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The Medical Healing Center
225 Office Plaza Drive
Tallahassee, FL 32301

Patient Registration Form

Patient Name:

(Same as it appears on insurance card)

Address:
Street City State Zip
Date of Birth: Social Security #:
Phone:
Home Work Mobile
Email: Contact Preference: _ Phone __Text __E-mail
Sex (circle one): Male Female Ethnicity: Race:

Marital Status (circle one): Married Divorced Single Widowed Primary Language:

Responsible Party:

Name Phone Relationship to Patient

Address (If different from Patient)

Referred by:

Primary Insurance Company

Name/Address:
Policy #: Group #:
Primary Policy Holder:

Additional Insurance

Name/Address:
Policy #: Group #:

| hereby authorize the release of any medical records or information necessary to process a claim to
Medicare, BlueCross or any other private insurance carrier. | also authorize payment of medical benefits
to Angela Myers, ARNP, for services rendered. Although medical insurance claims will be filed upon my
behalf, | understand that payment for all services provided by this office is the responsibility of the
patient/guarantor. | generally authorize treatment and have received information about the practice.

Patient or Legal Guardian Signature Date

Please provide a copy of your ID and insurance card(s)
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Fragrance-Free Policy

A fragrance-free environment helps create a safe and healthy
workplace/clinic. Fragrances from personal care products, air
fresheners, candles and cleaning products have been associated with
adversely affecting a person’s health including headaches, upper
respiratory symptoms, shortness of breath, and difficulty with
concentration. People with allergies and asthma report that certain
odors, even in small amounts, can cause asthma symptoms. The
Medical Healing recognizes the hazards caused by exposure to scented
products and we have a policy to provide a fragrance-free environment
for all employees and visitors to keep a safe and healthy environment
for all.

When you are visiting our office please adhere to our request to keep
our facility fragrance-free and refrain from using any type of scented
products.

Thank You,
Tl-uc Medical Healing Ccnter
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HIPPA New Patient Consent to the Use and Disclosure of Health Information
for Treatment, Payment or Healthcare Operations

l, understand that as part of my healthcare, THE MEDICAL HEALING CENTER,
LLC originates and maintains paper and/or electronic records describing my health history symptoms, examination
and test results, diagnosis, treatment, and any plans for future care or treatment.

| understand that this information serves as:

e A basis for planning my care and treatment,

e A means of communication among the many health professionals who contribute to my care,

e Asource of information for applying my diagnosis and surgical information to my bill,

e A means by which a third party payer can verify that services billed were actually provided, and

e Atool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals.

I understand and have been provided with a Notice of Information Privacy Practices that provides a more complete
description of information uses and disclosures. | understand that | have the following rights and privileges:

e The right to review the notice prior to signing this consent,

e The right to object to the use of my health information for directory purposes, and

e Theright to request restrictions as to how my health information may be used or disclosed to carry out
treatment, payment, or health care operations.

I understand that THE MEDICAL HEALING CENTER, LLC is not required to agree to the restrictions requested. |
understand that | may revoke this consent in writing, except to the extent that the organization has already taken
action in reliance thereon. | also understand that by refusing to sign this consent or revoking this consent, this
organization may refuse to treat me as permitted by Section 164.520 of The Code of Federal Regulations.

| further understand that THE MEDICAL HEALING CENTER, LLC reserves the right to change their notice and
practices and prior to implementation, in accordance with Section 164.520 of The Code of Regulations. Should THE
MEDICAL HEALING CENTER, LLC change their notice, they will send a copy of any revised notice to the address I've
provided (whether U.S. Mail or, if | agree email).

I wish to have the following restrictions to the use or disclosure of my health information:

I understand that as part of this organization’s treatment, payment or health care operations, it may become
necessary to disclose my protected health information to another entity, and | consent to such disclosure for these
permitted uses, including disclosures via fax.

| further understand that once a service or visit has been provided, there will be no refunds for such unless it is
because of an overpayment.

| fully understand and accept the terms of this consent.

Patient and or Legal Guardian Signature Date






