Aurora Family Medicine Center, P.C.

Patient Name(Please print): D.0.B.
Patient Address: Home Phone:
City, State, Zip
Family Members Sex | D.O.B. Relationship Primary Dr.

NAME OF PRIMARY INS. COMPANY and POLICY HOLDER

Other Insurance Coverage? YES NO
Are all members covered on the above insurance? YES NO
IF NOT, NAME OF OTHER INS. COMPANY:

| authorize payment of medical benefits to the | authorize the release of my medical information
undersigned physician or supplier for these services and necessary to process this claim and all future claims.
all future claims.

X | X

The Practice contacts Patients for a variety of reasons. In an effort to protect your privacy, we have developed a policy for leaving
medical information. Please fill out the information below so we may be able to better serve you.
UNLESS WE HAVE YOUR WRITTEN PERMISSION TO DO SO

e We will NOT leave messages with anyone except the patient or legal guardian.

o We will NOT leave any health information on an answering machine or voicemail.
Please read below and let us know what you prefer:
l, give the Aurora Family Medicine Center my permission to leave phone messages regarding
my medical care and test results with the following individual(s). | fully understand that this consent will remain until
revoked in writing.

My cell voicemail: # initials
My home answering machine: # initials
My office/work voicemail: # initials
My spouse: # initials
Other: # initials

Please list who you give us permission to talk to regarding your medical care:

The Practice of Aurora Family Medicine Center, P.C. is committed to safeguarding PHI in transit by using encryption whenever
emailing PHI outside of the Practice via patient portal. However, in situations where the Practice is being requested to email PHI
directly to the patient, the Patient understands the Practice will only be able to send unencrypted email to the Patient. This means
there may be some level of risk that the information in the email could be read by a third party. If this risk is acceptable to the
Patient, please initial here _, otherwise we will use the patient portal only.

Email Address:

Signature: Date:

Parent/Guardian Signature:




Aurora Family Medicine Center, P.C.

FINANCIAL / PRIVACY POLICY

INSURANCE BILLING: It is your responsibility to provide us with current and accurate personal and insurance information. As
a courtesy, we will bill your insurance company, however, you are ultimately responsible for all charges incurred. Your
insurance policy is a contract between you and your insurance company. It is essential that you are aware of the details of your
policy. We will accept assignment from your insurance company based on our contract with them.

CO-PAYMENTS, CO-INSURANCE, AND DEDUCTIBLES assessed by your insurance company are required at the time of service if
specified. If you are unable to pay this at the time of a visit, a $20 billing fee may be assessed. Co-insurance and deductible are
applied, based upon your specific plan provision, at the time your claim is processed by your insurance company.

ANNUAL PHYSICAL EXAM: Most insurance companies cover wellness assessments and general health screenings with no
deductible or copay. This would include things like height, weight, body mass index, and review of medical history. Evaluation
and treatment of specific symptoms, medical problems, or illness may NOT be covered under your wellness exam and MAY be
subjected to a deductible, copay, or co-insurance. This could include specific symptoms, (i.e. abdominal pain, back pain, fever)
medical problems, (i.e. high blood pressure, cardiac issues, diabetes, high cholesterol, thyroid issues, depression) or illnesses
(i.e. cough, viral symptoms, sore throat, urinary tract infection.) Note that it is your responsibility to know your insurance
plans’ benefits and exclusions. You are responsible for payment on any service that is not part of your physical, including any
co-payment, co-insurance or deductible.

SKIN LESIONS/BIOPSIES: Treatment for removal of skin lesion(s) and/or skin tag(s) may not be deemed medically necessary
by your insurance company and will require payment in full from you. It is your responsibility to be aware of the details of
your policy.

RETURN CHECK POLICY: We will assess a $20 fee for all returned checks. Your financial institution may assess additional fees
as well. Returned checks may result in our refusal to accept checks as a form of payment, and require cash or credit card only
for services provided to you. Collection of a returned check will be pursued according to state statutes.

COLLECTION POLICY: Any charges incurred and not covered by insurance will be the patient’s responsibility, including, but not
limited to co-pays, co-insurance, and deductible amounts. As a courtesy, we send statements for balances due. Payment is due
upon receipt of a statement. Payment arrangements are available by speaking to our Billing Department. Unpaid balances will
be assessed a fee and may be referred to an outside collection agency.

APPOINTMENT CANCELLATION POLICY: We require at least 24 hours’ notice to cancel a scheduled appointment. If you do not
show up for your appointment, or do not cancel at least 24 hours prior to your appointment, a $25 fee may be assessed for the
missed appointment. A reminder call before your scheduled appointment is provided as a courtesy; However, there are no
guarantees that you will receive a reminder call.

APPOINTMENT TIMES: We ask that you arrive 10 minutes prior to your scheduled appointment time to allow for any
paperwork that needs to be completed, even if you are already an established patient. If you arrive late for your appointment,
your appointment may be rescheduled and a $25 fee may be assessed for the missed appointment.

LABS/PATHOLOGY: During the course of your care, you may need to have your blood drawn or have other specimens collected
and sent to an outside lab for processing. We bill for the collection and handling of these specimens and the lab will bill for the
testing they perform. You will receive a separate statement from the lab for these services. You are responsible for letting us
know if your insurance has a specific lab that must be used.

IMMUNIZATIONS/INJECTIONS: During the course of your care, you may need immunizations or injections as part of your
treatment/care for either yourself or your child/children. If an immunization or injection given is not a covered benefit, or if
your insurance company denies the charge, you will be responsible for the cost and administration of the vaccine/injection.

HIPPA: By signing below, you acknowledge that you have been made aware that a copy of Aurora Family Medicine Center, PC
HIPPA Policies & Procedures is available to you upon request.

BY SIGNING BELOW, ] ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND THE AURORA FAMILY MEDICINCE CENTER, P.C.
FINANCIAL AND PRIVACY POLICY:

Date Signature of Patient/Parent/Guardian



Name

Aurora Family Medicine Center, P.C.

Medicare/Senior Advantage Wellness Visit Patient Information

**Please complete all sections prior to your annual wellness exam™*

Date of Birth

List any surgeries or hospitalizations

Date

Check here if no changes

Date

Reason/Surgery

Location

Please list all other medical providers/specialists you see regularly

Specialist

Reason




Aurora Family Medicine Center, P.C.

Please list medication/drug allergies Check here if no changes

Medication Reaction

Please list current medications and dosage

Medication Dosage Reason for taking




Aurora Family Medicine Center, P.C.

Medical history/Family history Check here if no changes

Me Father Mother Siblings Children Specify Condition

Heart Disease

Aneurysms

High Blood Pressure

High Cholesterol
Stroke
Kidney Disease

Cancer
Diabetes

Activities of Daily Living
Do you require assistance with any of the following activities?

Using the telephone LlYes [No Eating LlYes [No
Shopping [lyes [INo Getting from bed to chair [Yes [No
Meal preparation LlYes [No Dressing LlYes [No
Housekeeping LlYes [No Bathing LlYes [No
Laundry [lyes [INo Toileting [lyes [INo
Driving/taking taxior bus [JYes [INo Continence [lyes [INo
Taking medications [lyes [INo

Handling finances Llyes [No

| have someone available to help if needed (for a sick day) [] Yes, any time [] Yes, sometimes L] Not really

Accident Prevention:

Do you wear seatbelts in the car? [ Yes [ No

Do you have smoke detectors at home? [ Yes [ No

Do you have carbon monoxide detectors? []Yes [ No

Do you have a firearm at home? [ Yes [I1No Ifyes,isitlockedup? [IYes [INo

Health Screening: Substance Use, Diet, Exercise, Fall Risk
Do you drink alcohol? 1 Yes L1 No ___ drinks per day / week (circle one) [ 1no longer drink alcohol

Have you ever smoked or chewed tobacco? [] Yes [ No [ Currently use how much: per day
Do you use marijuana or illicit drugs? [JYes [JNo [JI'minterested in help to stop using
Diet: [lbalanced [vegetarian [diabetic [llow salt [llow fat [llow carb [lother:

Do you exercise every day? L] Yes [] No If not, how often do you exercise?
Have you had any falls in the past year? [ Yes 1 No If yes, any injuries?
Do you have trouble hearing? [J Yes [J No Do you have trouble seeing? [JYes [INo
Do you wear a hearing aid? [JYes [ No Do you wear glasses or contacts? [J Yes [ No
Last hearing exam: Last eye exam by optometrist or ophthalmologist:

Personal concern about memory or family mentions concern [] Yes [] No
Office Use: Referral [1  PHP Care Coordinator Referral []



Patient Name:

Aurora Family Medicine Center, P.C.

Date:

Date of Birth:

| have a: [ Living Will

L] Other:

[] Medical Order for Life Sustaining Treatment

Provider:

[] Medical Power of Attorney

[J I'm interested in learning more about these forms for documenting my wishes for end of life

decision-making

Depression Screening:

In the last two weeks, ¥ how often you have been bothered by Not at | Several | More Nearly

the following: all (0) days (1) | than every
half the | day (3)
days (2)

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

Feeling bad about yourself — or that you are a failure or have

let yourself or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless that
you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

Add columns for total score:

RN el Ead I e

If you checked off any problems, how difficult have these problems made it for you to do your work, take care
of things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
] ] L] L]

Patient Signature:

For office Use Only

Cognition screen prompts Mini-Cog
Three word registration score:
Clock drawing score:

Three word recall score:

Mini-Cog Score, note documented in EMR: []



