Clearfield Medical Group

Patient Registration Form
Patient Information
Last Name: First Name: Previous Name
Mailing Address: ; Apt#
City/State/Zip: '
Home Phone: Cell Phone: ? Work Phone:
Preferred Method of Contact for Reminder Calls: _ | Please Select Preferred Number:

| Home Cell Work
Family Physician or Pediatrician: Date of Birq:: Sex:

| Male Female
Marital Status: Social Secufity #:
Employer Name: Emergency FontactName:

|
Emergency Contact Phone #: ‘ Relationship to Patient:
Respansible Party- If the patient is a minor (uader the age of 18), the parent or guardizn bringing the patient in will be listed as the
Last Name: ! |First Name:

i
Date of Birth: Social Security #: ! Phone:
Address of Person Responsible: l
City/State/Zip: Relationship to Paticat:

Additional Information (PLEASE FILL OUT ALL SECTIONS BELOW)

!
|
Email Address: | |Can we leave a message regarding your medical care
| |& test results?
Race (please select): ) l Ethnicity (please select one):
O Whitt O American Indian or Alaska NativeQ Asian +  {O Hispanic or Latino
O Hispanic O Black or African American O Native Hawaiizn or Pacific | |© Not Hispanic or Latino
Island ¢ |ODecline
O Other O Decline i
[Preferred Language (please select one): O English O Bosnizn O Indian (inciuding Hindi & Temil)
O Sign Language OSpanish | O Russian O Other
Preferred Pharmecy Name & Location:
Ins, Co. Name Ins, Co. Nal%‘le
|
Policy Holder Narne: Policy Holdt%:' Name:
Policy Holder's Date of Birth; Policy Ho!d’?r's Date of Birth:
_{Policy Holder's Social Security #: Policy Ho]d%r‘s Social Security #:
Relationship to Policy Holder: Patient Relationship to Policy Holder: £

#
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I certify that 1 have read and agres to Clearfield Medical Gmup(CMG)psymmtpolicy.Imdigiblcfm‘theinsmnﬁnﬂimtdonﬂ;isfmmanﬂlmdamd
payment is my responsibility regandicss of insurance coverage. [hmbyasignmCMGanmmcymwhichlmenﬁﬁedformu}mal_upmsc;mlamdto
services ﬁumtimemtimuI:yCMG,bmmmuuﬁmyh&mmm&lmhoﬁmmﬁmmmmefmmmy
carrier or third party payer to fucilitate processing my insurance claims. I understand that failure to pay outstanding balancas within 90 days of
tificatian of the amount due will result in subrission to an outside colicction agency. A $20.00 refurned check foe will be charped for checks reumed du 10
insuﬂiciemﬁmds.Ichoosetomeiveoomnnmimﬁonsﬁ'omCMGbymoro-mailatthenumb:ruraddmsstatedabuve,imludmgb:nnothmitedto
W‘ﬁmm‘mmmmmmnimdmmpm and texts may ot be secure and there is a risk that they may be
read bya PpaTty.
MEDICARE BENEFICIARIES: [ request that payment of authorized Medicare benefits be made to CMG. 1 authorize any holder of medical information about
pemraleasetoCMSmdiﬂagenﬂmyinﬁnmaﬁonneedndmdmmmmmhmeﬁsmmcbmcﬁmpayamcform services.

1 have reviewed a copy of Clearfield Medical Group®s Privacy
Notice. {Initials) |

Signature of Responsible Party: X Date:

Printed Name of Responsible Party: X Date: .

-

—- —

-
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Dr. William N. Clearfield D.0.

FINANCIAL POLICY
9550 S MeCarran Blvd Saite B Rena. Nevada 59523
Phone: (775) 3591222 Fax: £28-977-3503

Dr. William N. Qlesrfisld D.O, believes that part of good bealthcare practice is to establish and communiete
a ﬁunhlpdicybourpaﬁmh.vlemddiubdmmvﬂhg&ebmpuﬁhhau for you, and we want
you to comipletely understand oor fizancisl policy.

lfywdomtczryinﬂnnm.orifm verage is currently under a pre-gxisting condition clause, payment in
full is expected at the time of yoq visit. We do ask for 3 copy of your insunmee card and an 1D that is
govmuuissnddmmlhemmynssoﬁhmityﬂuﬁ.

lNSURANCEWempanicipaingmvidaswimmilmnzmpm We will file all of these insurance claims,
Alistofthcsci:mmplamisnaihh!emreqm ber that insw is a con

between the patient and the issuramce company and gltimatety the patient is respoasible for payment in
on Ifmﬁmnmmmmydoumpayﬁemiuwimhlmlepﬁodofﬁme.ynuwillbebilled.

If we later receive payment for your insuer, we will refund any overpayment 1o you.
§

If our doctors are not listedﬁtyowplnn‘snetwwk.yonmybersponsible for fuli paymeny; It is the
Wilhyofﬁcmmmhwifmmmmm&hmphnwmDmtolhcmany
diﬂhmimmmpmdmmnmummmﬂ‘mmmdigibil&ymdwBemmcheck
wmmm'smwmmmmﬁmmmmwmmmmvmm

Paximtswhoim'istm"dayor‘ ugaﬂmgm:schedu]ingormaﬂwhmasorondaﬁthecﬁnicisclosed
willbeamdmaddﬁnm!mmwaﬂﬂbmsfu.m&swﬂlbebﬂhdmmmm
or collected as pari of the office charges for self pay petients.

wrhzmmmmkzﬁonbym:docmr_m

wmmitzﬁon.Bmeﬁnmcharysmsmpermm tus and licable pastage or noary Postage
isaddldan!mpeymemismquﬁedinndm. P - o fees
BILLING OFFICE: Ifynnhavequmimsirimgadwmynfymbmmgm:mam,ourbmmg"
&m& iswaihbletqminynu.copyiugreesrorl\dediulBillinngdsissmfarﬂnfm:i:
m)p:g&smdm.wpe_r_mmmofmmy.%bﬂ!ingoiﬁce willhawlsbmhmdayshwhiﬂlm
w&k&xﬁ@b&nﬁmﬁ?ﬂmISdayswiﬂcommaﬁcrpammﬁ:rmpying
patient si is form izing records” release 259.
office hours Monday throegh Fridayll-g‘:épnl’ldﬁcﬁm  CALL hs- !.'wg

ummmmmmisdonmwmmm%so(mrga;mpyhgmwmmﬁngwfmm
Bdﬂtﬁuﬂnﬁ
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Dr. William N. Clearfield D.O.
FINANCIAL POLICY

9550 § McCarrm Rivd Surte B Reno, Nevada RB525
Phoner (7T75)359-1222  Fax. RRBOT7-1%03

CANCELLATIONS OR MISSED APPOINTMENTS: If yau do not cancel vour appaintment at least 24 hours
before, or if you no-show, we will assess you a $35 missed appointment fee.

PATIENT INFORMATION: 1t is the responsibility of the paticnt 1o snotifs our office of changes in address,
phone number, insurance coverage (including effective and termination dates). Insurance charges that are
returned 1o our office as coverage tormed. nat effective on the date of service will result in the patient being
billed for all scrvices received. Patient statements returned 1o vur office as “undeliverzblc” or "moved with no
forwarding address” will result in an attempt to contact the patient one time by telephone. [f the patient is
unresponsive (within 48 hours of initial phone call to patient) to atempls to contoet and get updated
information, all cutsianding balances will be sent (0 an cutside collection apency.

RESPONSIBILITY FOR PAYMENT: I understand that |, personally. am financially responsible to
Dr. William N. Clearfield D.O. for charges not covered by the assignment of insurunce bencfits.

ASSIGNMENT OF INSURANCE BEBEFITS: 1 hereby assign, transfer. and set over directly 10
Dr. William N. Clearfield D_0. sufficicnt monies and/or benefits for basic and majur medical to which

[ 'may be entitled for professional and medicel eare, to cover the custs of the care and treatrment rendered to
myself or my dependent in said clinic.

I authorize Dr. William N. Clearfield D.O. 1o contact my insurance company ur health plan administrator and
vbuain all portinent financial information concerning coverage and pavments under my palicy. | ditect the
insurance company or health plan sdministrutor to release such infurmation 1o Dr. William N. Clearfield D.O.

1 authorize Dr. William N. Clearfield D.O. 10 rolcase all medical informatien tincluding, but not limited 10,
information on psychiatric conditions, sickle cell anemiu, gloohul and drug sbuse. aml HIV or commaunicable
discases) requested by my health insurance carrier, Liovernment paycrs. Medicare, other physicians or
praviders, and any other third-party payers.

L]
RELEASE OF INFORMATION: 1 hereby authorize the and direct Dr. William N, Clearfield D.O.t0 releare
1o governmental agencies. insumance carriers, or athers wha are financially liable for such professional and
medical care. al! information needed to substantiate cluim and payincht.

COLLECTION FEES: | understand that in the event Yy account is placed in collection status with Summit
Collections. any additivnal fees incurred due to this, will be added to my outstanding balance. ‘This includcs but
is not limired to late fees, callections agency fees. court ¢osts, interest and fines. ! understand that these

additional fees will be my personal responsibility 1o pay in full. Paticnts inquiring on accounts sent 1o
collections will need to cantact Summit Collections directly,

DIVORCED PARENTS of PATIENTS: By signing below, the parentyuardian who signs a minor child inw our
practice on the day of service accepts full responsibility for payment, This office does 1ot promise to send bills
ur recards lo the ather parent/guardian for issucs of payment ur communication. We will communicate about
treatment and payment with the parent/guardian who signs in that day. Parents'guandians are responsible
between themselves 1o communicare with cech other about the treatment and payment issucs.

1 have read and understand the practices financix! palicy and 1 agree (o be bound by its torms.

I also understand and agree that such terms may be amended by the practice from time to time,

[

}

— e - LR ln AN er r e B ddkyew woam - . — AT —— t
Signature of Patient (or Guarantor, if applicable) | o ST

Please print the name of the patient

. R

»

sy B T T




HIPAA Information and Gonsent Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your
privacy. Implementation of HIPAA requirements officially began on April 14. 2003,

What this is all about: . '
Specifically, there are rules and restrictions an who may see of be notified of your Protected Health
Information (PH). Thesa restrictions do not include the nomat interchangg of information necessary {o
provide you with office servicas. HIPAA provides certain rights protections lc_ you as the patler!t: We
balance these needs with our goal of providing you with quality professional service and care., Additional
information is avallable from the U.S, Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except asis necessary o provide services or to ensure that
all administrative matters related to your care are handled appropriately, This specifically inciudes the
sharing of information with other healihcare praviders, iaborat ies, health insurance payers asis
niecessary and appropriate for your care, Patient filss may be stored in open file racks and will nat contain
any coding which identifies a patient’s condition or information Which is not already a matter of public
record. The normal course of providing care means that such racords may be left, at least temporarily, in
administrative areas such as the front office, examination room| ete, Those records will not be available to

2. Itis the policy of this office to remind patiants of their appointments. We may do this by teleghane, e-
mail, U.S mat, or by any means convenient for the practice ancm\r as requested by you. We may send you

other communicatians informing you of changes to office policy and new techriolog

y that you might fing
valuable or informative.

3. The practice utilizes a number of vandors in the conduct of business. These vendors may have access
to PHI but must agree to abide by the confidentiality rules of Hip .

4. You understand ang agree to inspections of the office and review of documents which may include PH!
by government agencies or insurance payers in normal perfermance of their duties,

5. Youagreeto bring any concerns or camplaints regarding priva

to the altertion of the office a
the doctor. ¥ angeror

6. Your confidentia information will not be used for the purposes

of m ing or advertisi
a or ices arketing wert:smgofproducis.

7. We agree to provide patients with access ta their records in accardance with state arxi federal laws,

8. We may change, add, delste or modify any of these pravisions

to batt
practice and the patient, B0 serve the needs of the both the

9. You have the sight to request restrictions in the use of yaur rofected health i i
change in cestaln policies used within the office conta 2ot ealth information and tq request

s ' ceming your RHI. H . i
alter internal palicies to conform to your request. 9y cwever, we are nct cbligated to

i

\ date do here

::ﬂzﬂedg: mty ;gmemqnt ta the terms set forth in the HIPAA lNFORMA%yoc;gggltﬂaa':z
oy aqﬂ‘;nﬂ; :?ag::a lrl; .ofﬁca policy. | undaratand that this consent shall remain in




i

|
Acknowiodgemaent of Receipt of Notice of Privacy Practices

i
¥

| understand that, under the Health Insurance Portability & Accountability Act of 1986
(‘HIPAA), | have certain rights to privacy regarding my protected health information,
I understand that this information can and will be used to:
)
« Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
providers who may be invoived in that treatment directly and indirectly.

= Obtain payment from third-party payers.
i
= Conduct nomal healthcare operalions such as quality assessments and physician certifications.

{ have received. read and understand the Notice of Privacy Practices document containing a more
compiete description of the uses and disclosures of my health information. | understand that
William N. Clearfield D.O. has the right to change this Notice of Privacy Fractices from time to
time and that | may contact this organization at any time at the address below for a current copy
of the Nolice of Privacy Practices document.

Patient Name: |
(Please Print) ‘ (Relationship to Patient)
Signature: !
(Please Sign) {Date)
Do we have your permission to: :

Leave a message on your answering machine 7] Yes T No
Confirm appointments OJ Yes [] No

Speak to household members conceming your medical care and/or billing {7 Yes Ci No

Name /Relationship

Name/ Relationship

‘Name/ Relationship

FOR OFFICE USE ONLY Pinsto spacty)

We atternpted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
however, acknowledgment could not be obtained because:

U Individual refused to sign
{1 Communications barriers prohibited obtaining acknowledgement

{1 An emergency situation prevented us from obtaining acknowledgement
3 Other:

V1.00




}
Q

William Clearfield D.O.
9550 S. McCarran Blvd.. Suite B

Reno, NV 89523 775-359-
1222

drbill/a refuvenatereno.com

Patient Name
Reason For Visit .

How Healthy are You Unhealthy 1234567 Very Healthy,
Any Hospitlizations? Why? =

Any Surgery? List

Date:

Health Issues

¥

Hormone Replacement Heart/Angina/Murmur Eye/Glaucoma Diabetes/Thyroid
Dx. Stroke Cancer High Cholesterol Blood Pressure Liver/Hepatitis Migraines
Asthma Neurological Issues Heartburn/Colitis/Ulcers Anemia/Blood Issues Sinns
Issues Depression/AnxictyPsychiatric Disorders Short of Breath Kidney/Bladder
Seizures Arthritis LowBlood Pressare Long Dissease/Asthma Seasonal Allergies

Any other medical treatment not listed above?

fra——

Allergies
Medications Taking__

Supplements/Herbs

Do you Smoke or Ese Tobacco? Never_ Daily On Occasion___ Former
Smoker__How Many Packs/Day
i

Use alcohol? Never  Social Daily ery Rarely_ How many drinks/wk__
}

— e L _...‘

Family (Living Y/N NMnesses)

Mother Father
Sisters Brothers:
Grandmother(s) Gmndfat;hers
Femzles

How many times have you been pregnant? Date of Last PapSmear
Date of Last Mammogram f

Mzle/Female:Ever treated for an STD? Do you use seat belts Y/N
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o ot et e

Female Hormone Symptoms -

Estrogen Deficiency Progesterone Deficiency Testosterone Deficiency
Hot flashes __Swollen breasts . Fatiguc, prolonged
—_ Night Sweats —_Headaches —__Memory problems
— Apathy ___Anxiay —__ Decreased libido
— Fogpy thinking _lmepular menses ___Muscle weakness
Bone loss — Cranmping ! —_Hecar Palpitation
— Depression . Inferility ) .. Bone loss
—__Urinary incontinence __Acne [ _____Incontinence
—Severe Mood Swings _.__Joint pain ! —_Fibromyalgia
—_DryVagina —.__Weight gain —_Mental fuzziness
—_Droopy Breasts — Lowlibido : — Depression
Ofen Tired _Mood swings —__Blunted motivation
T I ___ Diminished feeling of well
—_Mentaily Fuzzy . Depression being
—__Lessinterested in Sex __PMS | ___ Thinning skin
——_Losing Hair —_ Fuzzy Thinking ____Vaginal dryness
—Wrinkles Around Lips _ Low libido 1 — General aches/pains
Estrogen Excess Progesterone Excess Testosterone Excess
—— Decreased urine flow —__Somnolence ___Acne
—Increased urinary frequency _ Mild depression | __Deepening of voice
- Lowlibido __Candida exacerbations —__lrriwbility/moodiness
Weight gain in hips/abdomen ~—Gastrointestinal bloating —__Loss of scalp hair
— Nervous/Anxious __Breast swelling —-Mate-pattern hair growth
—— lrritable/Mood Swings —Exacerbates S/S of estrogen ~__Clitoral enlargement
——_Headaches deficiency _ _Insomnia
- Elevated triglyceride
____Waterretention Cortisol Deficiency Cortisol Excess
—_Breast Swelling/Tender ___Fatigue ___Bone loss
—__Craving for swects —.Cravings for sweets —_Sleep disturbances
__Fibrocystic breasts — Chemical sensitivities —__Lowlibido
—_Uterine fibroids ——Symptoms of low progesterone —_Anxicty
____Nervousness o Allerpies : — . Depression
— Weight pain —__lrritability , —_Hair loss
—.__Heavy, irregular menses —— Symptoms of hypathyvroidism Elevated triglycerides
—Low thyroid symptoms
—__Fatigue

o

[lame #




Thyroid Deficiency

Weight gain
—Fatigue

— Lack of endurance

— Dizziness

—_ Joint stifiness

—  Depression

— . Anxiety

Decreased concentration
— Muscle weaknoss

—— Headaches

- Mood swings

—._ lrritability

Waord mix-ups
—Joint painfaches

—— Swollen fingers
___Brainfog

— Memory blanks
—_Low body temperature < 97,5

— TSH>30

——

Thyroid Excess

Weight loss/gain
—_Fatigue
—__Shakiness
—__Heat intolerant

—— Restlessness
Increased thirst
___Hairloss
—_Anemia

— Increased sweating
—Hivesiitching

—___ Britle nails
____Rapid heartbeat
——_Chest pain

— Shortness of bresth
— . Weakness
——Decreased muscle mass
—__Anxiety/panic attacks
—_ Depressionfirritabllity
— Emctional
swings/aggression

F ﬂ/:‘/f)ﬂ.—




