White Plains Primary Care LLC

Consent to Treat Form

1.1 ____ (patient name) give permission for White
Plains Primary Care LLC to give me medical treatment.

2. | allow White Plains Primary Care LLC to file for insurance benefits

to pay for the care | receive.

1 understand that:

» ‘White Plains Primary Care LLC will have tosend my medical record
information to my insurance company..

s | mustpay myshare of the costs.

‘& | must payfor the cost of these services if my insurance does not pay; or |
do not have insurance. ‘

- 3. Lunderstand:

e | havethe rightto refuse any procedure or treatment.
e | havethe right todiscuss all medical treatments with my clinician.

Patient's Signature Date

Patient of Guardian Signature: -

: _ . Date
{for children under 18} :



Patient Name:

White Plains Primary Care
,:ﬂat@ of Birth: i / - /

 Address:

City:

_ State: _Zip Code:, ) Sex:

Cell Phone:

_ Home Phone: _

Work Photie;

Email Address:

Preferred Method of Contact:

Marital Status:

___Photie __

Bmail Employment:

Security No 4

Race:

__American Indianor Alaskan Native _

_Asian___ Btaek or Afncan American __ White

__Native Hawaiian or other Pagific Islander

Ethnicity:
Preferred Language:

__Hispaniceor Latino _

__ No Hispanicor Latmo

How were you referred to us?

City: . Z:p(ode*‘

Primary Insored Name:

Insurance Information

Relationship to Patient’s Palicy Hol

1

Insurance Company:

Group ID;

Secondary Tnsurance Comparly:

Emergency Contact:

ID:

__ Phone Number;____

Relationship to Patient:

Private Insarance Assigiment of Beefits

Patient Financial Responsibility

Lacknowledge full financial respotisibi ity for services

turned over for-collections, all costs (inclu“
balande: 1 have read and Tally iiderstand thé abas

Patient Signature:

nentand ﬁnancml.resz)onsxba h_t_y

Date: /| __




~ ) Social History:
‘DrugUse __¥Y_N:D Dmg of Choice
‘Exercige Habits:(How Mary Times
Alcohol Use: __Non<Drinker __Social Drink
| Recovering Alcoholic

Diet Salt Intake' (Ammt Used) | bmali Meeimm Large
E.arly Morm:ag Awake.;,“f; i Y N

. Caffeine Use. Y N:Servings Pgrkf}ay-__m“
o _Henve Aleohol Consumption

Al

,( Advanc.egi Dl,rectivqs\,\__.“_ o

Wonien Only:

LMP: /[ Pregoant; Y N Plaming Pregoancy: Y N, «i';f‘éyes‘wth’i .

No.of Pregnancies: No of Miscartiages: ___No. of Abortions:
No..of C—Smtiens,* ... No, of Living Births: ___ No.ac,f Ectopx.cal’mgnancmls; e
- LastPAPSmear: /. /" ,Was,ﬂl,a.stfPAP nc»rmal:._m_?i’.__.;N

, , *  Family History:
Disorder: MFSBC . Heart Disease: B C
! MFSBC , Kidney Disease: MF 8B C
Diabetes: .. MFSBC Mental Hlness: MFESBC
. Eplepsy:. MESBC ) Osteopomszs MF SBC
‘Glaucoma; MFSBC - ’ Stroke: MESBC
‘High Blood Pressure: MF S B C Thyroid Disease: MESBC .




__DateofBirths__ [}

| ChiefComplaint «
" Carrent Medicﬁan&:;/

| Allﬂl‘gm‘ AT
Past Medical History

Last Colonoscopys,_.. . Last Mammogram (Women Only):_ R

Last EKG:__ . e Last Eye Exam;, f’ I ‘

,‘Laxt FnotExam — LaStAlc (m-mabetics, Dlal,wﬂcs)w "
T e ' \ RhaumaﬂcFevew-

“ y quant

Prodiabeles -
"Diﬁonlty Bmthing f"
s fDiZziness/Fainﬁng
/ ; i;iN,;Bpilépsy o
Y | N| Glaucoma
N
N

Headache "IN

“High Blood
Prossuje
‘Imontiheme

Tuctose
‘ .lntolemnaﬂ
Migraines

Osteopomsié ik

gzz zz z zz zzz

el | x: ‘ —4 ] v<v | %

Previous Sumgﬁﬁéslﬁoépﬁﬁﬁzuﬁons; “

Smoking Statusy
Tobaceo User: _Yeés. No *  Haveyouihad Second Hand smakeexposme’?_*YMN
__Curront Everyday Smoker __ Cutrent Some Day Smoker __ Heavy Tobacoo Smoker

__ Light Tobacco Smoker ' NeveraSmoker - __Former Smoker
- No. onears ¢ . Packperday . . th Date



A Compliant Authorization for Release of Medical
Informatmn Pursuant to CFR 164.508

patewt:____ DateofBieth /[

Address;

Cibys. e State: ... Zip Code:

Release From:

Phove: _______ Fax_

Address;__

Cibyr _State: Zip Code:_

Release To: [} Jennifer McManus, DNP, CRNP, FNP-BC, CARN-PA
- 50 Post Office Rd, Suite 304
 Waldoxf, MD 20602
Office (240) 349-2448

Please Fax Records’ to {240) 349~2243

' Progress Nuteq | N Laboratory Reﬁults T

_Radiomgy' T Haspiml

" AllRecnrds T  Otice Visit

Dates-of Records:Requested:_

X hereby authorize the release of the above requested records. This request will expire one
year from the date signed.

Signature:

Printed Name::

Date: [/ ./




ion for Release of Health information

{, or my authorized representative, requestthat health information regarding mycare and‘treatment be'released
as set forth oni this form:

tnaccordance -with Maryland State law:and the Privacy Rule of the' Health insurance Portability and
- Accountability Act of 1996 (HIPPA), L understand that;

‘1. White:Plains Primary Care uses,Sure’:‘icriptsz-as. a prescription system that allows prescriptions-and related
information to bieexchaniged between my providersand the pharmacy. The information:sent between these:
information will be tilized to: White Plains Primary Care.

S:g_quriﬂ tion qi;'sddsé,d under this a;githp'rii;atiép‘ mig@zbe te-disclosed -by':ha~rﬁrec;pse.nt,:¢arsﬁ thisre-disclosure may.
no longer be protected by:State:and Federal Law.

6. This authorization does not authorize White Plains Primary Care to discuss my health information of medical
care with:anyone otherthan those permitted under applicablelaw.

Patient’s Printed Name:.

Patient’s Signature: _ __Dater__ /|
(Signature of patient:or: representative:authorized by law)

Relationship to Patient:

WitnessSignatures________ vae_J_J




Medical Information Release Form
{ HIPPA Release Form}

Name: _ — __ DateofBirth:

Release of Information

_____tauthorize the release of inforn
“rendered to me and claiminf

\ation including the diagnosis, records, examination
mation. Thisinformation'may be released to:

Spouse;

Children: ___

Other:

\ Information is not to be released to.anyone.

Please:call

___Myhome ___ Mywork ____ MyCell Phone:

{f-'unable toreach:me:
_ You may leave a detailed message.
___ Please leave a niessage asking me to return your call.

.. Other

The besttimetoreachmeis(day) . between{time).

Signature: e Date:




Appomtmentvoi $70.00-dollar fee for aPh xam (Wellnes: utng ng hmite
Operative Visit, if not canceﬂed 48-hours in- advance (busmew day) of the time of my dppomtment

I understand the doctorlls: staff has no responsibility to notify me subsequent to my having: made: my
‘appointient. '

Print Name:,

- Signature:.

Date:

Collections Policy for Non-Payment

1 understand that services 'maynot be covered by my insurance and I agree to pay for these services or
supplies-rendered, to include butnot being limited to Deductibles, Co~Paya, Co-Insurances: I understand
that in the-event these servicesare not paid in full, in a timely manner ‘that they will be sent to g'collection

agency and I will be responsible for affiliated fees over and above my unpaid balance; to inclnde but not-
being limited to a 30% Collection Fee.

Print Name:

S1gnature s

. Date: _

‘White Plains anary Care (Tennifer L. McManus; C.RN.P.) strives to pmvxde exceptional care to all patients without
prejudice and discrimination, if for2 any reason, payment cannot be madein full, contact thie office 240-349-2448 to make.
payment arrangements. Weekly; ] 3i-W .7 é)nﬁd,__fzpayment plans are available on a case: by casebasis,




Referrals and Refills

NAME: . e DATE: ..

Dear Patlents:

" ‘Westrive to-have an efficient and organized office. Patient care is of the utmost importance. Please read
the following ﬁhanges to ouradministrative and medication reflll procedures, If youshould have any
‘questions:and/or suggestions, please fee! free to talk to any of ourstaff. Please miﬁai after each
pmcedure

1. Please allow 48 hoursfor prescription r.eﬂitﬁreqaest.

2. Please allow 48 h T reforrals, Pléase bé aware gFthe protocal related to your. particuiar
insurance with regardsto referrals,

3. All messages are checked at the beginning of each business day. We do our best to have all calls
returned before closing, but there are times that the callsimay be returned the

4, Therewill’be a$30:00 charge for-any administrative forms. This Includes: Employmani and
Disability forms. :

14

Pleas Note: D, McManis WILL NOT bé in the office on Fridays. It Is an administrative day and patients
are not'seen:

Thank you for your time ad cooperation..



