Cary Healthcare Associates, P.A.

PATIENT REGISTRATION FORMS

Name

Last Tirst

Date of Birth: Age

Social Sccurityff

Address:

Street City

Mailing Address if Different:

State Zip

Home# Cell#

Worldt ext:

B-mail

BEmergency Contact Person and Phone #

Parent’s Name (If Patient is & Minor):

Mother:

Father:

Patient Gender: Marital Status:

English

Language: Spanish

Spouse Name (If applicable)
Other:

Race and Bthnicity: (Requested per Federal Guideline) Please circle one:

Ethnicity:
Race: American Indian or Alaska Native
Black or African American

Hispanic Non- Hispanic

Employer and Occupation:

Asian

‘White

Native Hawaiian

Hispanic Other

PRIMARY Insurance:

Policy Holders Name:

Date of Birth

SS# of Policy Holder
Policyit

Secondary Insurance:

Relationship to Patient
Group#

Effective Date:

}

Policy Holders Name:

Date of Birth

SS# of Policy Holder
Policy#

Relationship to Patient
Groupf# B Effective Date:

L authorize Cary Healthcare Associates to send prescriptions and refrieve medication history electronically.

Patient’s Signature

Pharmacy Naine:

Pharmacy#!




Cary‘Healthcare Associates, PA
301 Ashville Ave. Suite 111

Cary, NC 27518

Notice of Privacy Practices

Acknowledgement

I acknowledge that I have received a copy of the Notice of Privacy Practices.

I acknowledge that I have refused to accept a copy of the Notice of Privacy
Practices.

Print Name: Date;

Signature:

Signature of Patient ( or authorized Representative)



C
g

CARY HEALTHCARE ASSOCIATES, PA

301 ASHVILLE AVENUE, SUITE 111 0 CARY, NC 27518

919-233-6000 TEL 0 919-233-6052 FAX

Compound Authorization for Release of Information

federal Law states that we (Cary Healthcare Assoclates) cannot share your health information without Yyour

Signiing this form gives our office permission to share

permission, except in certain situations.
Your hiealth information with the person(s) vou have indicated

The information disclosed as a result of this authorization ma 2y
longer be protected by Federal Law,
eligibility benefits of your healthcare will not be affected if You sign this authorization, unless

Payment, enroliment or

l,

be subject to re-disclosure by the recipient and may no

the disclosure is for eligibility or enroliment determinations.

to share the following information to the listed individual
(please check all that apply)

, give permission to Cary Healthcare Associates, PA
(s)/health care provider(s) below:

[ All of my Healthcare Information (including lab & imaging results,
medications, messages, correspondence and personal health information)

1 Financial/Billing Information
[1 HIV/STD testing information
[ Psychotherapy notes and information

Name

Relationship to patient

Phone Number (if able) _|

fam aware | have the right to revoke this authorization at any time if { choose i do not want Cary

Healthcare Associates to cor

Signature of Patient or Personal Representative:

Date:

itinue to share my information. | authorize this authorization unti! |
revoke In writing by compieting the revocation form. vou sy obtain

B¢ revocation form from the office}




Cary Healthcare Associates, P.A.
OFFICE POLICIES

FINANCIAL AGREEMENTS

I understand that I am financially responsible for ALL charges incurred at

Cary Healthcare Associates regardless of third party liability (insurance
carrier),

If your insurance requires that you pay a co-pay, deductible or co-insurance you
are responsible for full payment at the time of the service.

If you have no insurance, you will be required to pay in full at the time of service.

[ understand that I will receive 3 statements (1 each month) for any outstanding
balances, and then will be placed into collections. A $20.00 “Collection Fee” will
be added to my account to cover the fees imposed to Cary Healthcare Associates
by the collection agency.

CANCELLATION POLICY

I understand that a 24 hour notice is required to cancel an appointment. A $50.00
fee will be charged when an appointment is missed without a 24 hour notice on the
1% occurrence, $100 on the 2™ occurrence, and $150 for any subsequent visits for
the calendar year.

CARY HEALTHCARE ASSOCIATES RESERVES THE RIGHT TO DISMISS FROM

THE PRACTICE ANY PATIENTS WHO FREQUENTLY MISS SCHEDULED
APPOINTMENTS.

I have read and understand the above office policies and agree to accept responsibility as
described.

Patient’s Signature: Date:

Signature of Personal Representative; Date:
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CARY HEALTHCARE ASSOCIATES, PA
301 ASHVILLE AVENUE, SUITE 111 0 CARY, NC 27518
919-233-6000 TEL 0 919-233-6052 FAX

Adult Health Questionnaire

Patient Name: Daie:

Date of Birth:

Your Current Health

Medical Conditions
Please List Any Current Medical Conditians you ave being treated for

Medications
Please List Al Current Medicarions von fake. Including the Dose and Frequency

Medication Name Dose Frequency

Allergies
Please list any Specific Drug/Environmental/Food Allersies yeu may have and the type of reaction, If reaction unknows please indicate se

Allergy/Reaction.
Care Tean
~ Ploase st aff provadees vow cavrongivaee o -
Name of Provider Specialty/Lacation
- Vaccines
Name of Vaccine Dare Received
Preumovax =

Prevnar

Shingrix (series of 2} or Zostavax (Shingles Vaccine)

Flu Vaccine
TDaP (Tetnaus Vaccine)




H,

CARY HEALTHCARE ASSOCIATES, PA
301 ASHVILLE AVENUE, SUITE 111 ¢ CARY, NC 27518
919-233-6000 TEL ¢ 919-233-6052 FAX

Screening Test(s) ' Surgeries
f Name of Test(s) Date Completed Resnlt Type of Surgery Date of Surgery
(Normal/Abnormal)
Colonoscopy
Mammogram

Pap Smear

Bone Density

'-_'F,ye- Exam

Family History

Diogop 62 onif who bas bt e faliorine msdiont condaione i vz famifon ineé Sathoy Eothor S
Flease fil ond whn fay bad the followie medical conduions i vour fa i dnchidde Mother, Foether, 81

ings. Crandparents, Aunts, and Uncles,

Condition I Family member |
High Blood Pressure -

- Heart Attack o l

Stroke

Cancer (please specify which type)

Diabetes

Thyroid Disorder

Depression

AlcoholiSubstance Abuse

Glaucoma

Any other serious illnesses

+ Marital Status (please circle):  Single Married Divorced < Widowed +Number of Children: o

-Employment (please circle):
Working/Occupation, Retired  Disabled

+ Tobacco Usage (please circle):
Never Current Smoker Former Smoker

Product Type: o How mary/day? o

Year Started Smoking: o Year Quit: ___ . )
+ Aleohol Usage (please circle):
Nevér Rarely Occasional Moderate

How many alcoholic beverages do you consume daysiveek: R
Type of Alcohol (beer, wine, liquor):

+ Seatbelt Usage (please circle): Ahvays Sometines Never

wExercise/Nutrition:

Dayshweek Types of Exercise:

Do you eat a healtly/well balanced diet: Yes No

- Susi Expostre (please circle):
Do you work regularly in the sun?:  Yes No Do you wear sunscrecn;  Ahvays Sometimes Never



301 ASHVILLE AVENUE, SUITE 111 0 CARY, NC 27518
919-233-6000 TEL 0 919-233-6052 FAX

Cb_[ﬂ - CARY HEALTHCARE ASSOCIATES, PA

CREDIT CARD “SIGNATURE ON. FlLE” AUTHORIZATION FORM

CARY HEALTHCARE ASSOCIATES, PA offers a Credit Card on Flle program as a convenlent method of paying
" for the portlon of your services that are patlent responslbliity such as copay, deductlble, and co-Insurance
expenses. Your credIt card Informatlon will be kept confidentlal and secure.

| (we), the undersigned, authorize and request that CARY HEALTHCARE ASSOCIATES, PA charge my credit

card for the balance due that my health plan has Identified as my financlal responsibliity.

This authorlzatlon relates to all charges not covered by my Insurance company for services provided to me
by CARY HEALTHCARE ASSOGIATES, PA. My card will remain securely stored for future use by Payerpath, a
secure credlt card processor afflllated with Veradigm Payments Merchant's Services that partners with
CARY HEALTHCARE ASSOCIATES, PA to collect payments. This authorization will remaln In effect until
revoked by me.In writing,

PATIENT INFORMATION -

Patlent Name: , : DOB:
Street Address:

Clty 2 Suawst ¥ State: Zip:
Home Phone: : Cell Phone:_

Emall:

CARD INFORMATION

Credlt Card Type: [ JWVisa [ ] Mastercard { ] piscover [ ] Americen Exprass [ ) HSA / FSA

" Name As It Appears on Card:

Card Number: __._ . - - “

Expiration Date: / CVV:

Printed Name;

Patlent/ Guardlan Sighature: Date:




A CARY HEALTHCARE ASSOCIATE

301 ASHVILLE AVENUE, SUITE 111 ¢ CARY, NC
919-233-6000 TEL 0 $19-233-6(

Patient Name:

DOB:

v . PORTAL: FOLLOW MY HEALTH

As of 1/172035, Cary Haalthcare Associates will be.uflizing the patient
portal for ALL patlents to communicate the following:

- Labresults -
- Patient messages
- Refill requests

This w‘illll;E;‘é'ﬂ"Hﬁq'ndatory as implementing this system will allow patients to
directly communicate with providers and staff more efficiently and
decrease missed communications.

EOI’ Aggegs:
1. CHA will send you a portal invite, which will be coming from "Follow
my Health" ‘
a. Do NOT attempt to create an account without this initial invite
2. Once an invlte Is recelved via your emdl, It will prompt you touse a
temporary password (which you will able to change once you sign
in) . :
TEMPORARY PASSWORD: 0000

Please Indicate below:

|l dlready have a portal and utilize It

| do NOT have a portal and need invite sent to:

EMAIL;

CHA Use ONLY: Invite-sent (date) . Iniials



DOB:

N

AIRE-9 *

Over the vaeks, how oftan have you been bothered More  Nearly
by any of the following problems? * . Soveral lhan half |every
(Use “"*to Indlcale your answer) Notatall days * lhedays | day
1. Litle Interast or pleasure In doing things - i} 1 2 3
2. Feeling down, depreased, or hopaless 0 1 2 3
s B R \

3, Trouble falling or staying asleep, or sleaping tao much ' 0 1 2 3
4. Fesling tirad or having liflle energy o 1 2 3
0. Poor appatite or oversaling . 0 1 2 . 3
8. Feeling bad about yourself — or that you are a fallure or 0 1 2 3

+2’have let yourself or your family down
P

l_- _T- : L] 2 . 3 -
- 7. Trouble eongentrating on things, such as reading the 0 1 9° 3
newapaper or walching television '

8, Moving or speaking so slowly that otherJaechla cauld have '
noticed? Or the opposite — belng so fidgety or restleas 0 1 2 3
that you'have bsen moving around a lot more'than uayal *

8. Thoughts th‘atyou' would be beller off dead or of hurting 0 1 9 3
yourgelf In some way ; |

FOROFFioEGCODING__ 0+ + L
=Tolal Soors;

.

If you checked off any problems, how Jdifficult have these problems made It for you to do your
work, take care of things at hoe, or get along with other people?

Nat diffioult Somewhat Very Exfremsly
at all difftout diffloult diffloult
0 0 . O o
L

ne.

" Develpped by Drs, Rebert L, Srllzer. Jansl B.W, Willlams, Kurl Irosnka and colleagues, with an educational grant fram|
Pfizer Ino, No permisslon raquired lo reproduse, franslale, dlsplay or distribule, '




CHA

Cary Healtheare Associates, PA

PRINT NAME ; DOB:

Knowing more about what is going on in. your life outside this office helps us work, with you to achieve yowr best
possible health, Please take a moment to complete this screening form,

IOUSING

] Whatly your housing sitaation today?
[.] 1 do not have houstng
[ 1 have housing today, but I am worried nbout losing housing In the future
{.J) L have housirg

Foon *

(] Within the past 12 months, you worried that your food would ruu out or dld vun out before you could buy more?
(] Oj'tén true
£] Sometmes true
[] Never true

UTILITIES

(1 In the [m.'l-t 12 months has the electric, gas, oll, or water company threatened to shut off services in your home?
[] Yes "
[} No
[2) Already shut off

. PLRS()NAL SAFETY

] How often does anyone, including family, physically, sexually, or verbally hurt you?
] Never
[ Rarely
[Z) Sometimes
() Rairly otten
[:] Frequently

() How often does anyone, incloding family, threaten you with harm?
[ Never
L) Rarely
I} Sometimes
(] Falrly often
[} Prequently

(] Do you feel snfe at home?
() Yes
2] nNo

ASSISTANCE,

J Wowd you like nuy help with any of these needs?

[7] Yes
1 No



CARY HEALTHCARE ASSOCIATES, P.A.
301 ASHVILLE AVENUE, SUITE 111, CARY, NC 27518
{919) 233-6000 FAX: (919) 233-6052

AUTHORIZATION TO RECEIVE MEDICAL INFORMATION

Print Patient’s Full Name Birth Daite {Monih/Day/Year)

Street Address ’ o

City, State, Zip Code . ) Phone (Daytime) o
At the request of the individual, I , do hereby authorize

Name of Company/Doctor’s Office

Street Address City, Siate, Zip Code
Telephone o Fax number o
TO RELEASE THE FOLLOWING:
Progress Notes ' Laboratory Reports ______Transterred Records
Specialist Cortrespondence Radiology Reports
______ Hospital Reports o EKG
Other
. Tdo .__I do not suthorize the release of information related to AIDS or HIV, psychiatric and/or psychological assessment, and

treatment for alcohol and/or drug abuse.

INFORMATION RELEASE TO: CARY HEALTHCARE ASSOCIATES, P.A.
301 ASHVILLE AVENUE, SUITE 111, CARY, NC 27518
PHONE: (919)233-6000 FAX: (919) 233-6052

PURPOSE OF DISCLOSURE:
Change of Doctor Insurance Legal:Investigation
Referral to specialist Personal Workers Comp
Other .
This authorization shall be in force and effect untl at which time this authorization expires.

1 undersiand 1 may cancel this request with written notification but it will not affect information released prior to notification of cancellation. I
uadersland the information disclosed may be subjecied to re-disclosure by ihe person or class of persons or facility receiving it would no longer be
protected by federal regulations. I understand the medical provider to whom this authorization is furnished may not condition its treatment of me on
whether or not I sign this authosization.

Signature of Individual or Guardian Date

NOTE: A processing fee may be charged. By law, maximum record copy fee is $ 0.75 per page for pages 1-25, § 0.50 per pages 26-100 and $0.25
per pages over 100,



CARY HEALTHCARE ASSOCIATES, PA
301 ASHVILLE AVENUE , SUITE 111, CARY, NC 27518
TEL 919 233 6000 FAX 919 233 6052

Authorization to Leave a Message with Protected Health Information

The HIPAA Privacy Rule permits Cary Healthcare Associates providers and staff to communicate with
patients regarding their health care. This includes communicating with patients at their homes, whether
through the mail, by phone, or via email. In addition, the Rule does not prohibit Cary Healthcare
Associates providers and staff from leaving messages for patients on their answering machines. Messages
that contain protected health information (PHI) require the patient to sign an authorization form to receive
messages by voice mail. For example, messages that contain PHI would be test results, medication
information, payment information, and treatment plans. The goal of this authorization is to decrease the
call volume and delay in communication between patients, staff and providers.

However, to reasonably safeguard patient privacy, Cary Healthcare Associates providers and staff may
limit the amount of information disclosed on the answering machine. This authorization is in effect until
canceled in writing. I understand my HIPAA rights and request that this office leave messages, including
those containing PHI, for me by voicemail at the number noted below. I understand that it is my
responsibility to keef) the practice informed of any changes to this information. This authorization is in
effect until canceled in writing.

Please check your preference below:

() Home Phone :
O Cell Phone :

Signature of Patient or Legal Guardian Re]ationship to Patient

Print Patient’s Name Print Legal Guardian’s Name if applicable

Date



