Premier Family Physicians

**Please review and update the information below to the best of your ability,**

B Patient Registration

CURRENT PATIENT INFORMATION -- PLEASE PRINT
Last Name:
First Name:
Middle Name:
Address:
City: State:
Zip:78642
Home Phone:
Work Phone:
Mobile Phone:
Sex:
Date of Birth:
Social Security No.:
Patient email:

Required by government mandate [although you may refuse]:

Language:
Race:
Ethnicity:
Marital Status:
Other
Patient Referred by:

Primary Care Provider:

Contact Preference: Home Phone / Work Phone / Mobile
Phone / Portal / Email

Primary Insurance Information
Insurance Plan Name: *SELF PAY*
Patient Insurance Number:
Last Name:
First Name:
Middle Name:
Address:
City: State: Zip:
Date of Birth:
Employer Name:
Patient's relationship to policy holder:

Sex (please circle): M orF

Guarantor Information (to whom statements are sent)
Name:
Address:

Relationship to patient:.
Date of Birth:
Social Security No.:
Phone:
Emergency Contact Information
Name:
Relationship:
Phone:
Maobile Phone:

Employer information
Employer:
Address:
Phone:

Pharmacy Information:
Name:

Crossroads:

Phone:

Secondary Insurance Information
Insurance Plan Name:
Patient Insurance Number:
Last Name:
First Name:
Middle Name:
Address:
City: State: Zip:
Date of Birth:
Employer Name:
Patient's relationship to policy holder:

Sex (please circle): M orF

To the best of my knowledge the above information is complete and accurate.

Signed

Date:




|
|
Premier Family Physicians

**Please sign and date each item below™*

ACKNOWLEDGEMENT AND AUTHORIZATION:

« | have read and understand the HIPAA/Privacy Policy for PREMIER FAMILY PHYSICIANS

Signed Date:

« | hereby assign my insurance benefits to be paid directly to the healthcare provider

Signed Date:

« | authorize PREMIER FAMILY PHYSICIANS to release medical information required to process my claim

Signed Date:

« | have read and understand the Financial Policy for PREMIER FAMILY PHYSICIANS

Signed Date:

« | authorize PREMIER FAMILY PHYSICIANS to obtain/have access to my medication history.

Signed Date:

« | authorize my provider's office to contact me by mobile phone

Signed Date:




Premier Family Physicians

PATIENT AGREEMENT

Payment is due at time services are rendered. By signing below, you agree to and understand the following palicies:

PFP Medical Care Agreement

| authorize the physicians of PFP to administer medical treatment as deemed necessary. | understand that there will be a
$25.00 charge for appointments not cancelled 24 hours in advance. | understand that the primary insured is financially
responsible for any balance not covered by my insurance, including co-pay, deductible/co-insurance, and any services
excluded by my policy. | also understand that PFP will not verify insurance coverage. | also understand the primary insured will
be held responsible for any and all charges incurred by myself or covered dependents should there be no coverage on the date
of service. Furthermoare, | hereby authorize release of medical information necessary to file a claim with my insurance and
assign benefits to otherwise payable to me to Premier Family Physicians, LLP.

Initials

Provider Medical Care Agreement

| authorize the physicians of PFP to instruct their Physician Assistant/Nurse Practitioner and Physical Medicine Providers to
assist in certain aspects of my medical care.

| understand that a Physician Assistant/Nurse Practitioner is not a licensed physician. They may treat or diagnose any illness or
medical condition under the supervision of a licensed physician. | understand that each time | make an appointment, if my
physician is not available in a timely manner, | will be given the choice to be seen by the Physician Assistant/Nurse

Practitioner. | acknowledge it is my responsibility to inform the staff of PFP if | wish not to see the Physician Assistant/Nurse
Practitioner and be scheduled with my assigned physician accordingly. | understand that | may revoke this authorization at any
time.

Initials

Electronic Communication

By supplying my phone number, email address, and any other personal contact information, | authorize my health care provider
to employ a third-party automated messaging system to use my personal information, the name of my care provider, the time
and place of my scheduled appointment(s), and other limited information,for the purpose of notifying me of a pending
appointment, missed appointment, overdue wellness visit, or any other reasonable healthcare related communication.
| also authorize my healthcare provider to disclose to third parties, who may intercept these messages, limited protected health
information regarding healthcare events, unpaid balances, missed appointments, and to leave a reminder message on my voice
mail or answering system if | am unavailable at the number provided by me.

Initials
Policy and Fees

| understand the clinic narmally use Clinical Pathology Laboratories. If | or my insurance company prefers another lab, it is my
responsibility to inform a medical staff member before the specimen is collected so | am not billed for out of network lab. |
understand there can be a fee for controlled substance prescriptions written without an appointment ($12). | understand there
may be a fee for missed appointments or appointment can cancelled within 24 hours. | understand there is a $35 fee for
bounced checks and an additional $20 processing fee for balances going to collections. | understand there may be a fee for
paperwork or forms completed without an appointment and may take up to 10 days to complete ($35-75). | understand it may
take up to 7 days to get lab results and 2 days to get imaging results.

Patient Name (please print): DOB:

Patient Signature: Date:




Premier Family Physicians

PATIENT BALANCE POLICY

All visits must be paid at the time of service and under no circumstances can we invoice them without accepting payment.

COPAY PATIENTS
Patients are required to pay copay at time of check-in.

DEDUCTIBLE PATIENTS

Patients are required to pay $85 at the time of check-in. Payment is preferred by credit card and any adjustments can be made
automatically, such as a different level office visit or patient deductible met.

In the instance a patient assures us they have met their deductible, but our system indicates otherwise, patient can be invoiced
but we must take a credit card on file and notify the card will be charged if insurance indicates they have not met their
deductible.

SELF-PAY / PRIVATE PAY

Patients are required to pay office visit at the time of service in the office per fee schedule provided. Credit cards must be on
file for these patients to account for additional services that may be incurred during the visit.

CREDIT CARD AUTOMATIC PAYMENT/REFUND

Automatic payment allows Premier Family Physicians to charge your credit card for any out of pocket not covered by insurance
for all services provided by Premier Family Physicians. Your credit card will be charged upon review of the final explanation of
benefits from each applicable insurance company for services billed or at time of service if not submitting to insurance. You will
receive receipts detailing the amount charged and will receive notification prior to transaction, please contact us immediately
for any questions or concerns, The limit per charge is $150 per visit for all services provided. Refunds will be issued
automatically to this same card.

UNPAID BALANCES

Balances less than $200 must be paid at time of service

Balances $200 - $500 are permitted a payment plan of 2 months.
Balances $500 - $1,000 are permitted a payment plan of 3 months

Balances over $1,000 will require site administrator or CFO or COO to discuss with patient. CFO is to approve any payment
plans discussed over $1,000.

NOTE: payment for current service is to be paid on top of the above. |.e. if payment has $85 deductible & $175 outstanding
balance, the full amount must be paid at time of service due to balance being less than $200.

*UNDER NO CIRCUMSTANCES WILL A PATIENT BE TURNED AWAY FOR REFUSING TO PAY. Upon refusal to pay for
visit and/or balances, they must remain at the clinic to speak with Site Administrator (or CFO or COOQ) after their visit is
complete, or schedule a time to discuss if too sick to remain at clinic, otherwise a kblock will be placed on their account and they
will be unable to book future appointments.

Southwest Medical Village, and Corporale Headquarters, 5625 Eiger Road, Suite 200, Austin Texas 78735, PH: 512 882 7076
Waestlake, 912 South Capital of Texas Hwy, Austin Texas 78746. PH: 512 306 8360

Bee Cave Galleria, 12600 Hill Country Blvd, Building R Suite 103, Bee Cave Texas 78738. PH: 512 358 8180

Dripping Springs, 104 Wast Mercer, Suite H, Dripping Springs Texas 78620. PH: 512 868 2997



Premier Family Physicians

PATIENTS AGE 18 OR OLDER

CONSENT FOR DISCLOSURE TO FAMILY MEMBER
AND/OR PERSONAL REPRESENTATIVE

Patients Name: Birthdate:

| have agreed to let certain individuals participate in discussions and decisions related to my medical care.

Therefore, | hereby give my permission for to share my personal medical information to the following
individual(s):

Name: Relationship to patient: Phone#

Name: Relationship to patient: Phone#

Name: Relationship to patient: Phone#

Conditions for Disclosure (Check the item(s) that apply):

[0 Premier Physicians may disclose my medical information to individual(s) above when | am not physically present,
including disclosures by telephone, facsimile, e-mail or regular mail.

Please note:
Premier Family Physicians will not disclose confidential information without a specific release. See release below:
| authorize the release of information relating to:

O Alcohal / Drug Abuse Evaluation/Treatment

O HIV/AIDS/ STD Evaluation/Treatment

O Psychiatric Mental Health Evaluation/Treatment
O Pregnancy Evaluation/Treatment

Authorization:
* | authorize Premier Family Physicians to release the information marked above.

* | understand that when the health information is released, the information could be redisclosed by the recipient and may
no longer be protected by federal or state privacy laws.

* | understand that my health care and payment for health care will not be affected if | do not sign this form.
I understand this consent may be revoked by me at any time by written notice to the practice.

Patient Signature:

Date of Signature:




Premier Family Physicians

FEMALE HEALTH HISTORY FORM

Today's Date:
Name: DOB:
Previous Primary Care Physician:
Other physicians (specialists) involved in your care:
Preferred pharmacy:
MEDICAL HISTORY: SURGICAL HISTORY:
Have you been diagnosed with any of the following? Have you had any of the following?
Alcoholism OYes 0ONo Abdominal surgery OYes [ONo
Allergies OYes [ONo Appendectomy OYes [ONo
Anemia OYes ONo Brain surgery OYes [INo
Anxiaty OYes ONo Back surgery OYes [ONo
Arthritis OYes ONo If yes: what type?
Asthma OYes ONo Bladder surgery OYes [ONo
Back pain OYes [ONo Breast biopsy OYes [ONo
Blood clots COYes [ONo If yes: location O Right [ Left
If yes: where? Breast surgery OYes [ONo
Cancer OYes ONo If yes: location O Right O Left
If yes: what type? C-Sectlon OYes [ONo
Chrohn's / Ulcerative colitis OYes [ONo Cosmetic surgery OYes [ONo
Depression OYes [ONo If yes: what type?
Diabetes OYes [ONo Eye surgery OYes [ONo
If yes: what type? 01 Oz If yes: what type?
Emphysema / Lung disease OYes [ONao Gallbladder removal OYes [ONo
Endometriosis COYes [ONo Heart surgery OYes [No
Eye disease OYes [ONo If yes: what type?
If yes: what type? Hysteraectomy OYes [ONo
Fractures OYes [ONo Hernia repair OYes [ONo
If yes: whera? If yes: what type?
Gout OYes [ONo Ovarian Cyst removal OYes [ONo
Migraines OYes [ONo If yes: location 0 Right [ Left
Hearing loss / Ear prablems OYes [ONo Thyroid surgery OYes [ONo
Heart attacks OYes [ONo If yas: what type?
Heart disease OYes [ONo Tubal ligation OYes ONo
If yes: what type? Other surgical history?
Hepatitis COYes [ONo
If yes: what type? (A, B, C) OBSTETRIC / GYNECOLOGIC HISTORY:
Hernia OYes [ONo Age of first period yrs
If yes: what type? Period cycle days
High blood pressure OYes [ONo Period duration days
High Cholesterol OYes [No Pattem O Regular O Iregular
HIV OYes ONo Flow [ Light O Moderate (1 Heavy
HPYV infection OYes ONo Have you ever been pregnant? ] Yes [ No
Incontinence O Yes O No If yes: how many times?
Insomnia OYes [No # Full term: # Ectopic:
Kidney disease OYes [ONo # Preterm; # Multiple {twins, triplets);
Kidney stones OYes [ONo # Miscarriages: # Living children:
Osteoporosis OYes ([No # Abortions:
PCOS COYes [ONo Did you have any complications during pregnancy and/or delivery?
Stomach Reflux COYes [No O Yes [ No
Seizures OYes [No If yes, please explain:
Sleep apnea OYes ONo Are you currently sexually active? O Yas [ No
STDs OYes [No Partner(s): 0 Male 0 Female O Both
Stroke OYes [No Method of birth control;
Stomach ulcers OYes [No OCondom O Pl PatchO IUD O lInjection O Implant
Thyroid disease OYes ONo O Ring O Tubal ligation/sterilization O Diaphragm
If yes: what type? O Spermicide (J None
Tuberculosis OYes [ONo If postmenopausal: Age of last normal period:
Urinary tract infections OYes [ONo Are you / have you taken hormone replacement? 0 Yes [ No

Other medical history?

If yes, for how long?
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ALLERGIES:
Are you allergic to any medications? O Yes [ No
NAME REACTION
If yes, please list the name(s) and
type
of reaction
MEDICATIONS:
Do you currently take any prescription medications: O Yes [0 No
MEDICATION NAME STRENGTH & DOSE FREQUENCY
O Daily [ 2xdaily [ 3xdaily [ 4xdaily [] As needed
O Daily [ 2xdaily [ 3xdaily [ 4xdaily [] As needed
O Daily O 2xdaily [ 3xdaily [ 4xdaily [ As needed
O Daily [ 2xdaily [ 3xdaily [ 4xdaily [ As needed
O Daily [ 2xdaily [ 3xdaily [ 4xdaily [ As needed
O Daily O 2xdaily [ 3xdaily [ 4xdaily [ As needed
Do you take any over-the-counter supplements? (Calcium, multivitamins, sleep aids, other supplements)
ONo [OYes-
FAMILY HISTORY: O Unknown / Adopted
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Mother glo|lolajgl(olalalojg{o|lo{olo|o(0{0|0|0|0(0]0]0)
Father olg{ololg|glalolojg{olololojg|lo(ol0|g|a|jgoja|o
Sister o|gjgjo|jg|gjao{ojoja{glolo|lgjg|la{ojooiojojo|
Brother glg|lolgjg{alo|glgla|lojolg|lgjlgja|jojgjajg{o|ja|a
Maternal grandfather glg|a|g|al|o|lg|jgjojg(ojgja|lgjo/o|jg|o(ojgjajajf
Mat. grandmother giololalalala|glojola|o(o|lolojgioloo|gio|lafo
Paternal grandfather glglo|ag{alalo|jo|jgjojglolo|jg|g|a|lojg|jigigojo|a|fd
Pat. grandmother glo|lgjojolglojglojg|la|gjg{ojo|gjg|jo|a|ojojajd
Aunt gliolo(alolalala|o|g{a|0{o|0|0|0{0|0|0|a0{0]|0({0
Uncle glo|lg|o|ojo|jg|g|a|jg|a|g|jgjgjo|gjg|g|g(ojo|jgjg
Other relatives glojo{ojglglg|jag|jojlg|aogjojoojaojagjajgjalo
SOCIAL HISTORY
Marital status: Type of alcohal
Occupation: Are you or others concerned
Current tobacco use OYes [ONo about your drinking? [ Yes [ No
0O Previously but quit: (date) Drug use OYes 0ONo
Packs per day If yes: type
Years of use: yrs Do you practice any OYes [ONo
Type: O Cigarettes [0 Cigars 0 Chewing religion
O Dip O Pipe O E-cigarettes If yes, which one?
Exposure to second hand OYes [ONo Do you exercise? OYes 0ONo
smoke? How often? times/week
Alcohol use OYes [ONo What type of exercise?

If yes: # drinks / week
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HEALTH MAINTENANCE:

If you've had any of the following please specify date last performed:

Pap smear / /

- Have you ever had an abnormal pap smear: O No O Yes: when?

- How was it treated?

Mammogram / /

- Have you ever had an abnormal mammogram? O No O Yes:

- If yes, how long ago?

Colonoscopy / /

- Result: O Normal O Polyps [ Diverticula 0 Hemorrhoids O Other:

Bone density scan / /

- Resuilt: 0 Normal [0 Osteopenia [J Osteoporosis

CT for lung cancer screening / /
Dental exam / /
Eye exam / /
Tetanus shot / /
HPV series (3) / /
Flu shot / /
Pneumor;ia shot: F;neumovax Prevnar 13 [
Shingles vaccine / /
Hepatitis A vaccine / /
Hepatitis B vaccine series / /
Meningitis vaccine / /
MMR (measles, mumps, rubella) / /

Varicella vaccine - / /
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Premier Family Physicians

Authorization for Release of Patient Information
Patient Name Date of Birth

Address City State Zip

Telephone Number(s) w= work, h= home ¢= cell H:
M:

Request Records from (Be sure to complete this section to prevent delays in obtaining your records):

Name of Dactor/Organization: Phone: Fax:

Address:

Description of Information to be released: (please check all that apply)
__Entire Record __Immunization Records __Laboratory Reports __Radiology/ Imaging Reports
__Consultation __Progress Notes __Most recent history and physical
__Other

| understand that the information in my health record may include disclosure of information relating to communicable disease,
Acquired Immunodeficiency Syndrome (AIDS), Human Immunodeficiency Virus (HIV), behavioral or mental health, alcohol/drug
(substance) abuse or any such related information.

This above information is to be disclosed to (Please circle one):

SW Medical Village Westlake Bee Cave Dripping Springs Lakeway
5625 Eiger Road, 912 S Capital of Texas Hwy 12600 Hill Country Blvd 170 Benney Lane 101 Medical Pkwy
Ste 200, Ste 100 Ste R-103 Ste 200 Ste 100
Austin, TX 78735 Austin, Texas 78746 Austin, Texas 78738  Dripping Springs, TX 78620 Lakeway, TX 78738
Fax:855.270.9668 Fax: 855.270.9668 Fax: 855.270.96638 Fax: 855.270.9668 Fax: B55.270.9668

Description or the purpose of the use and/or disclosure:

___Continuing Care ___Second Opinion ___Social Security/ Disability __ Personal Use
___Consuitation/ Referral ___Insurance __lLegal purposes
___Other; Please describe

| understand that this authorization is voluntary and | may refuse to sign this authorization, | further understand that my health care
and the payment of services rendered will not be affected if | do not sign this form. | understand | may inspect or copy the information
to be used or disclosed. | understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure
by the recipient and may no longer be protected by federal and state privacy regulations. | understand Premier Family Physicians
has fees for the type of records provided. | understand that this authorization will expire by law 180 days from the date of this
authorization unless | otherwise specify, This authorization will be in effect until (date of event).

| understand | may revoke this authorization at any time by notifying Premier Family Physicians. | understand that if | revoke this
authorization | must do so in writing and the written revocation must be signed and dated with a date that is later than the date on this
authorization. The revocation will not affect any actions taken before the receipt of the written revocation.

X

Signature of Patient or Patient's Representative Date Printed name of Patient or Patient's Representative



