Registration Form

Patient Name:

Date

Patient Information

Date of Birth:

Home Phone: Cell Phone: Last Four Digits of SSN:
Address: City:
State: Zip Code: County:

Ethnicity: IJ Hispanic, Latino or Spanish origin [J Non Hispanic, Non Latino or Non Spanish origin
Race: [ African American/Black [J Caucasian/White [J Middle Eastern [J Asian [ Greek [J Hispanic

O Indian O More than one race [ Native American Indian [ Native Hawaiian or other Pacific Islander
Marital Status: OS OM ODO W Gender:OMOF

Preferred Language:

Interpretor Need: J YON

Insurance Guarantor: (I Self [ Parent [ Other

Patient Employer:

Occupation:

Employer's Address:

Work Phone:

Preferred Method of Communication: JHome O Work [ Cell O Portal d Other:
Do you approve to receive appointment reminders and text messages: [JYes [J No

E-Mail Address:

Legal Guardian - 1
Name:

Relationship:

[J Address Same as Patient
Address:

City:
Phone:

State: Zip:
Cell:

Legal Guardian - 2
Name:

Relationship:

[J Address Same as Patient
Address:

City: State: Zip:

Phone: Cell:

Emergency Contact Name:

Emergency Contact Address:

Emergency Contact Phone Number:

Relationship to Patient:

Do you have an Advance Directive or a formal document indicating who your Durable Power of Aitorney is for

health care decisions? [ Yes [No

If no, would you like the physician to provide you information on Advance Health Care Directives? [ Yes

Pharmacy

We are now able to transmit your prescriptions electronically. Please list your pharmacy information

below:
Local Pharmacy:

Phone Number:

Address:

O No

City:

(street address if known or main road with closest cross street)

Mail Order Pharmacy:

Phone Number:

Address: City:

State: Zip Code:




Registration Form

How did you hear about us? [ Physician [ Family O Friend [ Website [0 Ac

[ Other:
} Primar;' Ca;z Family Physician ReferrmgPhys_:lc;an O Is My Primary Family Physician |
| Name: Name:

Address: Address:

City: State: Zip: City: State: Zip:

Phone: Phone:

Primary Insurance: Group # ID#

Subscribers Relationship to Patient: [J Self [ Parent [ Spouse [ Other

Subscriber Name: Subscriber Date of Birth:
Sex of Subscriber: CDMale CDJFemale  Subscriber Address:

City: State: Zip:
Secondary Insurance: Group # ID#

Subscribers Relationship to Patient: [ Self [JParent [ Spouse [ Other
Subscriber Name:

Subscriber Date of Birth: Sex of Subscriber: [OMale O Female  Subscriber
Address:
City: State: Zip:

Other Insurance: [ Vision [ Dental [O Other Medical
Subscribers Relationship to Patient: [ Self [0 Parent [OSpouse [ Other
Subscriber Name: Subscriber Date of Birth:

If patient is being seen due to injury please complete the following:
Injury at work  Date: Froma Olift Cltwist O fall O bend Opull Oreach
Claim number:

Name and number of case worker/adjuster:

Auto Accident  Date of Accident: State of Injury:

Claim number:

Name and number of case worker/adjuster:

Patient Signature: Date:
Print Name(s) of Legal Guardian: Phone Number:
Responsible Party Signature: Relationship:

(if patient is minor or has guardian)



WAYNE HEALTH

GENERAL CONSENT FOR

Print Patient Name (Last, First, Middle Initial) Date of Birth

PLEASE READ THIS ENTIRE G :ONS £

1 give permission to the physicians, employees, and other people who work for or represent Wayne Health to provide
me with health care senvices. These services could include things such as tests to determine whether I am sick, physical
exams, surgery, and normal medical tests and procedures (c.g., blood tests or flu shots). My physician will help me
decide what services or supplies I will need. T understand that Wayne IHealth's physicians, emplovees and other
people who work for or represent Wayne Health make no promises about the type of results I may have from any of these
medical services or treatments. I also understand that Wayne Health helps train physicians and other health care
professionals and that students and physicians-in-fraining might be involved in my medical care.

If my physician thinks I should have a specific medical or surgical procedure, I understand that my physician will
describe this procedure to me and explain how it will help me. I also understand that my physician will tell me about the
negative things that could happen as a result of the procedure, as well as any other types of treatments or procedures that
could help me.

INFECTIOUS DISEASE TESTING

ConNseENT For Br.o

I give permission to Wayne Health to test me for an infectious discase in my blood. Infectious diseases that can be carried
in the blood include hepatitis, Acquired Immune Deficiency Syndrome (*AIDS”), and Human Immunodeficiency Virus
(“HIV"). T understand that the results of these tests will be put in my medical record and will be kept private. 1 also
understand that if I do not give permission to Wayne Health to do these fests, Wayne Health cannot refuse to provide me
health care services, just because I did not agree to have these blood tests.

[ Yes. Igive permission to Wayne Health to test me for an infectious disease in my blood.

[J No. I do ot give permission to Wayne Health to test me for an infectious disease in my blood.

I understand that my medical information may be used by Wayne Health and shared with other people or organizations,
such as my insurance company and other health care providers, if the information is nceded for reasons related to
treatment, payment, or health care operations. I also understand that Wayne Health might need information from
other people or organizations that have already given me medical care. If Wayne Health needs that information 1o help
give me medical care now, [ give permission to those other people or organizations, such as a hospital, another
physician, a managed care company, or a pharmacy, to give Wayne Health any and all of my medical information,
including any information that is on paper and in a computer. I understand that the Wayne Health Notice of Privacy
Practices has more information about how my medical information could be used and shared.

FM.021 — General Consent for Treatment, Release of Medical Information, and Financial Responsibility Form
Effective: 02/11/2010
Reviewed: 03/21/2021



WAYNE
HEALTH

(] [ have received a copy of the Wayne Health Notice of Privacy Practices.

[ I have been given the opportunity, but do not want to receive a copy of the Wayne Health Notice of
Privacy Practices.

In exchange for the medical services provided to me by Wayne Health and its physicians, T agree to pay the Wayne Health
medical bills when they are due, even if the services 1 receive will not be paid for by my insurance company. If I am
late in paving the Wayne Health bills, and my account is given to a lawyer or a collection agency, [ understand and agree
that I will be responsible for paying the attomey’s fees, court costs, and any financial penalties the collection agency
and/or court may award to help collect the amount(s) I owe to Wayne Health. I understand that my insurance company
may require that [ get permission before I receive health care services from Wayne Health, and it will be my responsibility
to make sure I get this permission from the insurance company. When Wayne Health bills me for medical services that
are not paid for by my insurance, [ agree that I will pay those bills to Wayne Health.

~ SN

I give Wayne Health the right to receive all of the money that my insurance company would normally pay to me for
any services I receive from Wayne Health. T understand that any positive balance in my Wayne Health account may
be used by Wayne Health to pay any amount I owe Wayne Health for services I receive. If there is any amount remaining
in my account after paying for what I owe, Wayne Health will pay (refund) that amount to me.

T TN

I understand that the information in this General Consent form describes the relationship between me, the patient, and
Wayne Health, the health care provider. I agree that the terms of this consent will continue to apply to me and will remain
in cffect during the time that T am being cared for by Wayne Health and its physicians, even though my treatment may
involve more than one visit to Wayne Health/its physicians and may last for a period of time.

By signing below, I am saying that I have read and understand this General Consent, and I agree that the terms will
apply to me. I understand that I have a right to take away (withdraw) my censent/authorization at any tine, unless
Wayne Health has already dene something based on my carlier consent/authorization or Wayne Health has the legal
ability to do something without my consent/authorization.

[Signature of Patient or Patient’s Legal Representative if Patient unable to sign] [Date]

[Title of Legal Representative / Relationship to Patient unable to sign]
g I P g

[Address including street, city and zip code]

[Phone Number]
Reason, if Patient is unable to sign:

Il Physical/Mental Condition
] Minor (under 18 years old)

O Other:
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Authorization for Wavne Health to Release Health Information

Name ol Patient: D.OB.: / /
WAYNE HEALTH may disclose the following health information about me (“my health information™) pursuant to 45 CFR
164.508(c): (Date Range: to )
D Entire Record D Billing Information
D Laboratory Results D Other (specific)

[

fn

| I authorize the release of information to Wayne Stale University for the purpose of fundraising and/or marketing
activities.

I request and authorize Wayne Health to release healthcare information of the patient named above to:

Lj Name Relationship to Patient
D Name Relationship to Patient
D Name Relationship to Patient

The purpose(s) for the use or disclosure of my health information is:D At my request DOlher -

This authorization will expire twelve months from the date of my signature, or upon such other specific date or event
indicated below:

|:|Olhcr date D Event

I understand that my health information may contain information relating to sexually transmitted diseases, acquired
immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV), hepatitis, tuberculosis, behavioral or mental
health services, and treatment for alcohol and drug abuse.

I understand that I have the right to revoke this authorization at any time, except to the extent that WAYNE HEALTH has
already relied on it. T understand that if I decide to revoke this authorization, I must notify WAYNE HEALTH of my
decision in writing.

I understand that my health information disclosed pursuant to this authorization may be subject to redisclosure by the
recipient and may no longer be protected by law.

I understand that WAYNE HEALTH will not condition treatment, pavment, enrollment or eligibility for benefits on whether
I sign this authorization.

10. 1 AUTHORIZE WAYNE HEALTH TO DISCLOSE MY HEALTH INFORMATION AS DESCRIBED ABOVE.

If singed by Patient: If signed by Personal Representative:
Signature: Signature:
Date: Printed Name:

Relationship to Patient:
Date:




