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PATIENT PREFERENCE REGARDING COMMUNICATION OF HEALTH INFORMATION       I.     Who to Contact     I hereby give permission to David Grice, D.O., P.A. to disclose and discuss any information related to  my medical condition(s) to/with the following family member(s),  other relative(s) and/or close  personal friend(s):     _____________________________________               __________________________________   Name                 Relationship     _____________________________________              ___________________________________   Nam e                             Relationship     _____________________________________              ____________________________________   Name                 Relationship   ________(initials) I do not wish to give permission for additional family members, relatives, or close  co ntacts to have access to any information regarding my medical condition(s).     II.     How to Contact   I wish to be contacted in the following manner:     Home Telephone:   _____Ok to leave message with detailed information   _____ Leave message with call - back number only     Work Telephone:   _____Ok to leave message with detailed information   _____Leave message with call - back number only     Written Communication:   ____Ok to mail to my home address:_________________________________________________   ____Ok to mail to my work/office  address:____________________________________________   ____Ok to fax to this number:__________________________________     The duration of this authorization is indefinite unless otherwise revoked in writing.  I understand  that requests for medical information  from persons not listed above will require specific  authorization prior to the disclosure of any medical information.     _________________________________________                     ______________________   Signature of Patient or Legal Representative                                  Date      
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PATIENT PREFERENCE REGARDING COMMUNICATION OF HEALTH INFORMATION





I.  Who to Contact



I hereby give permission to David Grice, D.O., P.A. to disclose and discuss any information related to my medical condition(s) to/with the following family member(s), other relative(s) and/or close personal friend(s):



_____________________________________               __________________________________

Name						   Relationship



_____________________________________              ___________________________________

Name					                 Relationship



_____________________________________              ____________________________________

Name						   Relationship

________(initials) I do not wish to give permission for additional family members, relatives, or close contacts to have access to any information regarding my medical condition(s).



II.  How to Contact

I wish to be contacted in the following manner:



Home Telephone:

_____Ok to leave message with detailed information

_____ Leave message with call-back number only



Work Telephone:

_____Ok to leave message with detailed information

_____Leave message with call-back number only



Written Communication:

____Ok to mail to my home address:_________________________________________________

____Ok to mail to my work/office address:____________________________________________

____Ok to fax to this number:__________________________________



The duration of this authorization is indefinite unless otherwise revoked in writing.  I understand that requests for medical information from persons not listed above will require specific authorization prior to the disclosure of any medical information.



_________________________________________                     ______________________

[bookmark: _GoBack]Signature of Patient or Legal Representative                                Date
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DAVID GRICE, D.O.,P.A.                                                              Date:_____________     PATIENT DEMOGRAPHICS   FILL OUT ALL AREAS COMPLETELY       Patient Name_____________________________________________________________                                  Last                                               First                                           MI   Address_________________________________________________________________                   _______________________________________________________________ __                                                                City                                                                    State                               Zip Code     Cell Phone________________Home Phone______________Work Phone___________ _     D ate of Birth______________Age__________    Email address:_____________________      Patient Employer_______ ____________Primary Care Physician ____________________     SPOUSE/GUARDIAN INFORMATION     Spouse/Guardian Name____________________________Phone #______________ ____     Date of Birth_____________________     Emergency Contact____________________________Phone #_____________________   PRIMARY INSURANCE     Insurance Company____________________________Phone #_____________________     ID#______________________Group#_______________ ____Insured SS#____________     Name of Insured__________________________________DOB____________________     Self___________Spouse________Parent__________Other____________   SECONDARY INSURANCE       Insurance Company_______________________________Phone #_____________ ____     ID#_______________________Group #______________Insured SS#______________     Name of Insured_____________________________DOB______________     Self____________Spouse________Parent___________Other____________      
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DAVID GRICE, D.O.,P.A.                                                              Date:_____________

PATIENT DEMOGRAPHICS


FILL OUT ALL AREAS COMPLETELY


Patient Name_____________________________________________________________


                             Last                                               First                                           MI


Address_________________________________________________________________


             _________________________________________________________________                                              


              City                                                                    State                               Zip Code


Cell Phone________________Home Phone______________Work Phone____________

Date of Birth______________Age__________  Email address:_____________________ 

Patient Employer___________________Primary Care Physician____________________


SPOUSE/GUARDIAN INFORMATION


Spouse/Guardian Name____________________________Phone #__________________


Date of Birth_____________________


Emergency Contact____________________________Phone #_____________________


PRIMARY INSURANCE


Insurance Company____________________________Phone #_____________________


ID#______________________Group#___________________Insured SS#____________


Name of Insured__________________________________DOB____________________


Self___________Spouse________Parent__________Other____________


SECONDARY INSURANCE


Insurance Company_______________________________Phone #_________________


ID#_______________________Group #______________Insured SS#______________


Name of Insured_____________________________DOB______________


Self____________Spouse________Parent___________Other____________
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  DERMATOLOGY MEDICAL HISTORY       Patient:______________________________Date of Birth:___/___/___ Today’s Date:___/___/___   Primary Language:________________   Gender:   M      F        Reason for today’s visit:_______________________ _________________________________ __________   Are you allergic to any medications?___yes___no  If yes, list below:   ______________________________________________________________________________________     Race :___American Indian or Alaska Native___Asian___Native Hawaiian or other Pacific___Wh ite   ___Black American or African Descent ___Middle Eastern  ___Unknown___Declined   Ethnicity: ___Hispanic or Latino___Not Hispanic or Latino___Decl ined     List all meds you are currently taking (prescription, over - the - counter meds, vitamins and herbals)       Do yo u have now, or have you ever had diseases or conditions of:   Lungs:                         Yes          No                                   Other Systemic:                     Yes               No      Bronchitis                   ___          ___                                       Diabetes                                ___             ___      Emphysema                ___          ___                                     Thyroid                                 ___               ___      Asthma                       _ __          ___                                   Kidney                                  ___             ___      Chronic Cough           ___          ___                                Dialysis                             ___             ___      Shortness of Breath      ___          ___                                      Bladder                                 ___             ___   Cardiovascular:                                                                          Frequency/burning            ___             ___      Hig h blood pressure   ___          ___                                      Gastrointestinal                     ___             ___      Chest Pain                  ___          ___                                           Nausea/vomiting/diarrhea ___             ___      Heart Attack               ___          ___                                           when taking antibiotics      Heart Murmur            ___          ___                                        Yeast Infection                        ___            ___      Ir regular Heartbeat     ___          ___                                             when taking antibiotics      Phlebitis                     ___          ___                                         Arthritis/Joint Deformity       ___            ___      Blood Clots                  ___          ___                                            Limited Motion                  ___           ___   Pacemaker                    ___          ___                                               Artificial Joint                  ___             ___                                                                                                       Convulsions/Epilepsy              ___           ___                                                                                                                  Seizures                      ___           ___     List any other diseases or conditions:________________________________________________________     List surgical procedures you have had in the last 6 months:_______________________________________     Skin:                                                                                           Yes                        No   Have you ever had skin cancer?         ___      ___            Has anyone in your family had skin cancer?       ___     ___     Social History:   Do you drink alcohol ?           ___     ___ If yes__drinks per day   Do you smoke?             ___     ___ If yes__packs per day   Have you had or have you been exposed to HIV(AIDS)?   ___     ___   Have you had your flu shot this year?                                        ___                       ___     W omen:   Are you pregnant?   Due Date:__/__/__     ___     ___     What is your Occupation?________________________Hobbies?___________________________    
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DERMATOLOGY MEDICAL HISTORY


Patient:______________________________Date of Birth:___/___/___ Today’s Date:___/___/___


Primary Language:________________ Gender:   M     F   


Reason for today’s visit:__________________________________________________________________

Are you allergic to any medications?___yes___no  If yes, list below:


______________________________________________________________________________________


Race:___American Indian or Alaska Native___Asian___Native Hawaiian or other Pacific___White

___Black American or African Descent ___Middle Eastern ___Unknown___Declined


Ethnicity:___Hispanic or Latino___Not Hispanic or Latino___Declined

List all meds you are currently taking (prescription, over-the-counter meds, vitamins and herbals)


Do you have now, or have you ever had diseases or conditions of:


Lungs:                         Yes          No                                   Other Systemic:                     Yes             No


  Bronchitis                   ___          ___                                     Diabetes                                ___             ___


  Emphysema                ___          ___                                     Thyroid                                 ___             ___


  Asthma                       ___          ___                    
           Kidney                                  ___             ___


  Chronic Cough           ___          ___            

            
Dialysis                             ___             ___


  Shortness of Breath    ___          ___                                      Bladder                                 ___             ___


Cardiovascular:                                                                      
Frequency/burning            ___             ___


  High blood pressure   ___          ___                                      Gastrointestinal                     ___            ___


  Chest Pain                  ___          ___                                        
Nausea/vomiting/diarrhea ___            ___


  Heart Attack               ___          ___                                           when taking antibiotics


  Heart Murmur            ___          ___                                      Yeast Infection                      ___            ___


  Irregular Heartbeat     ___          ___                                             when taking antibiotics


  Phlebitis                     ___          ___                                       Arthritis/Joint Deformity     ___            ___


  Blood Clots                ___          ___                                            Limited Motion               ___           ___


Pacemaker                  ___          ___                                         
  Artificial Joint                  ___           ___


                                                                                                  Convulsions/Epilepsy           ___           ___


                                                                                                             Seizures                      ___           ___


List any other diseases or conditions:________________________________________________________


List surgical procedures you have had in the last 6 months:_______________________________________


Skin:                                                                                       
Yes                     
No

Have you ever had skin cancer?



___ 

___

  



Has anyone in your family had skin cancer?


___

___


Social History:


Do you drink alcohol?




___

___ If yes__drinks per day


Do you smoke?





___

___ If yes__packs per day


Have you had or have you been exposed to HIV(AIDS)?
___

___


Have you had your flu shot this year?                                        ___                    
___


Women:


Are you pregnant?
Due Date:__/__/__

___

___


What is your Occupation?________________________Hobbies?___________________________
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ACKNOWLEDGEMENT   PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION     The Health Insurance Portabil ity and Accountability Act (HIPA A) is a federal government regulation designed to  ensure that you are aware of your privacy rights and how  your medical information can be used by our staff in  providing and arranging your medical care.     I have the right to review the Notice of Privacy Practices prior to signing this consent that is located in the reception  area, which provides information abou t how David Grice, D.O., P.A. may use and/or disclose protected health  information about you for treatment, payment, health care operations, and as otherwise allowed by law.   By signing  this form, you acknowledge that you are aware of the Notice of Privacy   Practices.       __________________________________________                           ________________________   Signature of Patient or Legal Representation                                                        Date         CONSENT TO TREAT     I hereby authorize emp loyees and agents; including physicians of this medical office to render routine medical care to  the patient indicated on this form and to fulfill the orders of the physicians; including consultants, associates, and  assistants of the physician’s choice.     T he duration of this consent is indefinite and continues until revoked in writing.  I understand that by not signing this  consent, the patient will not be provided medical care except in a case of emergency.     ___________________________________________                               ______________________________   Signature of Patient, Parent, or Legal Guardian                                                            Date       CONSENT TO TREAT MINORS WITHOUT THE PRESENCE OF A PARENT OR LEGAL  REPRESENTATIVE     I (pa rent/guardian)________________________________, give David Grice, D.O., P.A. or his assistant, permission to  treat my son/daughter ___________________________without my presence.     __________________________________________                             _____ __________________   Signature of Parent or Legal Guardian                                                                   Date       FINANCIAL RESPONSIBILITY     I hereby authorize payment of medical benefits directly to David Grice, D.O., P.A. for services rend ered.   Authorization is hereby granted to release information contained in my medical record as may be necessary to process  and complete my insurance claim.  I understand that this authorization may include release of information regarding  communicable dis eases such as Acquire Immune Deficiency syndrome (AIDS) and Human Immunodeficiency Virus  (HIV).  I understand that I am financially responsible for the total charges for services rendered which may include  services not covered by my insurance companies.  I   agree that all amounts are due upon request and are payable to  David Grice, D.O., P.A.  I further agree that should my account become delinquent, I shall pay the reasonable  collection expenses of David Grice, D.O., P.A., if any.     The duration of this cons ent is indefinite and continues until revoked in writing,.  I understand that by not signing this  release of information, I am responsible for payment of services in full before the services are rendered.     __________________________________________________ _                 ______________________________   Signature of Patient, Parent, or Legal Guardian                                                                 Date  
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ACKNOWLEDGEMENT


PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION


The Health Insurance Portability and Accountability Act (HIPAA) is a federal government regulation designed to ensure that you are aware of your privacy rights and how your medical information can be used by our staff in providing and arranging your medical care.


I have the right to review the Notice of Privacy Practices prior to signing this consent that is located in the reception area, which provides information about how David Grice, D.O., P.A. may use and/or disclose protected health information about you for treatment, payment, health care operations, and as otherwise allowed by law.  By signing this form, you acknowledge that you are aware of the Notice of Privacy Practices.

__________________________________________                           ________________________


Signature of Patient or Legal Representation                                                        Date


CONSENT TO TREAT


I hereby authorize employees and agents; including physicians of this medical office to render routine medical care to the patient indicated on this form and to fulfill the orders of the physicians; including consultants, associates, and assistants of the physician’s choice.


The duration of this consent is indefinite and continues until revoked in writing.  I understand that by not signing this consent, the patient will not be provided medical care except in a case of emergency.


___________________________________________                             ______________________________


Signature of Patient, Parent, or Legal Guardian                                                            Date


CONSENT TO TREAT MINORS WITHOUT THE PRESENCE OF A PARENT OR LEGAL REPRESENTATIVE


I (parent/guardian)________________________________, give David Grice, D.O., P.A. or his assistant, permission to treat my son/daughter ___________________________without my presence.


__________________________________________                             _______________________


Signature of Parent or Legal Guardian                                                                   Date


FINANCIAL RESPONSIBILITY


I hereby authorize payment of medical benefits directly to David Grice, D.O., P.A. for services rendered.  Authorization is hereby granted to release information contained in my medical record as may be necessary to process and complete my insurance claim.  I understand that this authorization may include release of information regarding communicable diseases such as Acquire Immune Deficiency syndrome (AIDS) and Human Immunodeficiency Virus (HIV).  I understand that I am financially responsible for the total charges for services rendered which may include services not covered by my insurance companies.  I agree that all amounts are due upon request and are payable to David Grice, D.O., P.A.  I further agree that should my account become delinquent, I shall pay the reasonable collection expenses of David Grice, D.O., P.A., if any.


The duration of this consent is indefinite and continues until revoked in writing,.  I understand that by not signing this release of information, I am responsible for payment of services in full before the services are rendered.


___________________________________________________                 ______________________________


Signature of Patient, Parent, or Legal Guardian                                                                 Date


