BENEVOLENCE HEALTH CENTERS

Caring for the Qualify Health Needs of aur Community
| Patient Registra:cﬂi.o;l M S i e :
First Name: Last Name: MI: Date of Birth:
Address: City: State: Zip:
Home Phone #: Work Phone #: Cell Phone #:

Other Name(s) Used: E-mail Address:

Gender: SSN: Preferred Language: Driver's License #:

[ Female

I Male

0 Transgender

(Other:

UWillnotdisclose | | S—

Marital Status: Preferred Contact: Ethnicity: Race:
[(Married Mail Eiffispanie)liafine I:EAm(.arlcanlIndlan or Alaskan
CSingle OHome [Non-Hispanic [ONative Asian
EDivorced DCEH Phone DBlaCk or Afl’icarl American
(Separated sl [INative Hawaiian/Other Pacific Islander
OWidowed OWhite
[iLife Partner DOther

Previous Primary Care Provider:

Previous Primary Care Provider #:

Responsible Party (Guarantor/Parent if Patientisaminor)

MI

First Name Last Name
Address City State Zip
Please check Primary Home Phone Work Phone Cell Phone
Phone
SSN Relationship to Patient Preferred Language | Driver’s License
- Emergency Contact (for minor child, this section may be used for otherparent)
First Name Last Name MI Date of Birth
Address City State Zip
Home Phone #: Work Phone Cell Phone Preferred # to call:
Insurance Information e aaEe B
1. Primary Insurance: Subscriber ID #: Group #:
Responsible Person: Relationship to patient:
2. Secondary Insurance: Subscriber 1D #: Group #:
' Responsible Person: Relationship to patient:

Advanced Directive:

Do you have an Advanéed D:rect1ve7 (Clrcle one]
YES / NO if YES please provide a copy

Would you like information regéfding Advanced
Directives? YES / NO

Daté of Birth
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Caring for the Q@ualty Heallh Needs of our Community
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Informatio

Preferred Phé?&acy

Secondary Pharmacy

Name

Name

Address

Address

Phone

Phone

Fax

Fax

| Advanced Directive

__OYes (we need a copy)

O Information Given 0 Refused )

Do you féquire 'Interprfetive Services?
What language?

YES / NO
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CONSENT FOR TREATMENT:

| (print name of patient) do hereby consent to and authorize the
performance of all medical and/or dental testing, treatments, and/or surgeries, deemed advisable by the physicians
and/or staff of the Benevolence Health Centers (BHC) to me or to the above-named minor of whom I am the parent
or legal guardian. [ hereby certify that, to the best of my knowledge, all statements contained hereon are true. I
understand that [ am directly responsible for all charges incurred for medical and/or dental services for myself and
my dependents regardless of insurance coverage, excluding only authorized services provided under a valid
prepaid HMO contract. | furthermore agree to pay legal interest, collection expenses, and attorneys’ fees incurred to
collect any amount [ may owe. [ also hereby authorize Benevolence Health Centers (BHC) to release information

~ requested by insurance company and/or its representatives. I fully understand thisagreement and consent will ™

continue until cancelled by me in writing.

Signature of Patient/Responsible Party/Parent of Minor:

Printed Name of Patient/Responsible Party:

Relationship to Patient:

Date Signed:

ASSIGNMENT OF BENEFITS:

[ (print name of patient) hereby assign all medical, dental and/or surgical
benefits to include major medical and/or dental benefits to which [ am entitled, private insurance, and any other
health plan to the physician and/or facility on record. I understand that my dental insurance carrier may pay less
than the actual dental bill of services; [ agree to be responsible for payment of all services rendered in my behalf or
my dependents. A photocopy of this assignment is to be considered as valid as the original. [ understand that [ am
financially responsible for ALL charges whether or not paid by my insurance. I hereby authorize said assignee
and/or Benevolence Health Centers (BHC) to release all information necessary to secure payment.

Signature of Patient/Responsible Party/Parent of Minor:

Printed Name of Patient/Responsible Party:

Relationship to Patient:

Date Signed:
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BENEVOLENCE HEALTH CENTERS

Caring for the Quality Heqith Needs of our Community

HIPPA Privacy Rule of Patient Authorization Agreement

Authorization for the Disclosure of Protected Health Information for Treatment, Payment, and Healthcare Operations
(164.508(a))

I (print patients name) understand that as part of my health, Benevolence Health Centers
originates and maintains health record describing my health history, symptoms, examination, test results, diagnosis,
treatment, and any plans for future care of treatment.
lunderstand that this information serves as:
e  Abasis for planning my care and treatment
e A means of communication among the health professionals who may contribute to my health care.
e A secure means of applying my diagnosis and surgical information to my bill.
e A means by which a third-party payer can verify that services billed were actually provided.
e Atool for routine health care operations such as assessing the quality and reviewing the competence of healthcare
professionals.
~Tmay requesta copy of the Notice of Privacy Practices that provides a more complete description of the information uses
and disclosures.

I understand that as part of my care and treatment, it may be necessary to provide my Protected Health Information to
another covered entity. I have the right to review Benevolence Health Centers notice prior to signing this authorization. I
authorize the disclosure of my Protected Health information as specified below for the purposes and to the parties
designated by me.

Privacy Rule of Patient Consent Agreement

Consent to the Use and Disclosure of Protected Health Information for Treatment, Payment, or Healthcare Operations
(164.506 (a))

I understand that:

¢ [ have the right to review Benevolence Health Centers Notice of Information practices prior to signing this consent

s Benevolence Health Center reserve the right to change the notice and practices and that prior to implementation
will mail copy of any revised notices to the address I have provided, if I have requested.

e [ have the right to object to the use of my Protected Health Information for directory purpose

s Thave the right to request restrictions as to how my Protected Health Information may be used or disclosed to carry
out treatment, payment, or healthcare operations and that Benevolence Health Centers is not required by law to
agree to the restrictions requested.

e [ may revoke this consent in writing at any time, except to the extent that Benevolence Health Centers has already
taken action in reliance thereon.

Signature of Patient or Legal Representative Witness:

Printed Name of Patient or Legal Representative Witness:

Date: / /
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- Dental History and Information:

Are you interested in any offollowmg déhtal appomtment [ ] Examination ) [ ]-Emer'gency [ ] Consﬁlt

Are you happy with the appearance of your teeth? Yes | No
Do you get dental examinations on routine base? Yes | No
Last dental exam date: / /

Name & phone number of the previous dentist (optional):

Do you think you have an active decay or gum dlsease Yes | No
Do you brush and floss frequently? Discuss Yes | No
Do your gums ever bleed? Yes | No
Do you have clicking, popping or discomfort in the jaw joint? Yes | No
Do you grind your teeth? Yes | No
“"ave your past experience in dental office always been positive? Yes | No
Do you want to talk to the dentist privately? Yes | No
Are you under a Physician’s care? Yes | No
Name of your Physician:

Phone #:

What are you being treated for:

[ Patients Acknowledgement of Receipt of Dental Materials Sheet

I, (print patient name), acknowledge that [ was provided witha
copy of the Dental Materials Fact Sheet on written date below.

Patient printed name:

Patient Signature:

Or

Legal Guardian/Parent of minor printed name:

.egal Guardia/Parent Signature:

Date: / /
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“Medications - List all medications you take, prescription and non-prescription, and thedosage =~~~

0 1do not take any medications

Medication Name

Dosage

- Allergies to Medication and/or Food - List all k’nown allergies (drugs/medications, food, animals, etc) =~

0 No Known Allergies

“Medical History - Check if you have ever experienced the following conditions, and year of onset. e

Year

Condition Year Condition
(INone [ Gallbladder Disease
UAllergies: O GERD (Reflux)
CAnemia CHepatitis C
UAnxiety OHigh Cholestero]
OArthritis 0 High Blood Pressure
OAsthma OLiver Disease
[OBlood Clots OMigraine Headaches
CCancer OMyocardial Infarction (Heart Attack)
Type of Cancer: [ Osteoarthritis
OCoronary Artery Disease OOsteoporosis
[Depression _Peptic Ulcer Disease|
ODiabetes Type: CRenal Disease
USeizure Disorder|
COther: OThyroid Disease)
COther: OHIV/Human Immunodeficiency Virus
OAIDS/Acquired Immune Deficiency,
Disease Disorder|
“Surgical History — Check if you have received the following procedures, and year performed.
Please list all Surgeries you have had: Year
“Health Maintenance — Check if you have received the following, and date of most recentexam.
Exam Date Exam Date

[ Physical Exam

[0 Tuberculosis Test

OGynecological Exam

OPulmonary Function Test

OPap smear 0 Lipid (cholesterol) Panel
COMammogram (] Tetanus Vaccing
CODEXA Scan OInfluenza Vaccine
(0 Colon Cancer Screen ] Pneumococcal Vaccing
(0 Eye Exam (Depression Screen
OFoot Exam OSexually Transmitted Disease Screen
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Caring for the Quality Health Needs of cur Community

| Family History - If any fam;ly member(s) has h

ad any of the following conditions, please checkbox: =

OAdopted (unknown family history)

Disease: Mother:

Father: Other (list who):

0 Asthma

O Heart Disease

O Cancer (please list):

O Stroke

[0 Mental Illness

[ Diabetes

[ High Blood Pressure

O Other (please list)

"Social History:

Occupation:

Sexual Orientation:
OHeterosexual [Homosexual [Bisexual O Don't Know
[J Other: O Will Not Disclose

Veteran: [OYes [ONo
Migrant: OYes [No

Homeless: OYes 0ONo
Public Housing: CYes [ONo

Do you have children?  Yes No | How many? # of Females: # of Males:
Tobacco Use ODaily OWeekly OLess [Chewing OPipe
ONo CFormer/Year quit: OCigar OCigarettes
OSmokeless
Alcohol Use CDaily OWeekly OLess OBeer OWine
ONo CFormer/Year quit: OLiquor OOther:
Caffeine Use CDaily OWeekly OLess CChocolate OCoffee
ONo Former/Year quit: OSoda [0Tea
CTablets O0ther:
PediatricsOnly;s s e eae e e e e e
Patient Reside Primary OMother CFather CIBoth Parents OOther:
with: Secondary OMother OFather OOther:

Mother’s Occupation

Father's Occupation

Parents Relationship Childcare
OMarried OSingle OMother [Sibling
ODivorced OSeparated [Father ONanny
OWidowed [Grandparent ODaycare
Tobacco Exposure:  [Yes [No Seeing a Dentist? OYes [No
Smokers at home: UYes [No

- Medications - List all medications you take, pre

escription and non-prescription, and the dosage

Cldon

ot take any medications

Medication Name

Dosage




Caring for the Quality Health Needs of cur Community

BH BENEVOLENCE HEALTH CENTERS

New Patient Checklist (office use only):

O Registration Signed and Dated
[0 Consent Forms Signed and Dated

[0 HIPPA Signed and Dated

wonff] o StayinEHeal by e
71 TBRisk Assessment
O Nutrition Assessment (Pediatrics)

O Pre-Visit Questionnaire
0 Patient's Rights Given to Patient/Parent
0 Billing Notice Given to Patient/Parent

0O Dental Materials Sheet Given to Patient/Parent






