P

DEVOM FANHLY PRACTICE PATIENT REGISTRATION FORM
PATIENT INFORMATION: |

Last Narmes Flrst__ Wfctelle: .
Address: ___ : . Apt: —
City: . State: Zip Code; : )
Hotfie Phone #: i-WGTEE Phonedf___ Galld_

My We teave a Message? Yes of No Whetecan iessage belsi?  Home © Wtk . . Cel

Enall addrass:

St Sec#. Date of Bitik, _ __ Sext Mals or Femgle

Spauses Name: . _ ‘

Pilorita] Seatus: Single  Mawied Divotced  Widowed
Eage:  Ametican Indign Asfer  Afrfceh Amstican  Mative Havialian  Whits  Other

Eifnlcity:  Hispanio/iatino Hot Hispaniofi afing Other

Ereferrad Language

I BSURANCGE INFORMATIEN:
Trstmance Cot Polioy # —
Auddfess, City, Sfater, . Group#:
. T ey
Subsorber taformation (fFditferert from patiend) ¢
Mame Socigl Sec#: —
Date of Birthe Relatioiship to Pafiont_ l '
- Y
PATENT EMPLOYMENT INFORMATION:
Oocupation:.

Emplayer:
Adddress, City, Siale;

114 CASE OF EMERGENCY: WHO. SHOUEDWE GONTAGT?:

Mamst

Relationship: . Spouse  Parent  Child  Qgher

Address, Gify State: |
Work Phone #__ . Cell#
' T

Heoine Phone #;
PHA&MA&’W NECRMATICN:

Pl &
—

| ooal Phariac

Ackdress, Cliy, Siaiet .
. - e ——

Mail Order Fharmaoy !

Addrass, Cify, Stater “
MSURANGCE AUTHORIZATION AND ASSIGNUIENT

I heteby authicrize Devnn Family Practics to finsh infomation to fisurancs carriers concerning my filtees and taimsols and| fetely assign ¢
the physsiansiallpaynients for medical setvicos rendersd fo mysslf o my depandents. | uderstand that t am resporsible for anit-deducﬁﬁtgs So
Ca-instraices pEyments. ) | r

Peiient or Guardlar Stanallns Dater ——




DEVON FAMILY PRACTICE Lip {DER)

Paifent Consent for Use ang Blsclosure of Protected Health lnformatton

| ieteby give my consentfor DFP to use and discloss protected health information (PHI) about me
to cany out treafiient, paymentand health care operations {TP@} e gitice of Privacy Practives
provided by DFP desecribes such uses and disclosures tnove completely.)

I havs the right to review the Notice of Privacy Practices prior to sighing this congent. DER resetves the
right to revise its Notice of Privaey Practices.at anty e, A révised Notice 6f Privacy Practices riay be
obtained by forwarding a written request to BFP, 139 Berkeley Road, Devon, PA 19332,

With this consent, DFP thay call my horne or other alternative location and leave a message on voica
mall or in person in reference to any itermns that assist the practica in carrying out TPO, such as

- appointment reminders, lnsurance tems and any calfs vertaining to my clinical care, including

laboratory tastresulis, amang othats:

With this consent DFP may mall to'my home or other alternative lacation any items that assist the
practice in carrying out TPO, such as appointment reminder cards and patient statements-as long as they
are marked “Personal and Confidenifai”, :

With this consent, DFP ray e~ail to my home orsther alternative location any ftems that assist the

-practice In canying out TPO, such asappointment remindat eards.and patient statements, | have the

right to request that DFP restrict how it uses or discloses my PHY to carry out TPO. The praéilce is ng't
required to agree o my requested restrictlo hs, bt i it does, it Is bound by this agreement.

2y signing this form, | am consanting to allow DFP 1o usa and disclose my PRI e earry aut TPO.

i may revoke my consent.In writing except to he'eitent that the practice has already made disclosyrag

in relfance upon my prior consent, -1 do nat sign this consent of later revake it, DEP may dediinety’
provide treatmeént to me. : , .

Slgned by:

Sighature of Patlent of Legal Guariian Print Marne of Legal Guardian, if applicabla

Print Patient’s Name. Relationship to Patient -

Date



by submitifug a-request in wilting for a curent copy of Dev : oy Practigeg -
Privacy Practices. , 124 on Family Practice’s Noweg of

Printed Patient Name

Pattent Signature . Date

If cotnpleted by patient’s personal representative, please print name and sigh below.

Printed Patient Personsal Representative Name Relatioriship to Patient
Patient Personal Répresentative Signatumwe Date T
e,

-Fox' Devon: Family -Pra‘cﬁée-()fﬁcial-Use;Only :
Complete this form if tmable to obtain signature of patient ok patient’s personal represeniative

Dievon Family Pravtice made a good fatth effort to obtain, patient’s written acknowled
. . ] eme
the Notice of Privacy Practices but was unabls to do.so Tor the reasons documented bg{nw:nt ot

L1 Patient or patient’s personal representative refised to sign

El Patlent or patient®s personal representative unable to sipn

Ll Other

Printed Braployee Narne




DEVON FAMILY PRACTICE
HIPAA RELEASE FORM

Patient's Mame:

Date of Birthy Phone:

According to the Health Insurance Portability Accountability Act (MIPAA) requlations, we are required to
keep your health information confidential. You have the right to restrict family members or other persons
from accessing vour health information. However, we are aware that many of our patients do not wish to
restrict their spouse, family member, or other person from having sccess to thelr health information. In an
effort to comply with HIPAA regulations, and to avoid inconveniences for our patients we are asking that
you please complete this form. if at any time you wish to change any of the information on this form, please
notlify our office in writing,

The parents or legal guardians of a minor will always have access to medical information. in the
case you would like to designate additional individuals to have this access, please list ther below,
Health information would include youwr general medical condition, disgnosis, appointinents, test
results, or other health care information {including treatment, payment, and procedures). You are
not required to list anyone, but if you do, you are authorizing that person to have complete access
o your medical andéor payment information.

Plaase mark the type of access vou would like them to have,

MNarme:

Hetationshig;
{31 Appointment £ Biling £ Detsited Madical L1 Abfy to Oblainy/
information nformation information Authorize Release of
Medicat Records
Mame: Relationship:
03 Appolntment 3 ailing {3 Detalled Medical £ Ablity 1o Qbtainy
Iformation Irformation Infomation Authories Releass of
Medicat Records
Name: Relationship:
O Appointment {3 Biling 3 Delafled Medical 03 Ability to Obtaly
information Information information Authorize Belease of
fdedival Records

This authorization has no expiration date. it shall be terminated when
withdrawn In writing or when an updated form has been completad.

Name

{please pring)

Patient
Signature: : Brate Sigred:




