

Welcome to Middle Georgia Family Health

Last Name                                                                      First                                                                 M.I.                  

_________________________________________________         _____________________________________              ____________

Home Phone (       )  ____________   Date of Birth:      _________________     What do you like to be called?______________

Gender:   M   F       Married Status:  S  M  D  W      Social Security#: ____________________  Driver’s License # ___________

Street Address:__________________________________________________________________________________________

City  _________________________________________    State  ________________         Zip Code  _____________________

Cell Phone (      )                                             Email Address:                                                                                                  

Emergency Contact Name:  _______________________________________    Relationship to patient:___________________

Street Address:  __________________________________________________                                                                                                                              

City  __________________________________________    State  ________________          Zip Code ____________________

Home Phone (      )                                         Work Phone (       )                                          Cell Phone (       )                            

   Pharmacy Name:       

Location:                                                                                               Phone (Optional):

Employment Information          Full-time             Part-time              Unemployed               Retired             Student  

Place of Employment:                                                                                       Position:

Street Address                                                                                                                              

Zip Code & City                                                                           Office Phone  (      )                             Ext:            

Primary Health Insurance Carrier Name:                                                             Medicaid is accepted 2nd ONLY     

Copay  $                                  Group #                                                             Policy #

**Policyholder Information**(If other than self)

Policyholder Name:                                                                                            Relationship to patient:

Date of birth:                                                        Social Security Number:

 Secondary Health Insurance Carrier Name:

Copay  $                                  Group #                                                             Policy #

**Policyholder Information** (If other than self)

Policyholder Name:                                                                                            Relationship to patient:

Date of birth:                                                        Social Security Number:

Referred By:

   ○ Friend                                                                                  ○ Houston Medical Center

○ Family                                                                                 ○ Yellow Pages

○ TV                                                                                       ○ Ad Mobile

   ○  Other _____________________________

I have received a Notice of Privacy Practices for Middle Georgia Family Health.                                 _________(initail)

I agree to pay a no-show fee of $25.00 for each missed appointments without first notifying MGFH. _________(initial)



PERSONAL AND FAMILY MEDICAL HISTORY

Please check the appropriate boxes and answer the questions.
Cancer

What type?
Diabetes

Insulin Dependent/ Non-insulin Dep.
Heart Disease

Patient




Mother




    Maternal Grandmother




    Maternal Grandfather




Father




    Paternal Grandmother




   Paternal Grandfather




Siblings




· Do you use tobacco?         No        Yes, ________ packs - per day          Have you ever used tobacco?     No      Yes

· Do you use alcohol?         Never    Rarely      Social Drinker     _________ Drinks per week

· Are you allergic to any medications?       No       Yes,   type: _______________________________

Ongoing Medical Problems:

Surgeries, including year:

Are you seeing any specialists?   No    Yes,   name(s) ____________________________________________

Current Medications, including strength and dosage:

Consent for Medical Treatment

    The undersigned hereby authorizes the physician and assistants associated with Middle Georgia Family Health to furnish the necessary treatments, surgical operation, x-ray examinations, drugs and supplies, and diagnostic procedures ordered by the attending physician.  I acknowledge that no assurance has been made to me as to the results of treatment.

Authorization For Release of Medical Information

    Authorization is hereby granted to physician and assistants associated with Middle Georgia Family Health to release to my insurance company or companies, their agents, or other third party payors confidential information (including copies of records) as may be required or necessary for the completion of claim processing relative to my treatment at the center.

Assignment of Insurance Benefits and Guarantee of Payment

    The undersigned hereby assigns and authorizes payment directly to Middle Georgia Family Health of the insurance benefits otherwise payable to the undersigned.  The undersigned remains financially responsible for any charges not covered by this assignment of insurance benefits and personally guarantees payment of any amounts not paid by insurance.

___________________________________________________                                   ___________________

Patient                                                                                                                              Date

_____________________________________________________________________

Guarantor/Authorized Person

Authorization for Use or Disclosure of Protected Health Information

Choose either A or B

A.  I do not authorize the use/disclosure of health information about me ________ (please initial) 

      (please skip to signature line if you chose option A)

B.  I do authorize the use/disclosure of health information about me as described below: 

      (please complete numbers 1 thru 3 if you chose option B)

       1.  Person(s) or class of persons authorized to use/disclose the information:  (please check)

· Employee of Middle Georgia Family Health

___________________________________________________________________________________                  

2. Person(s) or class of persons authorized to receive the information: (please list)

Name:






Relationship:


DOB or Last 4 SSN:

Name:






Relationship:


DOB or Last 4 SSN:

Name:






Relationship:


DOB or Last 4 SSN:

Name:






Relationship:


DOB or Last 4 SSN:

Please use another sheet of paper if needed to add additional names of authorized parties to receive protected health information.

3.  Description of information that may be used/disclosed:  (please check)

· All health information, past and present, no exclusions.

· Appointment dates and times only.

· Other (be specific):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This authorization is valid until written withdrawal.  

______________________________________________                    ________________

Print PATIENT’S Name                                                                         Date of Birth

______________________________________________                    ________________

PATIENT’S Signature                                                                            Signature Date

_____________________________________________                      ________________

WITNESS                                                                                               Date

