Patient’s Legal Name:

PATIENT REGISTRATION

(Last)

Preferred Name:

S.S. #:

(First) (Middle Initial)

Due to updated Federal guidelines, we are required to obtain specific patient information. Please make sure you answer guestions 1-7. Thank you.

(1) Patient’s Birthdate:

(4) Race (Check One)

0 American Indian/Alaska Native

O Asian

o Native Hawaiian or Pacific Islander

o0 African American or Black
o Hispanic or Latino

Local Address:

(2) Marital Status: (3) Patient’s Gender:

(5) Ethnicity (Check One) (6) Primary Language (Please List)

0 White o Not Hispanic or Latino

0 Other Race . . . o
. o Hispanic or Latino

o Declined

o Declined (7) Preferred Method of Contact:

o Portal Email o Letter o Primary Phone o Secondary Phone

Billing Address:

Primary Number:

Email:

Address:

Home number:

Email:

Address:

Home number:

Email:

City: State: Zip Code:
City: State: Zip Code:
Secondary number:
May we contact you via Patient Portal? Yes No
Employer Name & Address: Occupation:
If Patient is under age of 18, please fill out the next two sections:
DOB: SS.#
1. Father’s Name:
(Last) (First) (Middle Initial)
City: State: Zip Code:
Work number: Cell number:
Employer Name & Address: Occupation:
2. Mother’s Name: DOB:___ SS.#
(Last) (First) (Middle Initial)
City: State: Zip Code:
Work number: Cell number:
Employer Name & Address: Occupation:

Name of Other: o Stepmother o Stepfather o Grandparent o Foster Parent 0 Legal Guardian o Power of Attorney
Name: Gender: DOB: SS.#:
(Last) (First) (Middle Initial)
Address: City: State: Zip Code:
Home number: Work number: Cell number:

Email:

Employer Name & Address:

Occupation:




EMERGENCY CONTACT INFORMATION

Name:

. Relationship:
(Last) (First)
Home number: Work number: Cell number:
PHARMACY INFORMATION
Preferred Pharmacy: City: State:
Preferred Mail Order Pharmacy:
Phone number:
Address:
INSURANCE INFORMATION

Name of Primary Insurance: Effective Date:
Subscriber’s Name: Birthdate:

(Last) (First) (Middle Initial)
Policy / Identification # (Include Alpha Prefix, if applicable): Group #: Copay:
Address: City: State: Zip Code:
Customer Service Phone #: Relationship to Patient:

Effective Date:

Name of Secondary Insurance (If Applicable):
Subscriber’s Name: Birthdate:

(Last) (First) (Middle Initial)
Policy / Identification # (Include Alpha Prefix, if applicable): Group #: Copay:
Address: City: State: Zip Code:
Customer Service Phone #: Relationship to Patient:
Tertiary Insurance (If Applicable) : Effective Date:
Subscriber’s Name: Birthdate:

(Last) (First) (Middle Initial) ’
Policy / Identification # (Include Alpha Prefix, if applicable): Group #: Copay:
Address: City: State: Zip Code:
Customer Service Phone #: Relationship to Patient:

FAMILY ASSOCIATION INFORMATION
- (Please list names of all household members and their birthdate. Thank You.) —
Name Birthdate

| acknowledge the above Insurance/Demographic information is correct and that regardless of my insurance status | am solely
responsible for payment of any professional services rendered to me, or on my behalf, whether or not paid by my insurance
company.

Signature of Patient or Legal Guardian: Date:

Printed Name: Relationship to Patient:




Pullman Family Medicine Health History Questionnaire
Thank you for your interest in our practice. We ask new patients to complete this form. All questions contained in
this questionnaire are strictly confidential and will become part of your medical record.

Name (Last, First, MI): Date of Birth:

Address: Phone Number:

Date of last primary care visit:

Who would you like to see? (Specify if preference. Leave blank if no preference):

Main reason(s) you would like to be
seen:

Current medical conditions:

Past medical conditions/ surgeries (no
longer requiring treatment):

Review of Systems - Please list briefly any current symptoms

Skin: Back or joints:
Head/Neck: Intestinal:
Throat: Bladder:
Lungs: Circulation:
Chest/Heart: Other:

Describe any recent changes in:
Weight: Energy level:
Mood: Other concern:

Allergies to Medications

Medication Name: Reaction: Comments:

Current medications- List all prescriptions, over the counter drugs, vitamins and supplements

Name of Medication Strength (Dose) How often taken?

D I Do Not Take Any Medications. (Please initial box)

Patient Signature Date



AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMAITON

Patient Name: Previous Name(s):

Phone number: Date of Birth: Social Security #:

Information to be released:
All health care records in last 3 years and pertinent chart information (i.e. Immunization Record, Growth Charts, Op Notes)
All health care information related to the following treatment/condition:

Vaccines/Immunizations

The following protected areas of healthcare records require specific authorization and will be excluded from the information
released unless specifically authorized below. | request that the following information be included in this medical release (please
initial each line you wish to be included);

_____HIV/AIDS _____Sexually transmitted diseases

_____Psychiatric disorders/mental health _____Drugand/or alcohol use

Purpose for release (at least one box MUST be initialed):

Coordination of Healthcare/Transfer of Care Payment/Insurance Claims
Personal Use/Patient Request Life Insurance/disability Insurance
Employment Attorney/Legal Request
Academics Other
Information to be released FROM: ****if any section below is left blank this release will be denied***

Name/Title/Organization:

Address: City State: Zip:
Phone: Fax
Information to be release TO: ****if any section below is left blank this release will be denied***

Name/Title/Organization:
Address: City State: Zip:

Phone: Fax
Completion of this request can take up to 15 business days from date of receipt.

My Rights:

I understand | do not have to sign this authorization in order to get health care benefits (treatment, payment or enrollment). | may
revoke this authorization in writing. If | did, it would not affect my actions already taken by Pullman Family Medicine, based upon
this authorization. | may not be able to revoke this authorization if its purpose was to obtain insurance. Once health care
information is disclosed, the person organization that receives it may re-disclose it. Privacy laws may no longer protect it.

This release shall expire on: (PLEASE INITIAL ONE ONLY)

Specific date: / / Specific event:

90 days from today 1 year from today
Patient or legally authorized individual signature Date Time
Printed Name Relationship to patient

915 NE Valley Rd Pullman, WA 99163 * 509-332-3548*509-336-7666 updated 04/05/2017 LD



Notice of Privacy Practices Acknowledgment

Pullman Family Medicine has a responsibility to protect the privacy of your health care information and to provide a
Notice of Privacy Practices that describes how your health care information may be used and disclosed, how you can
access your health care information, and whom to contact if you have questions, concerns, or complaints.

We may change the Notice of Privacy Practices at any time, and you may contact our Privacy/Compliance Officer at
509-332-3548 to obtain a current copy of the Notice of Privacy Practices or to ask questions.

By my signature below, | agree that | have been offered the Notice of Privacy Practices of Pullman Family
Medicine.

Printed name of patient Patient’s Date of Birth

Patient or legally authorized individual’s signature Date Time

Printed name if signed on behalf of the patient Relationship (parent, legal guardian, personal representative)

This form will be retained in your medical record.

For Office Use Only
Office staff complete below:
| have attempted to obtain the patient’s signature on this form, but was not able to obtain it for the reason(s) listed

below:

Date: Staff member initials:

Reasons:

May 2013
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