Patient Information

Responsible Party

Insurance Information

PATIENT REGISTRATION FORM
Colleyville Family Medicine
5232 Colleyville Blvd, Suite 100 | Colleyville, TX 76034

FOR OFFICE USE ONLY

Today’s Date: C Acct#
Full Name: Last First Middle (Maiden)
Address: (Street or Box) City State Zip
Home Phone # Work Phone # Cell Phone # Email Address
Sex (check one) Datc of Birth ~ Age Social Security # Drivers License #
O Male QFemale
Occupation Employer Employer Address
Mearital Status (check one) O Married U Single | Spouse’s Name Race (check one) Q American Indian
0 Widowed Q Divorced O Separated O Asjan O Black L White O Other
If Student, Indicate School If Patient is a Minor, provide Name of Parent(s) or Legal Guardian (legal documentation required):

Emergency Contact (not living at same address) Emergency Contact Phone #

¢ )
How did you hear about the physician you are seeing today?
U Physician Referral (5) Who? Q Other Professional (6) O Existing Patient (10)
O Family (8) O Friend (1) 0 Word of Mouth (9) 1 Baylor Hospital (19) Q Health Plan/Insurance Company (17)
0 Emergency Room (7) 0 Direct Mail (18) O 1-800-4-BAYLOR Referral Line (3) 1 Website/Internet (13) Q Walk-In (4)
QO Newspaper Advertisement (15) [ Radio/TV (16) Q Event(11) Q Location (14) O Yellow Pages (2) O Unknown (20)

Guarantor Full Name: Last First Middle (Maiden)
Address: (Street or Box) City State Zip
Home Phone # Work Phone # Cell Phone # Drivers License #
Date of Birth Age Sex Social Security # Patient Relationship to Guarantor
0O Male U Female

Employer Employer Address
Name of Primary Insurance Company ~ Phone # Name of Secondary Insurance Company ~ Phone#
1. ( ) 2. ¢ )
Mailing Address Mailing Address
City State Zip City State Zip
Policy Number Group Number Effective Dates of Policy | Policy Number Group Number Effective Dates of Policy

From: From:

To: To:
Policy Holder (if other than patient) Date of Birth Policy Holder (if other than patient) Date of Birth
Social Security # Relationship to Patient Social Security # Relationship to Patient
Policy Holder's Employer Work Phone # Policy Holder’s Employer Work Phone #
Employer Address Employer Address

City State Zip City State Zip




Patient Name: Date Of Birth:

Electronic Communications to Patients

Baylor Office HER is a joint effort of HealthTexas Physician Network physicians and other physicians aligned with
Baylor Health Care System to fully support an electronic patient care experience through implementation of a common
electronic health record platform. HealthTexas Physician Network (“HTPN™) is pleased to offer Baylor Office HER as
a convenience to communicate electronically with you under the conditions and terms outlined below.

Use of Electronic Communications from HTPN to Patient
Please check the appropriate box below:

L1 Yes, I want HTPN to communicate my information with me through a secure system that is designed to keep your

information safe. You will be notified via email when there is secure information for you to review. The email will
provide a link that will take you to the secure site. After clicking on the link, you will be required to log-in and provide
a password to access your information. You will need to make note of the password to access any future information.

Please enter in the space below the email address you want to use to receive the notification that there is information
awaiting your review:

Email Address:

In choosing your email address, please consider the privacy implications; for example, any other person that may have

access to your email address or any other person, such as your employer, that may have the right and/or ability to review
all email received at your work address,

[] No, T do not want HTPN to use electronic communication as a way to communicate my information to me.

HTPN Email Guidelines

) At this time, HTPN can only send emails to patients. Currently, HTPN is not able to accept patient emails.

. All email you receive from HTPN 1is sent under the name and email account of
BaylorofficeEHR @RBavylorHealth.edu

. The patient is responsible to notify HTPN promptly of any changes to his/her email address.

. All of HTPN’s electronic communications to you are recorded in your medical record. Those who have

access to your medical record also have access to the email messages sent to you.

Confidentiality and Privacy

] If the electronic communication process described above is not used, we cannot guarantee the
confidentaiality of the information.
. HTPN will not share your email address with anyone unauthorized to view your medical record.

Consent and Agreement

I have carefully reviewed this document and agree to fully comply with the guidelines defined herein for electorinic

communications from HTPN. Iunderstand that the service will be offered at no charge and that I will be notified if and
when a fee is administered for the service.

Signature Date

Printed Name



You will receive an email in your Inbox  from BaylorofficeEHR@BavlorHealth.edu or

name@BavlorHealth.edu (the name may be the physician or nurse). Note: please make sure
you have your email set up to accept emalls with the domain BaylorHealth.edu so it will not be
discarded as SPAM mail.

2. Open the email and click on the link in the message.

BAYLOR Office EHR

Secure Message

You have received a secure massage from Marek, Deirdre [DeirdreM@BaylorHzalth.eduy] .

To retrieve this message click on the following link

hngs:f/tst.haylorgatient.cum/rnc1ONiewMessage.asgx?kavzllaadhwhEIiESUOH 480Ks75-GEGenYw N }
. . . ' - et
3. A welcome greeting will appear that describes Secure Messaging. Click Next —e—l

*’j Welcome to the Seeure Message Center

Cungralulatlonsl Vuu have just ra(eived your fi f‘rst se:ure m,ssage

Thls web auprmhun allows yau to view and managa all your secure mr:;;aqz:sh one :nrw!nlart lu:atlnn Secure messagcs .
allow yau ko communi=ate with other Indiviguals and praviders that also use secure messaglng, Secure messages ara similar -
to normal email but are guaranteed to ke pnvat: and £an nat be viawed by unautharized parties, This.means that medical; :
persanal, and finaricial information s sefe as long as you use this secire message applcation to communicate With other, -~ . -
“secure messaging ussrs. The Individual o organvzation tiat sent yeu this méssagal [z guarantaed to be using saeura

messagaf Yau may view and rephJ tu thfs message unng this seqire messaghg applIcaUnn e

Vnu \mll nuw b= askm:i ta pruvlda asacure password lhat o will wse wheriover accassing your secure messages. The

Instructlons for craating and entering this password ara on the next page. Smply click the I\:xt buttun bcluw and yuu will be_
taken to tha new passwnrd page where YoU can :reaks your SBUJ{E passw N

4. On the initial log-in, you will need to create a password. It is important that you write

down your password and put it in a secure location because this same password will be
used with any future messages received from your provider. Type in the information and
click set password &

Please create 3 passwurd that w;\l be used tn access all your

messages
Passwords fmust cnr\tam a :umbmaﬂcn of \ettars and numbe

& hetween 6 and 15 char

New Passwurd .

Please 5E]ect ) hln queshnn that wnI] ba used incase" yuu Forget yuur passwnrd
Hnnt t Questian .

|What is your famnta pe1 s name? N

"‘!’ou wm be askad Fo tha answer to yaur hlnt quast[unl yuu fnrget yalr passwnrd
Hml: Answer. - ;

iy

5. If you forget your password and attempt to enter the system, you will get locked out after

three bad password attempts to enter your account. You will be locked out for 20 minutes
before you can try again. Please make a note of your password and put it in a secure location.
If you are still unable to get into the system, please contact the referring physician office for
help.

5. You will be able to view the secure massage but will not have the option to reply.




HEALTHTEXAS PROVIDER NETWORK NOTICE OF

HEALTH INFORMATION PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND

HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Understanding Your Health Record/
Information

This notice describes the practices of
HealthTexas Provider Network (“HTPN”)
and that of its physicians' with respect to
your protected health information created
while you are a patient at HIPN. HTPN
physicians and personnel authorized to
have access to your medical chart are
subject to this notice. In addition, HTPN
physicians may share medical information
with each other for treatment, payment or
health care operations described in this
notice,

We create a record of the care and services
you receive at HTPN. We understand that
medical information about you and your
health is personal. We are committed to
protecting medical information about you.
This notice applies to all of the records of
your care at HTPN,

This notice will tell you about the ways in
which we may use and disclose medical
information about you. We also describe
your rights and certain obligations we have
regarding the use and disclosure of medical
information.

Your Health Information Rights

Although your health record is the
physical property of HTPN, the
information belongs to you. You have the
right to:

= Request a restriction on certain uses and
disclosures of your information for
treatment, payment, health care operations
and as to disclosures permitted to persons,
including family members involved with
your care and as provided by law.
However, we are not required by law to
agree to a requested restriction, unless the
request relates to a restriction on

! Physicians are employees of HealthTexas
Provider Network and are neither
employees nor agents of Baylor Health Care
System, or Baylor Health Care System’s
subsidiary, community or affiliated medical
centers.

262442.1 200-5500

disclosures to your health insurer
regarding health care items or services
for which you have paid out-of-pocket
and in-full.;

= (Obtain a paper copy of this notice of
information practices;

= Inspect and request a copy of your
health record as provided by law;

* Request that we amend your health
record as provided by law. We will
notify you if we are unable to grant
your request to amend your health
record,

= Obtain an accounting of disclosures
of your health information as provided
by law;

= Request communication of your
health information by alternative means
or at alternative locations. We will
accommodate reasonable requests; and

= Revoke your authorization to use or
disclose health information except to
the extent that action has already been
taken in reliance on your authorization,

You may exercise your rights set forth in
this notice by providing a written
request, except for requests to obtain a
paper copy of the notice, to the
Compliance Officer at HealthTexas
Provider Network, 8080 North Central
Expressway, Suite 1700, LB §3, Dallas,
TX, 75206.

Our Responsibilities

In addition to the responsibilities set
forth above, we are also required to:

= Maintain the privacy of your health
information;

= Subject to certain exceptions
under the law, provide notice of
any unauthorized acquisition,
access, use or disclosure of your
protected health information to the
extent it was not otherwise
secured;

= Provide you with a notice as to
our legal duties and privacy
practices with respect to information
we maintain about you;

= Abide by the terms of this notice;

= Notify you if we are unable to
agree to a requested restriction on
certain uses and disclosures;

= We reserve the right to change our
practices and to make the new
provisions effective for all protected
health information we maintain,
including information created or
received before the change. Should
our information practices change we
are not required to notify you, but
we will have the revised notice
available for you upon your request
at HTPN, The revised notice will
also be posted at HTPN offices and
on the Baylor Health Care System
web page at www.baylorhealth.edu.;
and

= We will not use or disclose your
health information without your
written authorization, except as
described in this notice.

Examples of Disclosures for
Treatment, Payment, Health Care
Operations and As Otherwise
Allowed By Law.

The following categories describe
different ways that we use and
disclose medical information. For
each category of uses or disclosures
we will explain what we mean and
try to give some examples, Not
every use or disclosure in a category



will be listed. However, all of the ways
we are permitted to use and disclose
information should fall within one of the
categories.

We will use your health information for
freatment.

For example: We may disclose medical
information about you to doctors, nurses,
technicians, medical students, or other
personnel who are involved in taking care
of you at HTPN, We may share medical
information about you in order to
coordinate different treatments, such as
prescriptions, lab work and x-rays. We
may also provide your physician or a
subsequent health-care provider with
copies of various reports to assist in
treating you once you are discharged from
care at HTPN,

We will use your health information for
payment.

For example: A bill may be sent to you
or a third-party payer. The information on
or accompanying the bill may include
mformation that identifies you, as well as
your diagnosis, procedures, and supplies
used.

We will use your health information for
regular health care operations.

For example: We may wuse the
information in your health record to assess
the care and outcome in your case and
others like it. This information will then
be used in an effort to continually improve
the quality and effectiveness of the health
care and services we provide,

We will use your health information as
otherwise allowed by law. The following
are some examples of how we may use or
disclose medical information about you.

Business associates: There are some
services provided in our organization
through agreements with  business
associates. Examples include answering
services and copy services. To protect
your health information, business
associates are also required to
appropriately safeguard your information.

Notification:  We may use or disclose
information to notify or assist in notifying
a family member, personal representative,

or another person responsible for your
care, your location, and general
condition.

Research: We may disclose information
to researchers when their research has
been approved by an institutional
review board that has reviewed the
research proposal and established
protocols to protect the privacy of your
health information.

Funeral directors: We may disclose
health information to funeral directors
consistent with applicable law to carry
out their duties,

Organ  procurement  organizations:
Consistent with applicable law, we may
disclose health information to organ
procurement organizations or other
entities engaged in the procurement,
banking, or transplantation of organs for
the purpose of tissue donation and
transplant.

Communications for treatment and
health care operations. We may
contact you to provide appointment
reminders or  information  about
treatment alternatives or other health-
related benefits and services that may
be of interest to you.

Fundraising. We may contact you as
part of a fundraising effort.

Food and Drug Administration (FDA):
We may disclose to the FDA health
information relative to adverse events
with respect to food, medications,
devices, supplements, product and
product defects, or post marketing
surveillance information to enable
product recalls, repairs, or replacement.

Worker’s compensation: We may
disclose health information to the extent
authorized by and to the extent
necessary to comply with laws relating
to worker’s compensation or other
similar programs established by law.

Public health: As required by law, we
may disclose your health information to
public health or legal authorities
charged with preventing or controlling
disease, injury, or disability.

Abuse, neglect or domestic violence:
As required by law, we may disclose
health information to a
governmental authority authorized
by law to receive reports of abuse,
neglect, or domestic violence,

Judicial, administrative and law
enforcement purposes: Consistent
with applicable law, we may

disclose health information about
you for judicial, administrative and
law enforcement purposes.

Required or allowed by law: We
will disclose medical information
about you when required or allowed
to do so by federal, state or local
law.

For More Information or to
Report a Problem

If you have questions and would like
additional information, you may
contact the Baylor Health Care
System Office of HIPAA
Compliance at 1-866-245-0815,

If you believe your privacy rights
have been violated, you can file a
complaint with the Baylor Health
Care System Office of HIPAA
Compliance at 866-245-0815 or
with the Secretary of Health and
Human Services. There will be no
retaliation for filing a complaint.

EFFECTIVE DATE: MAY 20,2010
VERSION: 3



Patient Name: Patient Identifier:

HEALUTHTEXAS

PROVIDER NETWORK

ACKNOWLEDGMENT OF THE RECEIPT OF
HEALTHTEXAS PROVIDER NETWORK’S (HTPN) NOTICE OF HEALTH INFORMATION
PRACTICES '

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 of how your medical
information can be used by our staff in providing and arranging your medical care.

HTPN is furnishing you with the attached notice, which provides information about how HTPN
and its physicians' 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 have received a copy of HIPN's Notice of Health Information
Practices.

(Signature of Patient or Legal Representative) (Date)

May 20, 2010
(Effective Date of Notice)

'Physicians are employees of HealthTexas Provider Network and are neither employees not
agents of Baylor Health Care System, or Baylor Health Care System's subsidiary, community or
affiliated medical centers.



Colleyville Family Medicine
5232 Colleyville Blvd. Suite 100
Colleyville, TX 76034

HealthTexas Provider Network

FOR OFFICE USE ONLY
Acct #

Consent to Treat

I hereby authorize employees and agents; including physicians, physician assistants and nurse
practitioners; 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
physicians' choice. ‘

If patient is a minor:

[ consent for to authorize evaluation and treatment for my child named
(Name(s): First & Last)

herein when I am not available. Tunderstand that this authorizes the person(s) named above to consent

to medical and surgical procedures and immunizations for the child named herein.,

The duration of this consent is indefinite and continues until revoked in writing. [ 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

Financial Responsibility

I hereby authorize payment of medical benefits directly to HealthTexas (hereinafter “HT”’) and/or the
attending physician for services rendered. Authorization is hereby granted to release information
contained in my medical record to my medical insurance company (or its employees or agents) as may
be necessary to process and complete my medical insurance claim. I understand that this authorization
may include release of information regarding communicable diseases, such as Acquired Immune
Deficiency Syndrome (“AIDS”) and Human Immunodeficiency Virus (“HIV”). Tunderstand 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
HT. I further understand should my account become delinquent; I shall pay the reasonable attorney
fees or collection expenses of HT, if any.

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

Signature of Patient, Parent, or Legal Guardian Date




Patient Name: Patient Identifier #:

Patient Preference Regarding Communication of Health Information

Who to Contact

[ hereby give permission to Colleyville Family Medicine to disclose and discuss any information

related to my medical condition(s) with the following family member(s), other relative(s) and/or
close personal friend(s):

Name Relationship
Name Relationship
Name Relationship

[] 1 do not wish to give permission for additional family members, relatives or close personal
friends to have access to any information regarding my medical condition(s).

How to Contact

What is your preferred method of communication with the clinic?

Please note that you are responsible for any charges incurred in receiving our communications.
For example, if you provide a cell phone number as a method of communication, then you are

responsible for any charges imposed by your mobile carrier for receiving calls or text messages
from the clinic.

First Method of Communication

Please tell us your preferred method of communication by checking the appropriate box and
providing your contact information below.

[ ] Home Phone [ ] Pager [ ] Durable Power of
[ ] Work Phone [ JFax Attorney

[ ] Cell Phone [ ] Letter [ ] Other

[] E-mail [ ] Nursing Home

Please print clearly:

Patient Preference Regarding Communication of Health Information (rev, 03/14/2011) Page 1 of 2




Patient Name: Patient Identifier #:

If above method of communication is by phone, please check the appropriate box:
[] OK to leave a message with detailed information.
[ ] Leave a message with call-back number only.

Second Method of Communication

Please tell us an alternative method of communication by checking the appropriate box and
providing your contact information below. We will use the alternative method of
communication if we cannot reach you using your preferred method of communication.

[} Home Phone [ ] Pager [] Durable Power of
] Work Phone [ JFax Attorney

[] Cell Phone [ ] Letter [ ] Other

[] E-mail [ ] Nursing Home

Please print clearly:

If the above method of communication is by phone, please check the appropriate box:
[] OK to leave a message with detailed information.
[ ] Leave a message with call-back number only.

In-Clinic Communication Only

[ 1 request that communication regarding my medical condition(s) to occur only when I am in
the clinic, Please print and hand me information when I am in the clinic. Do not call, mail, or
otherwise communicate with me regarding my medical condition(s).

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

Signature of Patient or Legal Representative Date

Name of Legal Representative Relationship to Patient

Patient Preference Regarding Communication of Health Information Page2 of 2




Name:

Last First

DOB:

mm/dd/yr

HEALTH

PROVIDER NETWORK

HealthTexas Provider Network is implementing a systematic method of collecting data
on race, ethnicity, and communication needs directly from patients or their caregivers.
The purpose of collecting this information is to ensure that all patients receive high-
quality care.

We would like for you to provide us with your race and ethnic background. We will only
use this information to review the treatment patients receive and make sure everyone

gets the highest guality of care,

First, do you consider yourself Hispanic/Latino? Of the following choices, pléase choose the one
that best describes your ethnicity.

o Yes o No o Decline

Which category best describes your race? Of the following choices, please choose the one that
best describes your race. Race definitions can be found at the bottom of this page.

o American Indian or Alaska Native o Native Hawaiian or Other Pacific Islander
o Black or African American o Multiracial
O White o Decline

o Asian {includes Pakistan or Indian origins)

What language do you feel most comfortable speaking with your doctor or nurse? of the
following choices please choose the one that best fits you.

O English 1 Tagalog o Do not know

O Spanish 1 Hindi O Decline

O Vietnamese o ltalian O Other (please provide}:

O Chinese o Korean o Sign Language or other Auxiliary Aid
or Service

Do you require any assistive devices for a hearing impairment?
o Yes o No o Decline

Do you require assistive devices for vision impairment?
O Yes o No 0 Decline

Race Definitions; American Indian or Alaska Native: A person having origins in any of the original peoples of North and South America (including Central
America), and who maintains tribal affiliation or community attachment. Black or African American: A person having origins in any of the black racial groups of
Africa. White: A persan having origins in any of the original peoples of Europe, the Middle East, or North Africa. Asian: A person having arigins in any of the
origina! peoples of the Far East, Southeast Asia, or the Indian subcontinent, including, for example, Cambodia, China, india, lapan, Korea, Malaysia, Pakistan,
the Philippine Islands, Thailand, and Vietham. Native Hawaiian or Other Pacific Islander: A person having origins in any of the original peaples of Hawaii,
Guam, Samoa, or other Pacific Islands, Multiracial: A person having more than one or a combination of the above origins




NAME: DOB: / /

PAST MEDICAL HISTORY: (Please check if you have had any of the following conditions)

Year Year Year
O Cancer O Hypothyroidism O High Cholesterol
O High Blood Pressure O Diabetes O Asthma
O Arthritis O GERD O Migraine Headache
O Stroke O Heart Attack O Depression
00 Skin Cancer O Osteoporosis O Anxiety
O Hepatitis O Blood Clots

0 Congestive Heart Failure
O Sexually Transmitted Disease

Other medical problems not listed above (Please list here):

PREVIOUS SURGERY AND / OR HOSPITALIZATION: (Please list here)

Surgery / Reason Hospital Doctor Year

FAMILY HISTORY: Please indicate below any family members with a history of: Tuberculosis, Diabetes,
Heart Disease, Cancer (type), Emphysema, Kidney Disease, Asthma, Bleeding Tendencies, Anemia, Seizure

Disorders, Glaucoma, High Blood Pressure, Gout, Arthritis, Ulcers, Stroke, Anxiety or Depressive Disorders.
Please include any disorders not listed above.

Father:

Mother:

Grandparents:

Siblings:

Children:

SOCIAL HISTORY:
O Married 0 Divorced 0O Widowed O Single

Occupation (current or previous if retired): Recent change: 00 Yes ONo

Current Tobacco Use: O Yes ONo
Year Started: Year Quit:
Type: Daily Amount:

Alcohol Use: O Daily 0 Weekly 00 Monthly O Rarely O Never

FEMALES ONLY

Last Menstrual Period: Age at Onset of Periods:

Duration of Periods: Interval Between Periods: O Regular O Irregular
Heavy Periods; 0O Yes 0O No Present Birth Control Method:

Number of Pregnancies: Number of Miscarriages: Number of Abortions:




Colleyville Family Medicine

Preventative Health Update
Please answer the following questions to the best of your ability. This information will help us better serve you.

Today’s Date: Patient’s Name: Date of Birth:

¢ Do you smoke? Yes No
o How much?

¢ Do you consume alcohol? Yes No
o If yes, how much per day?

e Have you had your cholesterol checked? Yes No
o When (year)?
o Where?
o Results?

¢ Have you had your triglycerides checked? Yes No
o When (year)?
o Where?
o Results?

¢ Have you had your HDL checked? Yes No
o  When (year)?
o Where?
o Results?

e Have you had your LDL checked? Yes No
o When (year)?
o Where?
o Results?

¢ Have you had an annual mammogram? Yes No
o When?
o Results?

¢ Have you had an annual pap smear? Yes No
o When?

o Results?

Colleyville Family Medicine Page 1 of 2



Have you had a Bone Density Test? Yes
o When?
o Results?

Have you had a Fecal Occult Blood Test? Yes
o When (year)?

Have you had a Colonoscopy? Yes
o When?
o Results?

When did you receive any of the following immunizations?

Flu: Pneumonia:

No

No

No

Tetanus: Hepatitis A:

Hepatitis B:

Diabetics Only:

Have you had your Hemoglobin A1C checked?
o When?

o Results?

Have you had your Urine Microalbumin checked?
o When?

o Results?

Have you had your Creatinine Clearance checked?
o When?
o Results?

Have you had your Dilated Eye Exam?
o When?
o Results?

Have you had your Foot Exam?
o When?
o Results?

Colleyville Family Medicine

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No
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