Armadillo Medical Services P.C.
420 College St., Ste A, Lafayette, TN 37083

Office: 615-688-5383 Fax: 833-984-3473
Phillip Hunt, MD
Steven James, PA
Lisa Claiborne, FNP
Mary Anne Claiborne, FNP

Authorization to Release Healthcare Information

patient’s Name:

Date of Birth:

| authorize my previous provider:

(Name of Doctor/Clinic)

to release my medical records to: ARMADILLO MEDICAL SERVICES, P.C.
420 College S., Ste A, Lafayette, TN 37083

Office: 615-688-5383 Fax: 833-984-3473
RECORDS TO BE RELEASED:
[] Entire Medical Records

[ Healthcare information related to the following treatment, condition, or dates:

[ Other:

O Yes O No

| authorize the release of my STD results,
person(s) listed above. | understand that the person
give specific written permission before disclosure of these tes

HIV/AIDS testing, whether negative or positive, to the
(s)listed above will be notified that | must
t results to anyone.

[ Yes [ No

| authorize the release of any records regarding drug, alcohol, or mental health treatment to the

person(s) listed above.

patient Signature: Date:

Witness Signature: Date:




PATIENT DEMOGRAPHICS

Dato of Birth:
@rDOB___ Today's Date! / [
m '
ent Name: - - Preferred Name:
P— First Middle
: City: State: Zip
Cell Phone: ( ) Home Phone: ( ) Other Phone: ( )
Would you like to receive text message reminders for appointments? Yes No
SS.4 Circle One: Male Female  Circle One: Single Married Divorced Widowed
e-mail: * You will receive an invitation to sign up for our Patient Portal where you can

::el:‘r;:r ofﬂce'vhil notes, get appointment information, request refills and communicate ith your provider. Please sige up for the

Decline to answer

Emergency Contacts:

Name: Relationship: Emergency Phone #: ( )

Name: Relationship: Emergency Phone #: ( )

e White I'-ll-spanicoruﬂno English Phone Call
" Biack/African American " Not Hispanic or Latino ~___ Spanish T Email

- ::: Indian/Native Alaskan ___ Decline to answer Other —__ Text Message

PAYMENT OR INSURANCE INFORMATION |

- pay: (Skip to the next section.)

Medical insuranee:
Tricare Sponsor (if applicable)
Primary [nsurance: 1.D. #: SSN #: !
Subscriber Name: Date of Birth: __/ l Relationship to Patient:
Tricare Sponsor (if applicable)
Secondary Insurance: 1.D. #: SSN #: P L
Subscriber Name: Date of Birth: / / Relationship to Patient:

. Pl'cm provider coples of all Insurance cards for us to scan.
GUARANTOR INFORMATION (FOR PATIENTS UNDER 18)

Relationship to Patient:

Name:
Address: City: State: Zip,
Cell Phone: ( ) Home Phone: ( ) Other Phone: ( Y

sv« | verify that the information I have given above is -ccorate.::d I understand that it is my

responsibility to update any of this information as it changes.

Date

Patient / Ouardian of Patient
* Please provide a phote ID for us 1o scan.




— hmb'! na‘.um'&m the release of information necessary to process an insurance claim for services

___lunderstand | must pay my so-payment/dedustible ON THE DAY OF SERVICE.

_lunderstand If | fali to pay the amount owed Armadlilo Medical Servic
o8 has the right t
- outside agency or attornay to collect tiu debt and to report the unpald amo::t m%om.:.“
{1 am a seif-pay patient, | understand that t am responsible for payment of services rendered.
| further understand that payment will be due ON THE DAY OF SERVICE.
| understand there will be a $30.00 service charge for any returned checks.

—_ I have read and understand the payment policy of this office and agree to ablde by this sald policy.

Patient/Guardian Signature: Relationship to Patient: _______
Patient Name: Date:

Narcotic Agreement

This narcotic agreement s in the best Interest of both patient and provider. | understand Armadillo Medical
Sarvices, Is not a pain management clinic. | understand that the clinic will not provide prescriptions for
treatment of chronic pain management, including but not limited to narcotic pain relievers, muscle
relaxers, or benzodiazepines (sleeping pliis, etc.). | also understand that | may be randomly drug tested by

me, | also understand that itis unethical and lllegal to give or sell my prescription medications to someone
else. If at any time | have failed a drug screen, | am aware that | will be notified by my provider. | also
understand that this compromises my patient/doctor agreement and could possible result in termination of

sald patient/doctor agresment. | understand and am fully aware of the policy that has bsen set forth by
Armadillo Medical Services and agree to abide by it

Patient Printed Name:
Patlent/Guardian Signatura: Relationship to Patient: . ——
Witness Signature: Date:

HIPPA Rights and Responsibllities (Check One)

___lauthorize Armadiilo to leave messages on my answering machine or voicemail concerning my health,
__ldo not authorize Armadilio to leave message on my answering machine or volcemail conceming my health.

{ authorize the persons listed below to have full disciosurs of my medics! Information. | understand it ls my
responsibility up:.l.t the staff know if | need t0 make a change to this list. 1 understand | will only list individuals

that | trust and that may have full disciosure of my personai heaith Information.

Name: Telephone# i Relationship:
Name: _Telephone# Relationship: . =
Name: Telephone#___ Relationship: =
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Personal Medical History
Check if you now have or have had any of the following conditions:
Cardlovascular: (Check all that apply)
__Stroke __Heart Disesse __High Blood Pressure __Mitral Valve Disorder __Pacemaker __High Cholesterol
Do you see a Cardiclogists? Yes ( No Name of Doctor; ————ESEAT—

------------------ eusasssseieise
SPcRaBuenRenIEBIIES P Y T T LT X LY LR LE LTS CT VYT TR LTI L AL L bbb epennednes

Kidney/Urinary Problems: (Check all that apply)
__Kidney Fallure __Kidney Stones __ Prostate Problems __ Bladder Problems
Do you sse a Urologists? Yes / No Name of Doctor:

For men only: __Erectile Dysfunction __Testicular Cancer
Date of last prostate axam: Date of last PSA:

-----------------------------------------------------------------------------------------

sesEEENIERREOBERERS DT T T L L LL LTI IS L LA ANRENEIIBEIRERIIVIS

__Disbetes __Diabetic Neuropathy __Diabetic Retinopathy __Diabetic Ulcers __Thyroid Disorders

Do you ses an Endocrinologist? Yes / No Name of Doctor:
Have you had a disbetic foot exam? Yes / No Date: Name of Doctor:

--------------------------------------------------------------------------------

Gastrointestinal Problems: (Check all that apply)
__Rectal Bleeding __lmitable Bowel Syndrome __Constipation _Hemia _|
Do you see a Gl Doctor? Yes / No Name of Doctor:

Kare you had a colonoscopy? Yes /No Date:

NI TNEATINIIARIAARRITIAOINIOuOEY P et Ut EN I IVEEeeROIRIOIIRIRIRINIOY reauveserey

Respiratory/Lung Problems: (Check all that apply)
_Asthma __Emphysema __COPD __ Allergies __Tuberculosis

Doyouseea puimonologist? Yes / No Name of Doctor:
Doyouseed dentist? Yes / No Name of Doctor:

llll.lll'l'll"l"l"..."l".'."Q!l resaveeny pessaegEvIVRIIC T LA LR L LA L Lt

Eye/Vision Problems: (Check all that apply)

Have you had and EGD? YesorNoDate: ____

vesegervenere P T T T ST TTR LT L ELL L L YT L L LU LR LR AL AR

__Nose Bleed __Dentures __Missing Teeth

P T Y TLLLLCL R LR AL Ll --.--oaonI-n.u-u--uuouuuu"u-n"

__Glaucoma __Wear Glasses __Wear Contacts __Wear Glasses & Contacts (both)

eenreonnENOIRIDIIIIRE shEesnIEIElRIIERIRITIRIONIE

‘llD.l.;.;l...ll..."l:l".."..-.'.l'l.ll..llll. lllllllllllllllllllllllllllll FYITILCALLEL TR LLL AL b

= =

Bleeding Disorders __Headaches ] __Lupus i) o

"mam to Anesthesia __Blood Transfusion “Measles _Mumps —_Rheumatic Fever

“Hearing Alds TUicers “Drug Abuse __Blood Clots

_Depression — Chicken Pox —_Sexual Problems “Cancer!Type:____

Do you see any other Providers? Yes or No If o please list
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Personal Medical History, continued........

Do you have sny metal piates or pins In your body? Yes or No, if Yes, Where:

Are you claustrophoblc? Yes or No

Please list and allergies to MEDICATION:
Please list other allergies:

What Pharmacy do you use?

Prescription Medication:
Nedication Strength: ~ Directions: ~ Prescribed by: Resson for taking:
Ex: Tylenol 100mg Ex: Twice a day

Tryou are @king more than 5 medications; you
out, we can get a copy

Pleass list any Non-Prescription maedications/Vitamins you take on a regular basis:

mey list the rest on the back of This sheet. If you have a flist aiready written
of It and just write “see list” on the table above.

Surgical History:
(Please the type of surgery you had done and the ysar)

Family History

Family History:

din
Maternal

Maternal

blems.

Please check the box if one of thess relatives has been gnossd with any of the following pro

Paternal

Disgnosls:

Father

Mother | Sister | Brother

Grandmother

Grandfather

Grandmother

Paternal
Grandfather

“Cancer, Breast

Cancer, Colon

cm'ecr. Ovary

Caneer,
Prostste

Cancer, Other

Heart Disoase

“igh Bicod

Pressure

Stroke

Diabetes

Blesding
Disorders

Mental
Disorders
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Femalea Patients Only:
Do you see an OB Gyn? Yes or No if so, Name of Doctor:
Date of last menstrual period: Date of {ast Pap Smear: No. of sexual partners
Have you ever had an abnormal Pap Smear? , i 50, please provide the date:
Current type of Birth Control being used, If any:

Have you had the following?

Tubal Litigation? Yes or No, Date: Hysterectomy? Yes or No, Date:
Are you under any Hormone Replacement Therapy? Yes or No Are you postmenopausal? Yes or No
Have you ever had a mammogram? Yes or No If so, date of last exam: Do you do selif breast

exam? if yes, how often
Vaccine History
Vaccine: Date Given: Place vaccine was administered:
Social History

Do you use tobacco products? Yes or No

What type of tobscco product? Cigarettes, Clgars, Chewing Tobacco, Snuff
Do you drink Alcohol? *if 80, how much? Do you use streetrecreational drugs? ___If 8o,
what

Do you exercise regularly? Yes or No
Advanced Directives for Healthcare (18 years sbova only) Examples; Living Will, Durable Power of Attorney,
Organ Donor, or DNR orders Do you have any finalized advanced health directives? Yes or No if yos, ploase

peovide a copy to keep In your chart.

‘tfyou have quit, when

wiedge. understand thet it is my responaibliity to

il the inform in this form Is true to my kno
{ agree that all the ation y N

Inform my provider of any changes In the

Date:

Patient/Guardian Signature:

FOR OFFICE USE ONLY!
Provider Noles:

patient's history form with the patient and/or guardian:

| have reviewed the following information on this
~__Date:

Provider's Signsture:
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We, st Amadillo Madical Services, understand that sometimes you need to cancel or reschedule your

appointment and that there are emeargencies. If you ars unable to keep your sppointment, please call us
as s00n as possibla (with at least a 24-hour notice). You can cancel appointments by calling the f;llowlng
number: 615-688+5383 '

T? ensure that each patient is given the proper smount of time sliotted for their visit and to provide the
highast quality care, it is very Important for each scheduled patient to attand their visit on time. As a
courtesy, an appointment reminder call to you is made/attempted ane (1) business day prior to your |

scheduled appointment. Rowever, itis the responsibiity of the patient to arrive for their appointment on
time.

PLEASE REVIEW THE FOLLOWING POLICY:

1. Please cancal your appointment with st least a 24 hours’ notice: There is 8 waiting list to see the
providers at Amadllio Medical Services and whenever possible, we like to fill cancelled spaces to
shorten the waiting period for our patients.

2. [flessthan a 24-hour cancellation Is given this will be documanted as a “No-Show” appointment.

3. Ifyou do not present to the office for your appointment, this will be documentad 35 2 “No-Show”
appointment.

4. After the first “No-Show/Missad” appointment, you will receive a phoos call or lettar warning that
you have broken our *No-Shaw” policy. Armadillo Medical Services will assist you ta reschedule

this sppointment if needed.

5. if you have 2 "No-Show/Missed" appaintments within a ona-year time period, you will receive »
" warning letter from our office and will be assessed a $25.00 no show fee.

6. f you have 3 “No~Show/Missed® appointments within a ona-year time, you will receive s second
$25 no show fee assessment. Dismissal from the practice will be considered.
*You will be notified by letter If the dismissel was approved,

i Bave read and understand Armadillo Medical Services No Show/Missed Appointment Policy and

understand my responsibility to pian appointments aceordingly and notify Armadiio Madical Services
appropristaly 1f | have difficulty keeping my scheduied appointments.

Petient Name Date of Birth | ' Dats

Patient Signature or Parent/Guardian if minor Relationship to Patient

Staff Signature Dats




