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New Patient Registration for Family Practice
	  Last Name
	  First Name
	  Middle Initial

	Gender/Sex:   M     F      Other  
Prefer not to Answer

	  DOB:
	  SSN:

	Address:

	 City:
	  State: 
	  Zip Code:

	 Home Phone:
	  Mobile Phone:
	  Email: for patient portal

	 How would you prefer to be contacted (circle one):      Home phone      Mobile phone    Email    Mail 
 Would you like to be added to the Patient Portal?     Yes   or    No
IIs it ok to text you at the phone number listed?        Yes    or    No

	 Preferred Language:
	  Race/Ethnicity:
	 Marital Status:   S     M      Div
 Widowed      Other

	 Employer (Guarantor info if pt is a minor):
	 Employer Phone:


Emergency Contact
	 Name:
	 Relationship:

	 Home Phone:
	 Mobile Phone:


Guarantor/Guardian If patient is a minor
	 Last Name:
	 First Name:
	 Middle Initial:

	 Relationship to Patient:

 Parent                 Legal Guardian                Spouse                    Other

	 Guarantor Employer:
	Employer Phone:

	Guarantor Address: Same as patients 
	Guarantor SSN:



Insurance Information
Do you have Medical Insurance? Yes		No

If yes, please fill in the following information

	Primary Insurance:
	
	Member ID:
	
	Group Number:

	Subscriber Name:
	
	
	DOB:
	

	Insurance Address:
	City:
	
	State:
	
	Zip Code:

	Secondary Insurance:
	
	Member ID:
	
	Group Number:

	Subscriber Name:
	
	
	DOB:
	

	Insurance Address:
	City:
	State:
	
	Zip Code:


NOTE: This information is required by HIPAA

Assignment of Insurance Benefits: I, the undersigned, authorize the release of any information relating to all claims for benefits submitted on behalf of myself and/or dependents. I further agree and acknowledge that my signature on this document authorizes my provider to submit claims for benefits, for services rendered or for services to be rendered without obtaining my signature on every claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the particular claim.
I ______________________ (patient) hereby authorize ___________________________ (insurance) to pay and assign directly to Best Practices Healthcare Center all benefits, if any, otherwise payable to me for his/her services as described on the attached forms. I understand that I am financially responsible for the charges incurred. I further acknowledge that any insurance benefits, when received by and paid to Best Practices Healthcare Center, will be credited to my account, in accordance with the said assignment. 
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	Authorized Signature of Subscriber						     Date
Health Information
	Name:
	DOB:

	Pharmacy:
	Current Concerns:


PLEASE CHECK CONDITIONS THAT APPLY TO YOU (PAST & PRESENT)
	Acid Reflux
	Chronic Ear Infections
	Gout
	Muscle, Joint or Bone Problems

	ADD/ADHD
	Congestive Heart Failure
	Headaches
	Obesity

	AIDS/HIVA
	Constipation
	Hearing Problems
	Osteoporosis

	Anemia
	Coronary Artery Disease
	Heart Problems
	Polyps

	Anesthesia
Complications
	COPD
	Hepatitis
	Pre-Eclampsia

	Anxiety Disorder
	Depression
	High Cholesterol
	Pulmonary Embolism

	Arthritis
	Developmental Disorder
	Hospitalizations
	Seasonal Allergies

	Asthma
	Diabetes
	Hypertension
	Seizures/Epilepsy

	Autism Spectrum Disorder
	Difficulty
Swallowing
	Hypothyroidism
	Skin Problems

	Bedwetting
	Diverticulitis
	Infertility
	Stroke

	Birth Defects
	Domestic Violence
	Kidney Disease
	Thrombophilia

	Bladder Problems
	Eating Disorder
	Liver Disease
	Thyroid Problems

	Blood Disease
	Eczema
	Lung Disease
	Tuberculosis

	Blood Transfusions
	Endometriosis
	Mental Disorder
	Varicosities

	Cancer
	Fibromyalgia
	Mental Illness
	Vision or Eye Problems



Please Answer these questions to the Best of Your Knowledge 
	Allergies:

	Current Medications: (May attach list if needed)

	Surgeries:

	Family Health Problems:

	Recent Vaccinations:

	Current Smoker:
Yes      or         No
	Former Smoker:
Yes      or       No
	_____Age started
_____Age Quit
_____Packs per Week

	Chewing Tobacco: Yes  or  No
_____Times per Day
	E-Cigarette/Vape:
Yes      or       No
	Passive Smoke (2nd hand)
Yes      or       No

	Alcohol Use:
None    Occasional    Moderate     Heavy 
	Caffeine Use:
None    Occasional    Moderate     Heavy
	Recreational Drug Use:
Yes      or       No

	Can you care for yourself:
Yes    or     No
	Do you live alone:
Yes     or      No
	Have an Advance Directive:
Yes     or    No

	Currently Employed:
Yes   or      No
	Occupation:
	Highest Level of Education:

	General Stress Level:
	
Number of Children ______
	Guns in the Home:
Yes     or     No

	Do you follow a special diet:    Yes   or   No
Diet Type __________________________
	Exercise Level:
None      Occasional     Moderate       Heavy

	Sexually Active:
Yes      or        No
	Protected Sex:
Always             Usually            Never 

	Smoke Alarms in the Home:
Yes      or        No
	Seatbelts/Car Seats are always used:
Yes      or      No





ADDITIONAL PEDIATRIC HEALTH INFORMATION (NEWBORN TO 17 YEARS)
	Parents Marital Status:
	Who do you reside with?

	Any Siblings? Yes	No
How Many ________ 
	Form of Childcare used if any?

	Animal Exposure or Pets in the Home?
	Yes   or       No
	Does your home water have fluoride?
	Yes	or     No

	Is there a pool at your home?
	Yes	or    No
	Bike Helmet always used?
	Yes	or    No

	Any issues with bullying?
	Yes	or    No
	Any changes in family/social situation?
	Yes	or     No

	Does your family ever have difficulty making ends meet at the end of the month?
	Yes	or    No
	Has your family moved frequently or lived with others due to finances within the last year?
	
             Yes	 or     No

	Is there any concern about meeting basic needs (i.e. food, housing, health, etc..)
	Yes	or    No

	What school do you attend?
	Any sports played?	Yes	or      No
Sport Played ____________________________













ADDITIONAL WOMENS HEALTH INFORMATION
Obstetric History
	Pregnancy Total:
	Full Term:

	Premature:
	Miscarriages:

	Abortions:
	Ectopic:

	Multiples (i.e. twins, triplets):
	Living:



Gynecological History
	Date of last Pap Smear?
	Are you post-menopausal?	Yes 	No If yes, at what age?

	HPV Vaccine?	Yes	No
	Sexually Active?	Yes	No

	Sexual Problems?	Yes	No
	STI/STD?	Yes	No 
If yes, which ones?

	What age did you have your first child?
	Current form of Birth Control?

	Date of most recent Mammogram?
	Approximately when was your last menstrual period?

	Have you ever had an abnormal pap?
	Yes	No
	What age did you have your first period?







AUTHORIZATION TO RELEASE MEDICAL RECORDS
Patient Information[image: ]
	Name:
	DOB:


Requested Medical Records From:
	Clinic/Provider Name:
	
	
	

	Clinic Address:
	
	
	

	
	State.
	
	Zip Code:

	Phone Number:
	
	Fax Number:
	


Information to be Released to:[image: ]
Best Practices Healthcare Center, 715 North Park Drive, Selah, WA 98942 Phone: (509) 698-2624 Fax: (509) 698-2664
Information to be Released (check one):[image: ]
	
	The most recent 2 years of pertinent information (chart notes, labs, x-rays, and special tests)

	
	All medical records

	
	Specific Information (please specify):


Purpose for which the disclosure is being made (check one):
	
	Attorney
	
	Insurance
	
	Doctor
	
	Personal


Patient Authorization:
I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and/or alcohol abuse, mental illness, or psychiatric treatment. I give my specific authorization.
EXCLUDE the following information from the records released....
Drug/Alcohol abuse or treatment [image: ] Sexually Transmitted Diseases _______
  HIV/AIDS diagnosis or treatment [image: ]Mental Illness/Psychiatric diagnosis or treatment_____

My rights as a Patient:
I understand I do not have to sign this authorization in order to obtain health care benefits (treatment, payment or enrollment). I may revoke this authorization in writing. To review the process for revoking this authorization, please read the Privacy Notice to patients posted at the facility where your information is being released. I understand that once the health information I have authorized to be disclosed reaches the noted recipient, that the person or organization may re-disclose it, at which time it may no longer be protected under privacy laws.
Patient Signature (Guardian)______________________________Date_____________________


CODE OF CONDUCT CONTRACT
The staff at Best Practices Healthcare Center is expected to treat each patient and each other with the utmost respect and care. We ask that, as a patient, you do the same.
What it is: The patient code of conduct outlines proper behavior for patients. Patients seeking medical care are responsible for their own personal and environmental well-being. For many, the code of conduct seems simple to follow. Unfortunately, because boundaries have been overstepped in the past this contract has become necessary.
Health and Insurance Responsibilities: As a patient, you must give the provider your accurate and complete medical history. Notify the provider of any pre-existing conditions. Inform the provider of any changes or symptoms. You must also follow your provider's treatment plan. If you do not understand the diagnosis, ask questions. Also, it is the patient's responsibility to be informed and educated when it comes to personal health and insurance coverage.
[image: ]Patients Behavior: Patients must follow the rules and regulations set forth by the clinic. As a patient, you must treat healthcare professionals and their staff with respect. Inappropriate behavior will not be tolerated. This includes verbal abuse, such as bullying to get one's way. Patients should pay all bills promptly. In addition, it is important for patients to have a realistic expectation of what a provider can do to help the patient and what you as the patient have control over.
If the code of conduct is not followed you may be asked to leave the clinic and be discharged from our practice, effective immediately. We appreciate your understanding of this matter and look forward to being a part of your healthcare needs.
FINANCIAL POLICY
I have read and understand the financial policies of Best Practices Healthcare Center. By signature, I agree to the terms outlined in the financial policies.
CONSENT FOR TREATMENT
I (or my legal guardian/parent) authorize Best Practices Healthcare Center to provide medical care that is reasonable by today's standards.

[image: ]
	Printed Name	                                         Signature (Patient or Guardian)                         Date

Financial Policy
Thank you for choosing Best Practices Healthcare Center as your healthcare provider. We are committed to building a successful provider-patient relationship with you and your family. Please understand payment for service is a part of that relationship. The following is a statement of our Financial Policy, which we require you to read and sign prior to treatments. 
Patient Information: A fully completed; current patient registration will be on file in the patient’s chart during the time which the patient is considered an active patient. Patient registration will be updated by the patient yearly and will include where the patient can be reached by phone. A signature by the party responsible is required. 
Insurance Claims
Primary Insurance: Best Practices Healthcare Center will file claims with the patient’s insurance upon the patient's submission of proof of insurance (i.e. insurance card indicating coverage, identification number and group number). In the event the patient has insurance coverage but cannot provide documentation, payment is due at the time of service. The patient is responsible for supplying information requested by the insurance (i.e. annual claim forms, accident details, etc..). Upon receipt of the insurance card, Best Practices Healthcare Center will submit the health claim form indicating patient payment at the time of service. 
Secondary Insurance: Claims will be filed with secondary insurance if adequate information is received at the time of service. However, if payment is not received in our office within 45 days after filing, the responsibility will be transferred to the patient and due upon receipt. 
Patient Financial Responsibility
If no insurance is to be billed by Best Practices Healthcare Center or Best Practices Healthcare Center is not a participating provider, full payment is due at the time of service. If you are paying out of pocket for your visits a 20% discount will be given when you pay in full within 30 days of receiving the bill. 
Co-payments, deductibles, co-insurance and non-covered services are due at the time of service. For your convenience we accept cash, check, Visa and MasterCard. Payment plans are available with the approval of the management. 
If you have a balance of 200.00 or greater, we will require a payment of at least 50% plus the (if applicable) due at the time of appointment. 


Minor/Dependents
Children under the age of 18 will require a signature of a responsible adult party on the registration forms. 
Accounts Past Due 
Payments from a statement is due upon receipt. Non-payment may in preparation of the account for small claims court, collections agency, and/or credit bureau reporting and possible discharge from the practice. 
In the event an account is turned over to collections, the person financially responsible for the account will be responsible for all the collection costs including reasonable attorney fees of no less than $305 as well as court costs. 
A patient may remit in full for all outstanding charges owed on an account. Amounts previously placed with a collection service will need to be paid to the collection service. 
If the patient has been discharged from the practice for non-payment of their account, the provider may reserve the right to re-establish the patient to active status with the practice once the account has been paid in full. Once returned to active status, the patient will be expected to pay in full at the time of service for all subsequent visits. 
Account Questions
Please feel free to contact our office if you have questions regarding our financial policy. Please contact us at (509) 698-2624 opt 1 is the front desk and opt 113 is billing.

________________________          _____________________________     	_________________
                Printed Name		Signature (patient/guardian)			         Date



CONFIDENTIAL COMMUNICATION FORM (HIPAA FORM)
This form authorizes Best Practices Healthcare Center to share verbal or written medical information with third parties (i.e. family members, caregivers, etc..). This form is NOT an authorization to release medical information to other physicians and/or attorneys.
I,_____________________ DOB__________ authorize Best Practices Healthcare Center to discuss information regarding my health with the following person. 
	Name
	Relationship

	
	

	
	

	
	



Please initial below what information may be shared
_____I authorize that all test results be shared
[image: ] I authorize my entire medical record to be shared
 I authorize my financial information may be shared

Please Initial Below for Your Phone Contact Preferences
[image: ] I hereby give permission to Best Practices Healthcare Center to leave messages on my voicemail/answering machine regarding normal test results, appointment confirmations, scheduling changes, and/or referral information.
_____I hereby give permission for Best Practices Healthcare Center to leave a message with my spouse and/or other person(s) listed above regarding appointment confirmations, scheduling changes and/or referral information.[image: ]
_____I specifically want Best Practices Healthcare Center to exclude the following protected health information from disclosure _________________________________________________


__________________________            ___________________________       _______________
      Printed Name				Signature(patient/guardian)		   Date
VISITORS HIPAA: OFFICE STAFF, STUDENTS, BUSINESS ASSOCIATES & PATIENT CONFIDENTIALITY FORM
Office staff, students, business associates and visitors to Best Practices Healthcare Center where patients are being treated must sign this confidentiality agreement in compliance with the HIPPA Privacy Law. All visitors must follow our protocol, to protect the rights of our patients, staff, and healthcare information. All while reflecting respect for all involved.
Under the Health Information Portability and Accountability Act (HIPPA), "individually identifiable health information" may be disclosed only with written permission to anyone other than the patient. All discussions about patient medical conditions must be kept in a private setting. All medical records are to be accessed on a as needed basis.
Please sign below to indicate you have read and agree to the above policies.
____________________________      __________________________     __________________
	Printed Name			     Signature (Patient/Guardian)		Date
MISSED APPOINTMENT/NO-SHOW POLICY
Thank you for trusting your medical care to Best Practices Healthcare Center. When you schedule an appointment with us, we set aside enough time to provide you with the highest quality care. Should you need to cancel or reschedule an appointment, please contact our office as soon as possible and no later than 24 hours prior to your scheduled appointment. This gives us time to schedule other patients who may be waiting for an appointment. Please see our Appointment No-Show, Cancellation/Late Arrival Police below:
· No-Show shall mean any patient who fails to arrive for a scheduled appointment. 
· Same day cancellation shall mean any patient who cancels an appointment less than 24 hours before their scheduled appointment.
· Late arrival shall mean any patient who presents to the clinic five (5) minutes after their scheduled appointment.
· New patients who No-Show or cancel less than 24 hours before their appointment will not be rescheduled. 
· Missed appointments that have not been cancelled within the specific time frame (24 hours) will be charged a No-Show fee of $75.00 for New Patients and $50.00 for Established Patients. 
· Upon a third No-Show or late cancellation occurrence, the patient may be dismissed from the clinic. 
We understand there may be times when an unforeseen emergency occurs, an you may not be able to keep your appointment. If you should experience an emergency, please contact our office at (509) 698-2624 opt 1.
___________________________         ___________________________       _________________  Print Name				Signature (parent/guardian)		       Date



PATIENT CONSENT/AGREEMENT
1. I have read and agreed with the terms outlined in the financial policy.
2. I give my consent for my medication history to be electronically downloaded from my pharmacy(s) into the electronic medical records used by Best Practices Healthcare Center.
3. I give my consent for any immunization/vaccines given at Best Practices Healthcare Center to be electronically downloaded into the Washington State Immunization System as Best Practices Healthcare Center is interfaced with the registry.
4. I have been given a copy of the Patient Notice of Privacy handout.
5. I have been given information regarding the Patient Portal and information on how to access that site as well. 

_______________________             ____________________________       __________________
         Print Name			Signature (parent/guardian)		           Date 

       



 Patient Consent/Opt-Out Form for Health Information Exchange
Our practice participates in a secure Health Information Exchange (HIE). This allows your healthcare provider to securely share and access your medical information to support better coordination of care - for example, when you visit a specialist or are treated in an emergency room.
Participation is voluntary. You may choose whether to allow your information to be shared through the HIE. If you choose not to participate, your providers will continue to coordinate your care using traditional methods such as fax, mail or phone. 
Please indicate your preference below:
· Yes, I agree to have my health information shared through the Health Information Exchange.
· No, I prefer NOT to have my health information shared through the Health Information Exchange.
I understand that:
I. My choice applies only to this practice and can be changed at any time by notifying us. 
II. Even if I opt out, my information may still be shared as required by law.
III. Choosing to share helps ensure my care team has access to accurate and up-to-date information. 

Patient Name:____________________________
Signature:______________________________________ Date:________________________
If patient is a minor or unable to sign, complete the following:
Legal Representative Name:_______________________________________
Signature:_______________________________________Date:________________________
Relationship:______________________________
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