
OFFICE USE ONLY

Physician:

Approved by:

Date:

 Where did you hear about us?
 � Yellow Pages (YP)  � Newspaper (NP)   � Website (WS) 

 � Friend or Family (FF)   � Physician Referral (PR)

 � Other (OT)                                                                        

   

   Welcome
to our office

NEW PATIENT INFORMATION (Complete if different from billing party)

Name
First Mid dle Las t                

Address

City  State  Country Zip  Phone # (         )

Birthdate    Sex M or F     Race   Marital Status  S   M   W   D

Social Security #  Employer

Address of Employer  Work Phone #

May we contact you at work? Y   N           By E-Mail   Y    N      E-Mail Address 

Emergency Contact Name           Emerg. Phone # (         )

Relationship to billing party

Guarantor/Responsible Party

Name
First Mid dle Las t                

Address

City  State  Zip  Phone #

Birthdate    Sex  M or  F   Marital Status   S    M    W    D

Social Security #  Driver's License #

Place of employment  Work Phone #

OTHER INFORMATION

Name and address of nearest relative not living with you

Address City  State  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

Group #  Policy/Member #

Subscriber Name             Subscriber Birthdate        Sex M or F  Social Security #

Subscriber Employer and Address

Please note whomever brings a child in to 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 I hereby give my consent for Holston Medical Group to treat my minor child, under 18 years of age

INSURANCE AUTHORIZATION AND ASSIGNMENT:
I understand that I am financially responsible for any medical service at time of service. I 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:
I request payment of authorized Medigap benefits be made to me or on my behalf to Holston Medical Group and medical information about me to be
released to my Medigap insurer.

Date  Signature Rev. 10-2008



rapid3
1. please check the ONE best answer for your abilities at this time:

OVER THE LAST WEEK, were you able to: without ANY
difficulty

with SOME
difficulty

with MUCH
difficulty

UNABLE
to do

a. Dress yourself, including tying shoelaces and 
doing buttons? ___ 0 ___ 1 ___ 2 ___ 3

b. Get in and out of bed? ___ 0 ___ 1 ___ 2 ___ 3

c. Lift a full cup or glass to your mouth? ___ 0 ___ 1 ___ 2 ___ 3

d. Walk outdoors on flat ground? ___ 0 ___ 1 ___ 2 ___ 3

e. Wash and dry your entire body? ___ 0 ___ 1 ___ 2 ___ 3

f. Bend down to pick up clothing from the floor? ___ 0 ___ 1 ___ 2 ___ 3

g. Turn regular faucets on and off? ___ 0 ___ 1 ___ 2 ___ 3

h. Get in and out of a car, bus, train, or airplane? ___ 0 ___ 1 ___ 2 ___ 3

i. Walk two miles or three kilometers, if you wish? ___ 0 ___ 1 ___ 2 ___ 3
j. Participate in recreational activities and sports 

as you would like, if you wish? ___ 0 ___ 1 ___ 2 ___ 3

k. Get a good night’s sleep? ___ 0 ___ 1.1 ___ 2.2 ___ 3.3

l. Deal with feelings of anxiety or being nervous? ___ 0 ___ 1.1 ___ 2.2 ___ 3.3

m. Deal with feelings of depression or feeling blue? ___ 0 ___ 1.1 ___ 2.2 ___ 3.3

2. how much pain have you had because of your condition OVER THE PAST WEEK?
Please indicate below how severe your pain has been:
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NO PAIN PAIN AS BAD AS IT COULD BE

routine assessment of patient index data 
The RAPID3 includes a subset of core variables found in the Multi-dimensional HAQ (MD-HAQ). Page 1 of the MD-HAQ, shown here, includes
an assessment of physical function (section 1), a patient global assessment (PGA) for pain (section 2), and a PGA for global health (section 3).
RAPID3 scores are quickly tallied by adding subsets of the MD-HAQ as follows:

3. considering all the ways in which illness and health conditions may affect you 
at this time, please indicate below how you are doing:
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VERY WELL VERY POORLY

how to calculate RAPID 3 scores
1. Ask the patient to complete questions 1, 2, and 3 while in the waiting room prior to his/her visit.

2. For question 1, add up the scores in questions A-J only (questions K-M have been found to be informative, but are not scored formally). Use the 
formula in the box on the right to calculate the formal score (0-10). For example, a patient whose answers total 19 would score a 6.3. Enter this 
score as an evaluation of the patient’s functional status (FN).

3. For question 2, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s pain tolerance (PN).

4. For question 3, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s global estimate (PTGE).

5. Add the total score (0-30) from questions 1, 2, and 3 and enter them as the patient’s RAPID 3 cumulative score. Use the final conversion table to 
simplify the patient’s weighed RAPID 3 score. For example, a patient who scores 11 on the cumulative RAPID 3 scale would score a weighed 3.7. 
A patient who scores between 0–1.0 is defined as near remission (NR); 1.3–2.0 as low severity (LS); 2.3–4.0 as moderate severity (MS); and 
4.3–10.0 as high severity (HS).

1. a-j FN (0-10):

1=0.3 16=5.3
2=0.7 17=5.7
3=1.0 18=6.0
4=1.3 19=6.3
5=1.7 20=6.7
6=2.0 21=7.0
7=2.3 22=7.3
8=2.7 23=7.7
9=3.0 24=8.0
10=3.3 25=8.3
11=3.7 26=8.7
12=4.0 27=9.0
13=4.3 28=9.3
14=4.7 29=9.7
15=5.0 30=10

2. PN (0-10):

3. PTGE (0-10):

RAPID3 (0-30)

Near Remission (NR): 1=0.3; 2=0.7; 3=1.0
Low Severity (LS): 4=1.3; 5=1.7; 6=2.0
Moderate Severity (MS): 7=2.3; 8=2.7; 9=3.0; 10=3.3; 11=3.7; 12=4.0

High Severity (HS): 13=4.3; 14=4.7; 15=5.0; 16=5.3; 17=5.7; 18=6.0; 19=6.3; 20=6.7;
21=7.0; 22=7.3; 23=7.7; 24=8.0; 25=8.3; 26=8.7; 27=9.0; 28=9.3; 29=9.7; 30=10.0 

conversion table
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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 
reserves the right to change their notice and information practices and that I may view a copy of 
the current Notice on Holston Medical Group’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 
 

 
I understand that my protected health information will only be verbally communicated to 
those individuals listed below. Those individuals will be required to provide the last four (4) 
digits of my Social Security Number, along with my date-of-birth, before any information 
will be discussed with them.   
 
List the individuals that you want protected health information given to:  
 
 _____________________________  ______________________________ 
   

_____________________________  ______________________________ 
 
 

FOR INTERNAL USE ONLY: 
 
Reason Acknowledgement Could Not Be Obtained: 
 

 

 
 
____________________________________________           ____________________ 
Employee Signature               Date 

MRN: _____________________________ 
 
DATE RECEIVED: ________________________ 



NO SHOW POLICY

Welcome to Holston Medical Group. Please take time to review the following information pertaining to our policy for no show
appointments.

We understand that scheduling conflicts occur from time to time. However, we request at least two hours advance notice if you
are unable to keep your scheduled appointment(s). Two or more missed appointments may result in your family being dismissed
from Holston Medical Group. Patients that fail to show up for a scheduled appointment may be charged a fee for not providing
the office with prior notice of cancellation.

Holston Medical Group physicians have developed our No Show policy in an effort to better serve our patients by providing
same day appointments to those who are sick and need to be seen. If someone schedules an appointment and does not show
for the visit, we have lost an available time that could have been used for a sick patient. 

We look forward to providing your health care needs. Your understanding and cooperation helps us to provide available
appointments for patients who urgently need them. 

Please sign below as confirmation that you have read, acknowledge and understand our policy regarding no show
appointments.

       
Please Print Patient Name     Date of Birth    Account Number

Please Sign Authorized Representative Relationship to Patient

Witness Date

HMG.550
Rev. 5-2012
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