1831 Reservoir Street, Harrisonburg, VA
REGISTRATION Phone: 540-433-9151 Fax: 540-433-0547

S LU R SR g g i Xus 8 | harrisonburgfamilypractice@gmail.com

Name: Date of Birth:
LAST FIRST MIDDLE INITIAL " o .
Celi and/or Home Phone:
Address: City: Sex: M F
State:  Zip: Martial Status: M S D W

Social Security #:
Employed: Yes No Retired Student

Employer: Phone:
Student school: Phone:
Race: Or (circle) White Native American Other Black Asian Unknown Pacific Islander
Preferredlanguage: ~ Ethnicity:  or(circle) Hispanic Non-Hispanic Unknown
*Davenn racnancilhla faAr lill.
rCiovii g CDFUI IINIT IV VI,
Address
DOB: SSN: Phone:

Relationship to patient: Self Spouse Child Other

Primary Pharmacy:
Consent to access previous medications and/or *PBM (circle) Yes No

*(Pharmacy benefit management) helping negotiate affordable pharmacy options

RELEASE OF INFORMATION

| authorize Harrisonburg Family Practice to disclose my protected health information (PHI) to
the party or parties listed below:

Party Relationship

Emergency Contact:
Emergency Contact Phone:

| hereby authorize payment of all medical insurance benefits which are payable to me under the terms of my
insurance policy to be paid directly to HARRISONBURG FAMILY PRACTICE for services rendered. | understand
and agree that | am financially responsible for charges not paid for by my insurance company. | agree to pay all
reasonable costs incurred to collect this debt. This includes, unless prohibited by law, all reasonable attorney’s
fees, filing fees, court costs, collection agency costs, service fees, interest and other related collection costs or
contingencies. | understand that if any unpaid balance is turned over to our collection agency that a fee of 33'3%
will be added to the total balance due. | hereby give you or any of your agents or assignees to whom you turnover
any unpaid balance permission to obtain a report from a credit reporting agency and to take reasonable steps
to verify my credit and or employment information. | give you or any of your agents or assignees to whom you
turnover any unpaid balance to contact me regarding this transaction or any future transaction at any telephone
numbers of which they are aware including cellular telephones by manually dialing, using an auto-dialer or pre-
recorded message.

* Date:
SIGNATURE OF PATIENT, INSURED, OR LEGAL GUARDIAN READ AND SlGN BACK OF PAGE H




HARRISONBURG FAMILY PRACTICE

PATIENT CONSENT FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

With my consent, Harrisonburg Family Practice may use and disclose protected health infor-
mation (PHI) about me to carry out treatment, payment and healthcare operations (TPO).
Please refer to Harrisonburg Family Practice’s Notice of Privacy Practices for a more complete
description of such uses and disclosures.

| have the right to review the Notice of Privacy Practices prior to signing this consent. Harri-
sonburg Family Practice reserves the right to revise its Notice of Privacy Practices at any-
time. A revised Notice of Privacy Practices may be obtained by forwarding a written request
to Harrisonburg Family Practice’s Privacy Officer at 1831 Reservoir Street, Harrisonburg, VA
22801, Phone 540-433-9151.

With my consent, Harrisonburg Family Practice may email, callmyhome and/or otherdesignated
location in reference to any items that assist the practice in carrying out TPO, such as appoint-
ment reminders, insurance items and any call pertaining to my clinical care, including laboratory
results among others. Harrisonburg Family Practice may mail or e-mail to my home and/or other

designated location any items that assist the practice in carrying out TPO, such as appointment

remindercards and patientstatements aslong astheyare marked Personal and/or Confidential.
| give Harrisonburg Family Practice permission to:

Leave message on voice mail, or leave message with family member (circle one)

YES/NO

By signing this form, | am consenting to Harrisonburg Family Practice’s use and disclosure
of my PHI to carry out TPO. | am also acknowledging that | have access to the location of
the current Harrisonburg Family Practice’s Notice of Privacy Practices and at anytime can
request a copy. Harrisonburg Family Practice is committed to prompt care. As such, in or-
der to accommodate ill/urgent visits expeditiously, we have a low tolerance for no shows.
If an appointment is not cancelled 24 hours in advance it is considered a no show and is
grounds for dismissal from the practice, and/or subject to no show fees. If bankrupt-

cy is filed for our balance it is grounds for dismissal along with prolonged unpaid bal-

ances with collections. When terminations occurs 30 days urgent care can be extended.
| may revoke my consent in writing except to the extent that the practice has al-
ready made disclosures in attempts reliant upon my prior consent. If | do not sign
this consent, Harrisonburg Family Practice may decline to provide treatment to me.
Full payment in the form of cash, check or credit card is expected at the time of service unless
arrangements are made prior to appointment. Insurance required copays due day of service.
If not insured | realize | am responsible for all services. All returned checks are subject to return
check fee.

* Date:
SIGNATURE OF PATIENT, OR LEGAL GUARDIAN

* Date:
PATIENT'S NAME (PRINTED)

*

*EMAIL FOR PATIENT PORTAL ACCEPTANCE & COMMUNICATION*

Revised October 2021



