -
L] Retired When From What posifon
I_|Medical leave When ) _ - )
"| 1 Disability What % When | Reason for disabiliy
L Unemployed When Reason for unemploymient:
Do you have any vocational concems? Please list

ey

| Ts your 'pam the resuh, o;_ one of the following

"f YD '\I L

1} Vehicle Accldenf i 1 On the job injury

DD yau dm]L caffeiie? How many beverages a day?
CIYLIN  Dayouusetobaccoinany form? How many packb aday: Cans a weeks #Vears:
[ 1YElN  Areyouaiomeriobsccouser? When quits” Age st that time:
L1YLLN Doyouussalcohol? How manybeveragefaday?
) 1YLl N  Doyouhaveshistory of falcoholism? When did yorwquit:
T IYEl N . Doyouhavea history of strest dmg ox p“ascnp*mn drugabuse? When did L you quit:
1Yl N Isthere any subsiance abuse I in your household? If ves lisi:

Ave yonusing or have yon used in the past vear anly strest drugs? Ifyes check belaw:
[ 1 Heroin DCccama El Am h Other:

"1 VL1 N Any significant life changes in

1 Y11 N Have you ever heen hospitalized for a psychiafric condifion (suicidal, depression, anxiety, efc)?
Where: Date{s}:

] Y L1 NHave youeverseena: I | psychiafist i 1psychologist | leounselor
Namss Reason:

How do you feel emotionally righinow?

[ 1 Andous -| |Fearful I IHopeless | [ Angry 1 Guitiy il Peacefil [ IHopefil [ [Sad
Dlease check the number below thatdeseribes your level of DEPRESSION: ”
No depression: [ 1 N 0O El ] D D || Unbearable depression
0 1 2 3 4 g 7 m
Pleass check the number belovs that deseribes your level of yourANXIE'Y )
| Noanxisty: L1 1 0 O b O D D D D I | Bxiveme anxiety
0 1 2 3 4 5 . 10

1 Do you have any financial, social, culfural, religions concems that might i lmpam frea‘ment? P es. | INo
If yes, pleass explain:

Patient Name: Birthdats:

9641851
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o NOTICE OF PRIVACY PRACTICES
LiINT

< Pelican State Qutpatient Center — Caro Clinic, LLC — HIPAA PATIENT CONSENT FORM

The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal health care
information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care
providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment,
payment, or health care operations.

As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to
secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is appropriate
and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information
and information about treatment, payment or health care operations, in order to provide health care that is in your best interest.

- We also want you to know that we support your full access to_your personal medical records. We may have indirect treatment
relationships with you (such as laboratories thai only interact with physicians and not patients), and may have to disclose
protected health information for purpose of treatment, payment, or health care operations. These entities are most often not
required to obtain patient consent.

You may refuse to consent to the use or disclosure of your protected health information, but this must be in writing. Under this
law, we have the right to refuse to treat you should you choose to refuse to disclose your Protected Health Information (PHI). If
you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI. You may not
revoke actions that have already been taken which relied on this or a previously signed consent. In order to release any
psychotherapy notes separate from this office’s health record, any information the office might use for marketing, or any sale of
your information, your consent must be explicitly obtained prior to any of these actions taking place.

If you wish to keep private the results of a test or procedure for which you have paid in full out of pocket, you may request to do
so in writing spelling out what information should be restricted and from what insurance company. By doing this, you will ensure
that the only people who have knowledge of this information are yourself and the treating physician. It will never be included in
the release of your PHI unless you request in writing to do so. Also, as a patient, you have the right to request specific
amendments to your PHI by completing an Amendment to PHI Request Form. For more information, please contact the HIPAA
Privacy Officer.

If you have any objections to this form, please ask to speak with our HIPAA Privacy Officer. You have the right to review our
privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice.

COMPLIANCE ASSURANCE NOTIFICATIONS FOR QUR PATIENTS

To our valued patients:

The misuse of Protected Health Information (PHI) has been identified as a national problem. We want you to know that all of our
entire staff continually undergoes training so that we may understand and comply with government rules and regulations
regarding the Health Insurance Portability and Accountability Act (HIPAA) with particular emphasis on the Privacy Rule. We
strive to achieve the very highest standards of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate use of PHI in accordance with government rules, laws, and regulations. We
want o ensure that our practice does not contribute to the growing problem of improper disclosure of PHI. As part of this plan,

we have conducted a risk assessment and implemented a Compliance Program that we believe will help us prevent any
inappropriate use of PHI.

Mistakes are sometimes made, so it is our policy fo listen to our employees and our patients without any thought of penalization
if they feel an event in any way compromises our policy of integrity. Questions, complaints and suggestions regarding our HIPAA
policies and procedures should be directed to our HIPAA Privacy Officer. Ask any clinic employee for the name and contact
information of our HIPAA Privacy Officer.

If a mistake leads to a breach of your PHI, this office will notify you in writing and carry out the respective steps necessary to
mitigate the breach.

If you would like an electronic copy of this consent form, please leave your email with the front desk and one will be sent to you.
THANK YOU FOR SUPPORTING OUR CLINIC AND OUR COMMUNITY

Signed: Date:

Printed Patient Name/Legal Guardian







