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PATIENT SS#

LAST FIRST MIDDLE
ADDRESS
CITY STATE ZIP HOME PHONE
DATE OF BIRTH AGE SEX WORK PHONE
RESPONSIBLE PARTY RELATIONSHIP
FAMILY PHYSICIAN REFERRING PHYSICIAN
EMERGENCY CONTACT RELATIONSHIP PHONE

PRIMARY INSURANCE: (circle one)
MC BC BS MA AUTO COMMERCIAL COMPENSATION

POLICY # GROUP # _ __ NAME OF POLICYHOLDER
SECONDARY INSURANCE: (circle one)

MC BC BS MA  65SPECIAL OTHER

POLICY # GROUP # NAME OF POLICYHOLDER

[ IMEDICAL ASSISTANCE: ACCESS CARE NO.
[|MEDICAL ASSISTANCE PROGRAM: STATEMENT OF RESPONSIBILITY

I/We certify that the information shown on this invoice is true, correct and accurate. |/We understand that payment and satisfaction
of this claim will be from state and federal funds, and that any false claims statements, or documents, or concealment of material

facts may be prosecuted under applicable Federal and State laws. |/We agree to pay for all physician services rendered which are
not covered by the Medical Assistance Program (MA).

[ ]SIGNATURE WITNESS DATE

MEDICARE: PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST TO
PROVIDER AND PHYSICIANS, UNDER TITLE XVill.

NAME OF BENEFICIARY HEALTH INSURANCE CLAIM #

I request that payment of authorized Medicare benefits be made either to me or on my behalf to for
any services furnished to me by that physician or supplier. | authorize any holder of medical information about me to release to the

Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable
for related services.

PATIENT, PATIENT'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN
SIGNATURE DATE TELEPHONE #

MEDICARE PATIENT’S Authorization to File Secondary Insurance:

I request that payment of authorized Medigap benefits be made either to me or on my behalf to
for any services furnished me by that physician/supplier. | authorize any holder of
Medicare information about me to release to any information needed to determine
these benefits payable for related services.

SIGNATURE NAME OF 2ND INSURANCE CO.

[ JCOMMERCIAL INSURANCE / BLUE CROSS /BLUE SHIELD AUTHORIZATION TO RELEASE INFORMATION:
I hereby authorize the physician/surgeon to release medical information to my insurance company or employer as required to
obtain payment for treatment rendered. | understand that | may cancel this authorization at any time with written notice.
ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize payment be made to physician/surgeon under the terms of

my insurance policies both with respect to hospital and/or professional services rendered to me.
PATIENT, PATIENT’'S AGENT, REPRESENTATIVE OR LEGAL GUARDIAN.

SIGNATURE DATE SSAN TELEPHONE NUMBER
[ I WORKMAN’'S COMPENSATION
-This is a compensation case. -
EMPLOYEE'S SIGNATURE DATE DATE OF INJURY (REQUIRED)
My Employer is:
TELEPHONE NUMBER
Employer's Address
STREET CITY STATE zZIP

[_ISELF PAY PATIENT:

I do not have insurance coverage and will assume responsibility for the charges.

SIGNATURE DATE TELEPHONE NO

REVISED 5/06
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Resident/Pationt Name:

Medical Record #:

Date of Birth:

1. Information provided by:

Other (describel:

Q emIPatien :

2. Allergies

Medication:
Food:
Other:

3. Advanced Directives

Q Durable Power of Health Care

QO Advanced Directives present and reviewed, copy on medical record
QO Does not have Advanced Directives. Provided information to:

Q Refuses Advanced Directives st this time

4. Reason for admission to facility

Describe:

5. Past Health History

A. Medicat Conditions Q Arrhythmia 0 Hematologicat 0O Pacemaker
Q Asthma Disorder O Pain Contro!
O Atrial Fibrillation Q Hypertension O Parkinson’s
Q Bronchitis QO HIV 0 Pneumonia
Q CAD 0 Kidney Disease QO Respiratory infection
Q Cancer Q Liver Disease Q Seizures
O CHF QO Mental lilness O Trascheotomy
Q Constipation O M.L O Traumatic Brain Injury
0O COPD 0O MRSA 0O Tuberculosis
O CVA/TIA Q MR/MI 0 uT
0 Depression Q Multiple Sclerosis O VRE
Q Diabetes Mellitus {l) |Q Neurogenic Bladder T Other
O Diabetes Mellitus {il) |O Osteoporosis
B. Surgeries Describe:
C. Injuries Describe:

D. Last Medical Exam

6. Medications

QO General Exam (date):
D_‘ VPrgm:m:

O Mammogram:
Q Other:

UHF 1006 10001 RP
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[7. Social History
A. Marital Status Q Single Q Married ~ O Divorced Q Widowed
B. Smoking History O Never smoked Q Smoked in past, but not now
G Currently smokes (amount/day):
C. Alcohotl History Q Never drank Q Drank in past, but not now
Q Drinks alcohol {amount/day/week): Q Last drink:
D. Drug History Q Never used drugs O Drugs used in past, but not now
O Lest used drugs:

Skin
Back
Other (describe)

/, the undersigned, being e licensed independent practitioner, do hereby certify that | have examined the ebove person:
Signature: Date:





[image: image4.jpg]Family Internal Medicine
Nita Rastogi, M.D.

4701 Devonshire Rd., Suite 102
Harrisburg, PA 17109

Phone (717) 540-1920 Fax (717) 540-1927
HIPPA

Consent Form

New * tient Consent to the Use and Disclosure of Health Information for
Trez - 'nt, Payment, or Healthcare Operations

(S > understand that as part of my health care, F amily
Internal Medicine originates and maintains paper and/or electronic records
describing my health history, symptoms, examination and test results,
diagnoses, treatment, and any plans for future care or treatment. I
understand that this information serves as:

The right to review the notice prior to signing this consent,

¢ The right to object to the use of my health information for directory
purposes, and

» The right to request restrictions as to how my health information may be

used or disclosed to carry out treatment, payment, or health care
operations

lund- nd that Family Intemal Medicine is not required to agree to the
restricuons requested. I understand that | may revoke this consent in
writing, except to the extent that the organization has already take action in
reliance thereon. I also understand that by refusing to sign this consent or
revoking this consent, this organization may refuse to treat me as permitted
by Section 164.506 of the Code of Federal Regulations.

I further understand that F amily Internal Medicine reserves the ri ght to

change their notice and practices and prior to implementation, in accordance
with Section 164.520 of the Code of Federal Regulations. Shouild Family

Internal Medicine change their notice, they will send a copy of any revised
notice to the address I’ve provided (whether U.S. mail or, if 1 agree, email).
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[ understand that as part of this organization’s treatment, payment, or health
care operations, it may become necessary to disclose my protected health
information to another entity, and I consent to such disclosure for these
permitted uses, including disclosures via fax.

I fully understand and accept / decline the terms of this consent.

Patient’s Signature

Date

FOR OFFICE USE ONLY

[ ] Consent received by on

[ ] Consent refused by patient, and treatment refused as permitted.
[ {Consent added to the patient’s medical record on
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4701 Devonshire Road, Suite 102
Harrisburg, PA 17109

Phone: (717) 540-1920 Fax: (717) 540-1927

SIGNATURE ON FILE

1. Tauthorize the use of this form on all my insurance submissions.

2. Tauthorize release of information to all my insurance companies.

3. T'understand that I am responsible for my bills, coinsurances, co-pays and
deductibles.

4. I authorize my Physician to act as my agent in helping me obtain payment from
my insurance companies.

5. Tauthorize direct payment to my physician.

6. 1permit a copy of this authorization to be used in place of the original.

Name (please print)

Signature

Witness

Date





[image: image7.jpg]FAMILY INTERNAL MEDICINE

4701 Devonshire Rd., Suite 102
Harrisburg, PA 17109

Phone (717) 540 —1920 www.famintmd.com Fax (717) 540 1927
RECQRD RELEASE

Date: e e

Ho.

o DOB Last four SSN_ |

hereby authorize you to release my medical records to Family Internal Medicine.

Please release all information including the diagnosis, recent consults and tests pertaining
to medical treatment rendered to me during the period of time from:

to

Signature

Print Name

Witness

| **£xxCONFIDENTIAL***+ %

This is a PRIVILEGED and CONFIDENTIAL message, intended ONLY for the use of the individual
or entity to which it is addressed. The information herein and attached hereto are confidential medical
records intended for the use of the individual or entity named above. If you are not the intended recipient of
this message, or the employee or agent responsible for delivering the message to the intended recipient, you
are hereby notified that any dissemination, distribution or copying of this communication is strictly
prohibited. If you have received this communication in error, please notify us immediately by telephone
and return the original to us by US Postal Service without making a copy. Thank you.




