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FINANCIAL POLICY

Your health insurance coverage is a contract between you and your insurance company.
Your services will be submitted to your health insurance company as long as you have
provided us with proper information to do so. It is your responsibility to present your
insurance card to the receptionist prior to seeing the physician each time you visit our
office.

All co-pays, patient percentages (10%,20%, etc.) and /or deductibles are due at the time
of service. Failure to pay the co-pay at the time of service may result in additional
charges. Payment may be made by cash, check, or Visa/Mastercard.

Regardless of insurance status, any date of service over 90 days will be switched to
patient responsibility and will show up on your monthly statement as patient due. This
will prompt you to investigate why insurance payment has not been made and resolve any
problems which may exist. You may need to set up a payment plan to keep your account
from falling into collection while resolving insurance issues. Patients whose accounts are
sent to our collection agency will not be readmitted to the practice.

Signature of Patient (or person responsible for account)

-Date:



FINDLAY FAMILY PRACTICE

PATIENT INFORMATION
Please Print Clearly

Birthdate: - - Sex: M F
Patient Name: Last, First Middle MO DAY  YEAR {Circle One)

Marital Status: ¥ S8 w D SEP
Address: Street, R.D. #, Apt. # (Circle One)

Phone: Home:

City State Zip Code
Work:

Patient Social Security # Cell:
Person Responsible for Account: Relationship:
Driver’s License #: State: - -

Responsible Party Social Security # {if not patient)
Employer: Address (if different from patient):
Address:
City/State/Zip:

Medicare/Medicaid Number or Primary Insurance Company

Policy Holder Name: Group #:. 1D #:
Family Members Within Household:
Name: Last, First Middle Birthdate (Mo/Day/Yr) Relationship
1.
2.
3.
4.
5.
6.

Others living in your home:

Closest Relative NOT living with you: Relationship:

Address: Phone:

MEDICAL HISTORY: Circle one:

1. Are you taking any medication

(prescription or over the counter)? Y N List

Do you have any chronic disease(s)? Y N List

Do you have any allergies? Y N List

How much do you smake?

How much do you drink?

A WN

Do other members of your family have Y N

any health problems? List:

7. s there other health information the

doctor should know (including surgeries)? N List

Signature (person completing form): Date Form
Relaticnship, If not patient: Completed:




Findlay Family Practice, Inc.

Patient Name: Birth date:
{Please Print)

Address: City: Zip:

Patient SS#:

Email:

PATIENT CONFIDENTIALITY

In general, the HIPAA privacy rule gives individuals the right to request to restriction on uses and
disclosures of their protected health information (“PHI™). The individual is also provided the right to
request confidential communications or that a communication of protected health information be made by
alternative means.

1 authorize the offices of Findlay Family Practice to leave medical information pertaining to my care

by the following methods and 1 will assume responsibility for notifying the office of Findlay Family
Practice whenever this information changes.

I wish to be contacted in the following manner (check all that apply):

Verbal communication:

_ Home telephone # May leave message with detailed information: Y N
___ Cell phone # . _May leave message with detailed information: ¥ N
___ Work phone # May leave message with detailed information: ¥ N

Appointment reminders:
_ Textcell phone #
_ Leave message on land line #

I permit the Practice to discuss and disclose my PHI (Protected Health Information) to the following
individuals;

Name: Relationship:

Name: Relationship:

Other: 3

Emergency Contact Name: Phone:

[nsurance Company:

Name of person insurance is through, and relationship:

Employer that the insurance is through:

If under the age of 18 years old, parent or guardian maust sign,

Patient/Guardian Signature: 3 __ Date:
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Findlay Family Practice, Inc.
Notice of Privacy Practices for Protected Health Information
Acknowledgment of Receipt of Notice of Privacy Practices

| have received the Practice’s Notice of Privacy Practices and understand
that my protected hedlth information may be used by the Practice as
described in the notice.

Patient Name:

Date of Birth:

Patient Signature: Date:

N-13



Enter Practice Name

Notice of Privacy Practices
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FINDLAY FAMILY PRACTICE INC
1725 WESTERN AVE SUITEA  FINDLAY OH 45840  419-423-4994  FAX: 419-423-4110

1450 MANOR HILL RD FINDLAY OH 45840 419-420-7855 FAX:419-420-7859
Limited Patient Authorization for Disclosure of Protected Health Information Form 7.31
Please print all information. Form must be signed and dated each year. Revised 9.15
Patient Name: ~ _
Address:

City: State: Zip: Phone:
38N (last four digits): B Date of Birth: )

Entity Requested to Release Information:

Purpose of request (who will be authorized o receive information) - | authorize the entity identified above to disclose or
provide protected health information, about me to the individual(s) listed below.

Who will be authorized to receive information {list the individual/entity who is to receive your PHY}:

individual/Entity Name:

Address:

Phone:

Description of information to be disclosed - | autharize the practice to disclose the following protected health information
about me to the entity, person, or persons identified above:

O Entire patient record; er, check only those iterns of the record to be disclosed:
{only 2 years will be sent unless otherwise indicated.)

O office notes O nursing home, home heaith, hospice, and other physician records
O labresulis, pathology reports O record of HIV and communicable disease testing

O xrays D record of mental health or substance abuse freatment

a

financial history report (previous 3 years only). O Only send the following:

Purpose of disclosure [please record the purpose of the disclosure or check patient request):

O Potient Request O Other {please specify):

» This authorization will expire at the end of the calendar year of your last signature below, unless you specify an earlier termination. You
must renew of submit & new authorization after the expiration date to continue the authorization. Please list the date of expiration if
earlier than the end of the calendar year: __

s You have the right to terminate this autharization at any fime by submitfing a written request to our Privacy Manager. Termination of this
authorization will be effective upon wiitten notice, except where a disclosure has aready been made based on prior quthorization.
» The practice places no condition to sign this authorization on the delivery of hedlthcare or treatment.

- We have no confrol over the person(s) you have listed to receive your protected heaith information. Therefore, your protected health
information disclosed under this gutharization may no longer be protected by the requirements of the Privacy Rule, and will no longer be
the responsibility of the practice.

patient or representative signature date

You have the right to receive a copy of signed authorizations upon reguest,
*May be a fee for records



