FRANKLIN MEDICAL CENTER
514 ROUTE 33 WEST, SUITE 6
MILLSTONE, N.J. 08535

OFFICE: 732-851-7007 FAX: 732-786-0012
TODAY’S DATE:
PATIENT NAME:
LAST NAME FIRST NAME MIDDLE INITIAL
DATE OF BIRTH AGE MALE/FEMALE SS#
ADDRESS:
STREET CITY STATE ZIP
HOME PHONE CELL PHONE

MARITAL STATUS: SINGLE / MARRIED / DIVORCED / WIDOWED

OCCUPATION:

EMERGENCY CONTACT: RELATIONSHIP:

PHONE:

INSURANCE INFORMATION

PRIMARY INSURANCE:

PRIMARY INSURANCE CLAIMS ADDRESS:

SUBSCRIBER ID #

GROUP #

PoLicYy HOLDER:

LAST NAME FIRST NAME

RELATIONSHIP TO PATIENT: POLICY HOLDERS D.O.B.

PoLICY HOLDERS SS#

PoOLICY HOLDER’S EMPLOYER

MIDDLE INITIAL

SECONDARY INSURANCE

SECONDARY INSURANCE:

SECONDARY INSURANCE CLAIMS ADDRESS:

SUBSCRIBER ID # EFFECTIVE DATE

GROUP #

PoLicy HOLDER:

LAST NAME FIRST NAME

RELATIONSHIP TO PATIENT: POLICY HOLDERS D.O.B.

PoLICY HOLDERS SS#

MIDDLE INITIAL




AUTHORIZATION AND RELEASE

| AUTHORIZE THE RELEASE OF ANY INFORMATION OF THIS PATIENT’S TO HIS/HER REFERRING
DOCTOR AND TO HIS/HER INSURANCE COMPANY, THIRD PARTY ADMINISTRATORS, PAYERS AND
OTHER MANAGED CARE ENTITIES WHO INSURE THE PATIENT.

| HERBY AUTHORIZE PAYMENT DIRECTLY TO FRANKLIN MEDICAL CARE, LLC OF INSURANCE
BENEFITS OTHERWISE PAYABLE TO ME. A PHOTO COPY SHALL BE CONSIDERED AS VALID AS
THE ORIGINAL.

AUTHORIZED SIGNATURE DATE

| UNDERSTAND PAYMENT IS EXPECTED IN FULL AT THE TIME OF SERVICE. | ALSO UNDERSTAND
THAT IF MY INSURANCE DOES NOT COVER SERVICES PROVIDED, | AM PERSONALLY
RESPONSIBLE FOR THIS PAYMENT. IT WILL BE MY RESPONSIBILITY TO KEEP UPDATING
FRANKLIN MEDICAL CENTER ABOUT MY CURRENT INSURANCE.

AUTHORIZED SIGNATURE DATE

CONSENT FOR TREATMENT

| HEREBY VOLUNTARILY CONSENT FOR EXAMINATION AND TREATMENT BY THE PHYSICIANS OF
FRANKLIN MEDICAL CENTER.

AUTHORIZED SIGNATURE DATE

PROFESSIONAL SERVICES ARE RENDERED TO AND CHARGED TO THE PATIENT DIRECTLY. THE PATIENT IS RESPONSIBLE
FOR ALL FEES REGARDLESS OF INSURANCE COVERAGE. THE PATIENT IS SOLELY RESPONSIBLE FOR HMO REFERRAL
REQUIREMENTS. NECESSARY FORMS WILL BE COMPLETED BY OUR OFFICE TO EXPEDITE INSURANCE CARRIER
REQUIREMENTS. WE REQUEST PAYMENT FOR ALL SERVICES WHEN THEY ARE RENDERED UNLESS OTHER
ARRANGEMENTS HAVE BEEN MADE WITH OUR OFFICE STAFF.



MEDICAL HISTORY

WHERE HAVE YOU BEEN RECEIVING YOUR MEDICAL CARE?
NAME AND ADDRESS OF PHYSICIAN:

HAVE YOU EVER BEEN HOSPITALIZED? YES No
IF YES, PLEASE LIST DATES AND REASON(S):

HAVE YOU HAD ANY SURGERIES? YES No
IF YES, PLEASE LIST DATE(S) AND TYPE(S):

PLEASE LIST ANY MEDICATIONS YOU TAKE (INCLUDING PRESCRIPTION DRUGS, OVER-THE-

COUNTER DRUGS, VITAMINS, ETC.):

NAME OF MEDICATION STRENGTH

How OFTEN YOU TAKE IT

HAVE YOU EVER HAD AN ALLERGIC REACTION TO A MEDICATION?
IF YES, PLEASE LIST THE MEDICATION:

YES No




PLEASE CHECK ANY ILLNESSES OR CONDITIONS WHICH YOU OR ANY MEMBER OF YOUR FAMILY
HAS OR HAS HAD:

CONDITION SELF FAMILY

ANEMIA

ARTHRITIS

ASTHMA/COPD

BLOOD DISORDERS

CANCER
TYPE(S):

DEPRESSION

DIABETES

DRUG/ALCOHOL
DEPENDENCY

EPILEPSY/ SEIZURES

HEART
DISEASE/ CONDITIONS

HEPATITIS

HIGH BLOOD PRESSURE

HIGH CHOLESTEROL

IMMUNE DISORDERS

INTESTINAL PROBLEMS

KIDNEY DISEASE

LIVER DISEASE

SKIN DISEASE

STROKES

STOMACH ULCERS

THYROID CONDITIONS

ALZHEIMERS/ DEMENTIA

OTHER :




ACKNOWLEDGEMENT

| UNDERSTAND THAT, UNDER THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
1996 (HIPPA), | HAVE CERTAIN RIGHTS TO PRIVACY REGARDING MY PROTECTED HEALTH
INFORMATION. | UNDERSTAND THAT THIS INFORMATION CAN AND WILL BE USED TO;

e CONDUCT, PLAN AND DIRECT MY TREATMENT AND FOLLOW-UP AMONG THE MULTIPLE
HEALTHCARE PROVIDERS WHO MAY BE INVOLVED IN THAT TREATMENT DIRECTLY OR
INDIRECTLY.

e OBTAIN PAYMENT FROM THIRD PARTY PAYERS.

¢ CONDUCT NORMAL HEALTHCARE OPERATIONS SUCH AS QUALITY ASSESSMENTS AND
PHYSICIAN CERTIFICATIONS.

| HAVE RECEIVED, READ AND UNDERSTAND YOUR NOTICE OF PRIVACY PRACTICES CONTAINING
A MORE DETAILED DESCRIPTION OF THE USES AND DISCLOSURES OF MY HEALTH INFORMATION.
| UNDERSTAND THAT THIS ORGANIZATION HAS THE RIGHT TO CHANGE ITS NOTICE OF PRIVACY
PRACTICE FROM TIME TO TIME AND THAT | MAY CONTACT THIS ORGANIZATION AT ANY TIME AT
THE ABOVE ADDRESS TO OBTAIN A CURRENT COPY OF THE NOTICE OF PRIVACY PRACTICES.

| UNDERSTAND THAT | MAY REQUEST IN WRITING THAT YOU RESTRICT HOW MY PRIVATE
INFORMATION IS USED OR DISCLOSED TO CARRY OUT TREATMENT, PAYMENT OR HEALTHCARE
OPERATIONS. | ALSO UNDERSTAND YOU ARE NOT REQUIRED TO AGREE TO MY REQUESTED
RESTRICTIONS, BUT IF YOU DO AGREE THEN YOU ARE BOUND TO ABIDE BY NEW RESTRICTIONS.

PATIENT NAME:

RELATIONSHIP TO PATIENT:

SIGNATURE OF PATIENT:

DATE:




I AGREE THAT YOU MAY CONTACT ME REGARDING RESULTS, MEDICAL
CONDITION, OR OTHER INFORMATION BY WAY OF;

LEAVING A MESSAGE ON THE ANSWERING MACHINE:

YES NO

LEAVING A MESSAGE WITH WHO EVER IS ANSWERING THE PHONE:

YES NO

YOou MAY DISCUSS MY MEDICAL ISSUES WITH THE FOLLOWING PEOPLE:

NAME:

RELATIONSHIP:

PHONE #:

NAME:

RELATIONSHIP:

PHONE #:

NAME:

RELATIONSHIP:

PHONE #

PATIENT SIGNATURE: DATE:




Notice of Information Practices and Privacy Statement
For Franklin Medical Center

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review carefully.

Policy: Franklin Medical Center is committed to ensuring the rights of our patients to privacy. Privacy includes, but
not limited to, Protected Health Information (PHI), a person’s physical or mental health, the provision of healthcare or
the payment for healthcare. PHI includes patient identity, address, age, social security number, the reason the patient
is being seen, treatments and medications the patient may receive, and observations about the patient’'s condition as
well as past medical history.

Privacy considerations include verbal, written or electronic communications. It is Franklin Medical Center’s
responsibility as a covered entity to maintain confidentiality and ensure that those business associates receiving PHI,
such as insurance companies, billing companies and laboratories, also adhere to appropriate privacy standards as
defined by the Health Insurance Portability and Accountability Act (HIPAA).

This notice applies to all of the records of your care generated by the practice, whether made by the practice
or an associated facility.

Patients have the right to control who will see their PHI. PHI communication will be limited to those who need the
information to provide treatment (the practice will share information with any doctor to whom we refer you to for
additional care), obtain payment or to complete healthcare operations. Franklin Medical Center is required to
release information in a limited number of situations to comply with the law. In these cases, the patient will be
informed unless prohibited by law. Franklin Medical Center may also share information for the purpose of research,
to avert a serious health or safety threat, organ/tissue donation, workers compensation, public health risks,
investigation, government activities and lawsuits/disputes. Franklin Medical Center notifies patients one day in
advance of their scheduled appointments.

Patients have the right to review their medical records upon request. This review is to be done with the attending
physician or designee in order to assist the patient’'s understanding. The patient has the right to request copies of or
corrections to the medical record. The patient is to make these changes in writing. Request for corrections and action
taken are to be maintained in the patient’s medical record. The practice may deny the request for correction if the
information to be corrected: (a) was not created by the practice (unless the person or entity that created the
information is no longer able to make the amendment), (b) is not part of the medical information kept by or for the
practice, (c) is not part of the medical information the patient would be permitted to inspect and copy, or (d) is
accurate and complete. If the physician reasonably determines the disclosure of the medical information to the patient
will be detrimental to his/her physical and/or mental health, the physician may refuse to furnish the record. In this
event, (s)he must document the reason for the decision and, on written request, should furnish the medical record to
another physician designated by the patient.

Patients have the right to an accounting the disclosures the practice makes to third parties (other than disclosure for
treatment, payment and operations). Patients also have a right to request restrictions/limitations on use/disclosure of
information as well as the right to request confidential/alternative communications.

Franklin Medical Center will have a designated Privacy Officer. The Office Manager (or alternate assigned by the
corporation) will serve as the Privacy Officer. Patients having a complaint related to privacy/confidentiality should
request to speak with the Privacy Officer or they may contact the Secretary of Health and Human Services. The
practice will not penalize the patient for filing a complaint. For the latter option, complaints in NJ should be directed to:

Region I, Office for Civil Rights

US Dept. of Health and Human Services

Jacob Javits Federal Building

26 Federal Plaza- Suite 3312

New York, NY 10278

Voice: 212.264.3313 Fax: 212.264.3039 TDD: 212.264.2355

A copy of this notice will be provided to patients.



