. OFFICE USE ONLY
Where did you hear about us? Physician:

OLTON DED CAL BROUP 1 Yellow Pages {(YP) (3 Newspaper (NP) O Websile (WS) Approved by:

[ Friend or Family (FF} O Physician Referral (PR}

Welcome 01 Other (OT) Date:

to our office
NEW PATIENT INFORMATION (Complete if different from billing party)

Name

First Middie Last
Address
City State Country Zip Phone # ( )
Birthdate SexMorF Race Marital Status S M W D
Emergency Phone #: ( ) Cell Phone # _( )

Sacial Security # Employer

Address of Employer Work Phone #
May we contact you at work? Y N By E-Mail Y N  E-Mall Address
Emergency Contact Name Emerg. Phone # ( )}

Relationship to billing party

Guarantor/Responsible Party

Name

First Middle Last
Address
City State Zip Phone #
Birthdate Sex Mor F Marital Status S M W D

Social Security # Driver's License #

Place of employment Woark Phone #

OTHER INFORMATION

Name and address of nearest relative not living with you

Address City Stale Zip Phone #

If you are currently under another physician's care, please list:
Name
Address City State Zip

Whom may we thank for referring you to us?
INSURANCE

1. Primary Insurance Company Name

Group # Policy Member #

Subscriber Name Subscriber Birthdate Sex M or F Social Security #

Subscriber Employer and Address

2. Secondary/Supplemental Insurance Name

Gioup # Policy/Member #

Subscriber Name Subscriber Birthdate Sex M or F Social Security #

Subscriber Employer and Address

Please note whomever brings a child in fo be seen is responsible for payment at time of service unless prior arrangements have been made,
It is the custodial parent's responsibility to arrange reimbursement from a non-custodial parent.
By signing below | hereby give my consent for Holston Medical Group to treat my minor child, under 18 years of age

INSURANCE AUTHORIZATION AND ASSIGNMENT:
| understand that | am financially responsible for any medical service at lime of service. | authorize my insurance carrier to pay to Holston Medical Group
any assigned claims filed by them and authorization for release of medical information requested by my insurance company. For Medicare beneficiaries:
| request payment of authorized Medigap benefits be made fo me or on my behalf to Holston Medical Group and medical infermation aboui me to be
released to my Medigap insurer.

Date Signature Rev. 10-2000




MRN:

DATE RECEIVED:

HOLSTON MEDICAL GROUP

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

By signing this document, I acknowledge that I have reviewed and/or received a copy of the Notice of Privacy
Practices, which provides a more complete description of how my protected health information (PHI) may be
used or disclosed. I understand that Holston Medical Group (HMG) reserves the right to change their notice and
information practices and that I may view a copy of the curmrent Notice on HMG’s website,
www.holstonmedicalgroup.com/hipaa, in any of their offices, or by a request in writing.

I also understand that Holston Medical Group participates in the OnePartner Health Information Exchange
(OnePartner HIE) and may make my medical information available electronically or may electronically transmit
my medical information to a third party, in order to fulfill provider obligations to release my medical information
in the future,

Print Patient Name Patient Date of Birth
Patient Signature (if applicable) Date
Authorized Representative Signature Relationship to Patient

e ]
I understand that my protected health information will only be verbally communicated to those individuals
listed below, I also understand this may include sensitive information, including but not limited to: Urine
Drug Screen results, laboratory test results, or information discussed during an effice visit. These
individuals I list below, will be required to provide the last four (4) digits of my Secial Security Number,
along with my date-of-birth, before any information will be discussed with them. List the individual(s) that
you want protected health information verbally discussed with:

Name Phone Number Name Phone Number

Reason Acknowledgement Could Not Be Obtained:

Employee Signature Date

Holslon Medical Group compllas with applicabla Faderal civil [aws and doas nol discriminate on the basls of race, color, nallonal origin, aga, disability, or sex. Halston Madical Group does not exclude
peopla or traat tham differently hecause of race, calor, natienal origin, aga, disability, or sex,

Attantion: If you nead language or translation services, please ask to speak wilh the Office Manager,
La atanclén: Si uslad necesia serviclos de idiomas o fraduccién, pida hablar con el Garente da [a oficina. Revised: 10/12/2022
desdyridaiaiibd el St D lag g eod Gl Qld duad pogae jpdwi,




HDLSTON MEDICAL 6ROUP

Parental Pre-Authorization for Minors

It is the policy of Holston Medical Group to comply with state and federal laws that govern the
treatment of children under the age of 18. Under this law, it is necessary to have the presence of a
parent or legal guardian or a signed document giving consent before evaluation and/or treatment can
be rendered to children under the age of 18.

I (we) request and authorize Holston Medical Group and its personnel to provide medical care to my
child:

Child’s Name, Date of Birth

List any individuals other than the legal guardians to whom you give permission to bring your child in
for medical treatment during your absence.

Name Relationship
Name : Relationship
Name, Relationship
Name Relationship
Name Relationship
Name Relationship

Note: If there is any special parental or custodial relationship (such as custody with one parent only,
legal custody/guardians with no-parent, etc. ) Please explain in the space below with your signature,
printed name and phone number at which you may be reached. A copy of the legal document will
need to be obtained.

Legal Guardian/Parent’s Signature

Printed Name ' Phone

Witness Date

HMG.222




MRN#:

HMG j\ FINANCIAL POLICY | pate Received:

HOESTON MEDICAL GROUP

Holston Medical Group believes that part of good healthcare practice is to establish and
communicate a financial policy to our patients. We are dedicated to providing the best
possible care for you, and we want you to have an understanding of our financial policy.

1 have read, understand and agree to the Financial Policy as provided to me. | understand that
charges not covered by my insurance company, as well as applicable co-payments, deductibles
and any charges older than 30 days from the date of service are my responsibility.

| authorize Holston Medical Group to refease pertinent medical information to my insurance
company when requested or to facilitate payment of a claim. | authorize my insurance benefits

be paid directly to Holston Medical Group.

By signing below, | indicate my agreement with the policy as provided to me.

Date Signature Printed Name

Holston Medical Group compiles with applicable Federal civil laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Holston Medical Group does not exclude people or treat them differently because of race, color,
national orlgin, age, disability, or sex,

Attention: If you need language or translation services, please ask to speak with the Office Manager.

La atencién: Si usted necesita servicios de tdiomas o traduccidn, pida hablar con el Gerente de la oficina.

G e poa aatl bl o o eham ) ] Al milans | 1) Zalag 1Y) o,

Holston Medical Groug, PC [ 2323 N. John B, Dennis Hwy, Kingsport, TN 37660 | (423) 857-2000

financial Polley V1.9.15.15




MRN:

Date:

HOLSTON MEDICAL GROUP

Communicating with Your Specialist

Access to Your Physician and Staff

Your Holston Medical Group (HMG) health care team can be reached either by
telephone or electronically through our patient portal, Follow my Health. If you wish to
communicate electronically, you may sign up at any office location on our website at
your convenience. Please remember, electronic communication is for routine matters
and never should be used for emergencies.

It is_not appropriate to communicate with your health care team through social media,
such as Facebook, or texting. Your privacy is important to us and these are not
secure methods of communication. Any questions or concerns should be directed to
the patient portal or office during normal business hours,

After Hours Care

HMG is dedicated to serving our patients 24 hours a day, 7 days a week. The most
effective way to serve you is during regular clinic hours, but we understand acute
illnesses can occur at any time. Your provider's telephone message will direct you on
how to contact the HMG Physician on Call.

Prescription Refills

To avoid delays and busy phone lines, the best time to obtain your medication refills is
at your office visit. While we realize there may be a need to request a refill via
telephone or patient portal, piease allow at least 48 hours for all refill request before
checking with your pharmacy.

Monthly refilis of any controlled medications (pain medication, anxiety, etc.) will only be
given during an office visit within regular business hours. Sample medication will only
be distributed during normal business hours.

Printed

Name:

Signature: Date:
Withess: Date:

Holston Medical Group complies with applicable Federal civil laws and does not discriminate on the basls of race, cofor, national orlgin, ege, disabillty, or sex. Holston Medical
Group does not exclide paople or treal them dlfferenlly because of race, color, naticnel erigin, age, disability, or sex.

Attention: if you need language or ranslation services, please ask to speak with the Office Manager,
La alanckin: 5t usted necesita serviclos de idiomas o traducclén, pide heblar con o Gerente de la oficiha.
Sy )l o dahe o 5 etk B b v g e O G o 1 uies gt s p s,

01,2017




MRN

HOLSTON MEDICAL GROUP

HMG | ™.

Today's Date

Primary Physician:
Referring Physician:

Allergies

O Penicillins
O Cephalosporins (Keflex, Omnicef)

O Sulfa Drugs (Bactrim)

O Erythromycins (Z-pack, Biaxin)

O Codeine, Hydrocodone, Oxycodone, Morphine
O Latex

O Aspirin, Advil, Motrin

O Other
a

Medications (Include all prescriptions, over the
counter medications, herbs, and supplements)
Dose Frequency

[ None

O None (mg) (daily, 2xday)
Social History
Do you smoke or chew tobacco?
O No, never.
O I quitsmoking /chewingin______ (year)
O Yes, | chew: sometimes / dalily (circle one).

O Yes, Ismoke: sometimes / daily (circle one).

Do you drink alcohol?

O No, never.

O | quitdrinking in __ (year)

O Yes, | drink: sometimes / daily (circle one).
Do you use illegal drugs?

O No, never.

O I quitusing in (year)

O Yes, luse sometimes / daily.

Reason for Visit:
Pharmacy:

Past Medical History O None

O Lung Disease / COPD / Emphysema / Asthma
(O High Blood Pressure

O Heart Disease / Failure

O Atrial Fibrillation

(O Heart Attack (year)
O Stroke (year)
O Diabetes

O Kidney Disease / Failure
O Reflux Disease

O HIV / Hepatitis C

O Depression

O Fibromyalgia

O Anxiety

O Other

ooa

P rgical Hi
O None
O Ear tubes
O Tonsillectomy
O Adenoidectomy
O Sinus Surgery
O Appendix Removal
O Gall Bladder Removal
O Back or other Spinal Surgery
O Craniotomy (brain surgery)
O Pacemaker
O Coronary Artery Bypass Grafting

O Cardiac Stent Placement _______ (year)
O Other
a
8|
a
a
Family History
O None Family Relationship
O Cancer (Maternal / Paternal)
Type

O Hearing Loss
O Anesthesia problems
g Other






