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Redmond




	PATIENT INFORMATION:
Patient Name: «FirstName» «MiddleInitial» «LastName»
Previous or Nick Name:  
Mailing Address: «MailingAddress1»
City, State & Zip: «PtCityStateZip»
Home Phone: «HomePhone»  Cell No: «CellPhone»
Work Phone: «WorkPhone»  Ext: _________

	Physician: «PcpFName» «PcpLName»
Birth Date: «DOB»  Sex: «PtSex»
Marital Status: «MaritalStatus»
Social Security #: «SSN»


	RESPONSIBLE PARTY for patients under 18 year of age:
Name: «GrFName» «GrLName»
Birth Date: _____________  SSN:___________________   
Mailing Address (if different from patient) City, State, Zip: «GrAddr1» «GrAddr2»
Phone: _____________  Email:_______________________
Employer:________________________________________
Employer Address:_________________________________                                        

	PATIENT’S EMPLOYER INFORMATION:
Employer Name: «EmployerName»
Employer Address, City, State, & Zip: «EmployerAddress»
Employer Phone:_____________________
Employment Status (Please circle one): 
Full time   Part time   Unemployed   Self Employed  Retired   Active Duty Military
OK to leave you messages at work?    Yes   or   No

	Patients Physical Address: «StreetAddress»
OK to leave you messages at home?     Yes   or   No
Patients Email: «Email»
Race:______________Language:______________________
(Circle One)   Hispanic    Non-Hispanic
Pharmacy of Choice: «pharmacyName»

	EMERGENCY CONTACT:
Name: «EmergencyName»
Relationship to patient:​​​​​​​​​​​​​​​​​​___________________
Address, City, State, & Zip:​​​​​​​​​​​​​​​​​​​​​​​______________________ 
​​​​​​​​​​​​​​​​​​​​​​______________________________________________
Home Ph: «EmergencyPhone» Work Ph:___________


	INSURANCE INFORMATION:
Primary Insurance: «InsuranceName»
Subscriber: «Subscriber»  Birth Date: «SubscriberDOB»
Subscriber Address:________________________________ 
Sex: «SubscriberSex» Relationship to pt: «RelToPatient»
ID: «subscriberno» Grp: «SubscriberGroupNo»

	Secondary Insurance: «InsuranceName1»
Subscriber: «Subscriber1» Birth Date:
«SubscriberDOB1»
Subscriber Address:____________________________
Sex: «SubscriberSex1» Relationship to pt:«RelToPatient1»
ID: «subscriberno1» Grp: «SubscriberGroupNo1» 


I GIVE PERMISSION FOR THE FOLLOWING INDIVIDUALS TO SEEK MEDICAL CARE FOR MY CHILD:

                    NAME                                           RELATIONSHIP TO CHILD                           COMMENTS

____________________________  __________________________________________  __________________________

____________________________  __________________________________________  __________________________

Where did you hear about St Charles Family Care - Redmond?____________________________________________

New Patients: Comments about our scheduling and registration process_____________________________________
__________________________________________________________________________________________________
Existing Patients: How can we improve?_______________________________________________________________

__________________________________________________________________________________________________
Rx History Consent

 Yes   No  I give St Charles Family Care - Redmond my consent to share my medication lists with my other providers and facilities who participate in SureScripts ePrescribing as needed to facilitate treatment or other healthcare operations involved in my medical care.
I, the undersigned,  have insurance coverage,  do not have insurance coverage and authorize direct payment to St Charles Family Care-Redmond.  I acknowledge that I will be financially responsible for all charges, whether or not paid by my insurance.  IF IT BECOMES NECESSARY FOR THIRD PARTY COLLECTIONS, THE UNDERSIGNED AGREES TO PAY FOR ALL COSTS AND EXPENSES INCLUDING REASONABLE ATTORNEY FEES.  In addition, I authorize St Charles Family Care - Redmond to release information, as necessary, in order to facilitate treatment, payment or other healthcare operations to Insurance Companies or Medical Providers involved in my medical care.

SIGNATURE:______________________________________________________________DATE:__________________

---------------------------------------------------------------------------------------------------------------------------------------------------
SCFC - Redmond Patient Portal

If you are connected to the internet, you may now access information regarding services you receive from St Charles Family Care - Redmond through our secure Patient Portal. You may access the portal from our website at www.cascademedicalclinic.com. 

If you are interested in using Portal services, please read the attached Informed Consent notice, sign your name acknowledging your acceptance of the terms and conditions of the Informed Consent and provide us with your e-mail address.  We will activate your Portal access and provide you with your initial user name and password.  You may change your password when you log into the Portal.

We hope you will utilize and enjoy the benefits of this convenient patient service!

Patient Name: «FirstName» «LastName»
Responsible Party on child’s account requesting portal access:  «GrFName» «GrLName»
Date of Birth: «DOB»
Signature________________________________________________________________

E-mail address____________________________________________________________

St Charles Family Care - Redmond
Financial Policy

All patients must read and sign this document, which will become a 

permanent part of the patient chart.
    St Charles Family Care - Redmond’s expectation is that you will pay all applicable co-pays, 

deductibles and patient responsibilities AT THE TIME OF SERVICE

We accept cash, checks, and most major credit cards (excluding American Express).  If you are unable to meet your payment obligations, your appointment will be rescheduled to a more convenient time.  We appreciate your understanding in this matter.

Please be aware that we will add a $25.00 charge to your account for returned checks. We reserve the right to send all accounts with balances over 60 days old to an outside collection agency.  You may be responsible for all reasonable collections and attorney costs incurred.

Insurance

Please note that you, the patient, have a contract with your insurance carrier. We cannot guarantee that your insurance will cover our services. Therefore, we strongly suggest that you verify coverage options with your insurance carrier prior to your appointment.  We will gladly bill your insurance carrier for the services we provide, however if your insurance has not paid within 30 days, we reserve the right to make it your responsibility to follow up with them.

It is the patient’s responsibility to notify the clinic of any changes in your insurance coverage.  Please bring your insurance card(s) to every visit so we may ensure our records are kept current.  

Please be aware that many insurance plans do not cover lab services, procedures or immunizations under their office visit benefit, which can result in greater out-of-pocket expenses for you beyond the office visit co-pay amount.  If you have scheduled an annual physical or preventative exam, and you wish the physician to address other concerns during that appointment time, the additional services we provide will be billed to your carrier.  This may also result in greater out of pocket expenses to you, such as two office visit co-pays being applied by your insurance during their claims processing.

Uninsured Patients


 If you plan to pay privately for your services, please be advised that it is St Charles Family Care - Redmond’s practice to collect payment in full at the time of service.  For your convenience we can offer you a prompt pay discount toward your office visit charge.  If you are unable to make payment in full at the time of service, your appointment will be rescheduled to a more convenient time.  We appreciate your understanding.

Workers’ Compensation


If you believe that your injury is work related, you must tell us BEFORE being seen by the doctor. You are required to notify your employer and initiate a work comp claim. You must provide us with complete employer information, claim information (e.g., work comp insurance carrier, claim number), and the details surrounding your injury.


We also require you to furnish us with your regular health insurance information in the event that your work comp carrier denies your claim. If you do not have health insurance and your work comp claim is denied, you will be held responsible for the balance in its entirety.

Motor Vehicle Accidents (MVA) / Third Party Liability


We will require all claim details (claim#, contact info, billing address) at the time of your appointment, otherwise we will require payment in full for services rendered for each patient being treated for a MVA/other accident-related injury. We will file claim(s) with the motor vehicle or third party insurance company that you designate, provided we receive all necessary information with which to bill. If the claims are denied, or a protracted lawsuit is involved, the patient is responsible to pay the account balance in full. We will bill your private health insurance for balances left after your personal injury protection (PIP) is exhausted.

Forms Fees


Please be advised that we may need to charge you between $10 - $25 for additional paperwork that may be required from your work comp carrier, employer, other insurance carriers or attorneys.  This fee covers our administrative expenses related to physician/staff time, photocopying, mailing, etc.  

Collection Status Patients


If your account is in a collection status or a bankruptcy is filed, we will require balances to be resolved before additional services can be provided.  Our relationship with you may also need to be terminated if your financial obligations are not met.   

I acknowledge that I have received a copy of this financial policy. I agree to read this document and comply with the terms set forth in this policy for services rendered by St Charles Family Care - Redmond.

______________________________________________

______________________
Patient Signature




       
Date
ACKNOWLEDGEMENT AND CONSENT

I understand that ST CHARLES FAMILY CARE - REDMOND (referred to below as “This Practice”) will use and disclose health information about me.

I understand that my health information may include information both created and received by the practice, may be in the form of written or electronic records or spoken words, and may include

information about my health history, health status, symptoms, examinations, test results, diagnoses, treatments, procedures, prescriptions, and similar types of health-related information.  My medication lists may be shared with my other providers and facilities who participate in Surescripts ePrescribing.
I understand and agree that This Practice may use and disclose my health information in order to: 

· make decisions about and plan for my care and treatment;

· refer to, consult with, coordinate among, and manage along with other health care providers for my care and treatment;

· determine  my eligibility for health plan or insurance coverage, and submit bills, claims and other related information to insurance companies or others who may be responsible to pay for some or all of my health care; and

· perform various office, administrative and business functions that support my physician’s

efforts to provide me with, arrange and be reimbursed for quality, cost-effective health care.

I also understand that I have the right to receive and review a written description of how This 

Practice will handle health information about me.  This written description is known as a Notice of

Privacy Practices and describes the uses and disclosures of health information made and the 

information practices followed by the employees, staff and other office personnel of This Practice, and my rights regarding my health information.

I understand that the Notice of Privacy Practices may be revised from time to time, and that I am entitled to receive a copy of any revised Notice of Privacy Practices.  I also understand that a copy or a summary of the most current version of This Practice’s Notice of Privacy Practices in effect will be posted in the waiting/reception area.

I understand that I have the right to ask that some or all of my health information not be used or disclosed in the manner described in the Notice of Privacy Practices, and I understand that This Practice is not required by law to agree to such requests.

⁭    Individual refused or was unable to sign an acknowledgement that the individual received our Privacy Practices Notice.  Describe your good faith effort to obtain the individual’s signed acknowledgement and the reason you were unsuccessful on the line below:

I acknowledge that I received St Charles Family Care - Redmond Notice of Privacy Practices.

Patient: «FirstName» «MiddleInitial» «LastName»
By:   _______________________________________

Date:______________________

                               (Patient)

By:_________________________________________

Date:______________________

                               (Patient representative

Description of Representative’s Authority __________________________________________

December 2010
Current Medical Information and History

NAME:   «FirstName» «MiddleInitial» «LastName»       DOB:  «DOB»


Please list any medications you take (including over the counter medicines).

____________________________________           ___________________________________               ____________________________________
____________________________________
   ___________________________________               ____________________________________
____________________________________
   ___________________________________
        ____________________________________
ALLERGIES: _____________________________________________________________________________
Please tell us about any ongoing medical issues.
__________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________
Are you currently seeing a specialist?__________________________________________________________________

Social History
Do you smoke? _____________ If so, how much and how long?______________________________________________

Do you use alcohol?  _____________  If so, how often and how much?________________________________________ 
Family Medical History

Is your Father alive/deceased?    DOB________________  Medical Problems?
________________________________________________
Is your Mother alive/deceased?
DOB________________  Medical Problems?_______________________________________
Siblings:   How many brothers?  _________  How many sisters?___________
If so, do they have any medical problems?____________________





______

Children:   How many sons?____________   How many daughters?_____________

If yes, do they have any medical problems?_______________________________________________________________
Please list any operations and hospitalizations, approximate dates and reasons.___________________________________

__________________________________________________________________________________________________
________________________________________________________________________________________________________________________












________________________________________________






