PATIENT REGISTRATION INFORMATION

NOYDEEN

MEDICAL GROUT

Mult Spemcisliy Clmie

PHYSICIAN (Please circle): Dr. Ali Dr. McBay

REFERRING PHYSICIAN:

PERSONAL INFORMATION

Marital Status: [ Single [[] Married [ Divorced [JWidowed Sex: [IMale [IFemale

Name:

Address: City, State, Zip:

Social Security # - - Date of Birth : / /
Cell Phone: ( ) Home Phone: ( )

Email Address:

PATIENT’S INSURANCE INFORMATION

Primary Insurance:

Secondary Insurance:

PHARMACY INFORMATION

Name: City:
Name: City:
EMERGENCY CONTACT

Name: Phone: ( )
Relationship:

MARKETING

How did you hear about us?

EMPLOYER:

Name: Number:

Assignment of Benefits/Financial Agreement
| hereby give lifetime authorization for payment of insurance benefits to be made directly to Noydeen Medical Group and any
physician for services rendered. | understand that | am financially responsible for all charges, whether they are covered by insurance
or not. In the event of default, | agree to pay all costs of collections and reasonable attorney’s fees. | further acknowledge, if |
provide incorrect or missing insurance information, or if payment is denied due to missing Coordination of Benefits (COB), |
acknowledge that | am fully responsible for all charges.

Signature: Date:




NOYDEEN

MEDICAT GROLIP

HIPAA/PRIVACY NOTICE ACKNOWLEDGEMENT Vil ity Clnics

| acknowledge that Noydeen Medical Group is required by the Health Insurance

Portability and Accountability Act of 1996 (HIPAA), as well as applicable Arkansas state laws, to protect the
privacy and security of my Protected Health Information (PHI). | understand that my PHI may be used and
disclosed for treatment, payment, and healthcare operations as permitted by law, and that Arkansas law may
provide additional protections for certain sensitive health information. | further understand that | have rights
regarding my medical records, including the right to access, request amendments, request restrictions,
request confidential communications, and file a complaint if | believe my privacy rights have been violated. |
acknowledge that | have been offered or have received a copy of Noydeen Medical Group’s Notice of Privacy
Practices.

| also consent to Noydeen Medical Group’s use of a virtual medical scribe for the purpose of documenting my
medical visits. | understand that the virtual scribe is bound by HIPAA and confidentiality requirements, that my
information will be safeguarded in accordance with HIPAA and Arkansas law, and that the virtual scribe’s role
is limited solely to medical documentation purposes.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO OTHERS

| authorize Noydeen Medical Group to discuss and/or release my medical information to the following
individual(s):

Please PRINT the name clearly:

Relationship: Phone:
Relationship: Phone:
Relationship: Phone:
Relationship: Phone:

This authorization remains in effect unless revoked by me in writing.

Patient Printed Name: Date:
Patient Signature: Date of Birth:
Patient Representative: Relationship:

This form complies with HIPAA and applicable Arkansas privacy laws.
For questions regarding privacy practices, please contact Noydeen Medical Group directly.




AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

I authorize Noydeen Medical Group to RELEASE /SEND my health information TO the NO DEEN
following: MEDICAL GROLIE

Mulsi Spociabig Clivies

Name:

Address:

Phone: Fax:

I authorize Noydeen Medical Group to OBTAIN/RECEIVE my health information FROM the following:

Name:

Address:

Phone: Fax:

Description/Dates of information that may be USED/DISCLOSED:

Entire Record? Yes or No

Specified Dates:

Information will be used/disclosed for the following purpose:

» lunderstand that if the person or entity that receives the information is not a healthcare provider or
health plan covered by federal privacy regulations. The information described above may be re-
disclosed and no longer protected by these regulations.

» lunderstand that Noydeen Medical Group will be paid for the costs of copying the information to be
released.

» lunderstand that | may refuse to sign this authorization and that my refusal to sign will not affect my
ability to obtain treatment or payment or my eligibility for benefits. | may inspect or copy any
information USED/DISCLOSED under this authorization.

» lunderstand that | may revoke this authorization in writing at any time by delivering a copy of the
revocation to Noydeen Medical Group.

This authorization expires ninety (90) days from the date below:

Patient Name: Date:

Date of Birth: Phone:

Patient Representative: Relationship:




CANCELLATION/NO-SHOW POLICY NOYDEEN

ALGROLP

CANCELLATIONS:

We value all our patients and strive to provide the best patient care possible in the most comfortable setting.
Please understand that when we schedule your appointment, we are reserving time for your medical needs,
reserving a room and preparing your records. We kindly ask that if you must change an appointment, please
give us a 24-hour notice. This courtesy makes it possible to give your reserved time to another patient who is
needing to be seen. If you cannot give us a 24-hour notice, please call us as soon as possible to let us know
that you cannot make it to the appointment. We know that your time is valuable and appreciate your
cooperation with our policy.

NO-SHOW APPOINTMENTS:

A “NO-SHOW” is defined as missing an appointment without calling us to cancel. We understand that the
occasional missed appointments can occur for a variety of reasons. When you do not come to your
appointment, not only are you not being seen, but you are preventing another patient from being seen.

Our policy is as follows:
15t No-Show: We will send a letter and reach out to you by phone to get your appointment rescheduled.

2"4 No-Show: We will send a letter, reach out to by phone and you will incur a $25 fee added to your chart. No
discounts or refunds will be issued for these charges. Your payment will be due in addition to any copay’s that
you may have at your next visit.

34 No-Show: After the 3™ no-show, we will send you a letter of dismissal from the practice. We will offer 30
days of emergent care only and will send your medical records to your new physician.

| have read and understand the above policies. Any questions that | have regarding this policy has been
answered and copy provided to me.

Patient Signature Date Signed

PRINTED name of patient Date of Birth




Past Medical History

Patient Name:

Previous PCP:

DOB:

How did you hear about us?

Reason for Leaving:

Past Medical History: Please check if you have had the following:

Cardiovascular

o High Blood Pressure

o Heart Attack, Year:

o High Cholesterol

o Atrial Fib

o Congestive Heart Failure (CHF)
o Blood Clots

o Peripheral Vascular Disease
Endocrinology

o Diabetes

0 Thyroid Disease

o Pituitary Disorder

o Adrenal Disorder

o Testosterone Deficiency
Pulmonary

o COPD/Emphysema

o Asthma

o Sleep Apnea

0 Pulmonary Nodule
Neurology

o Stroke, Year:

o Dementia

o Epilepsy/Seizure Disorder
0 Migraine Headaches

o Pseudotumor Cerebri

0 Restless Legs Syndrome
o Bell’s Palsy

0 Multiple Sclerosis

o Vertigo

o Tinnitis

Other:

Gastroenterology
o Acid Reflux/GERD

o Liver Disease/Hepatitis

0 Celiac Disease

o Ulcerative Colitis

o IBS

o Diverticulosis
Nephrology

o Chronic Kidney Disease
o Kidney Stones
Hematology/Oncology

O Anemia

o Sickle Cell Disease/Trait
o Bleeding Disorder

o Cancer

Type:

Psychiatry
o Depression

O Anxiety

o Bipolar

O Insomnia

o ADD/ADHD
o PTSD

o Schizophrenia
Rheumatology
o0 Rheumatoid Arthritis
o Lupus

o Fibromyalgia
0 Osteoporosis

o Scleroderma

Infectious Disease
o +HIV or AIDS

0 Tuberculosis

o Herpes

Gynecology

o PCOS

o0 Endometriosis

o Uterine Fibroids

O Menopause
Urology

o BPH

o Erectile Dysfunction
Ophthalmology

o Glaucoma

o Cataracts
Dermatology

o Eczema

O Psoriasis

o Rosacea

o Acne

Orthopedic

o Carpal Tunnel Syndrome

o Chronic Pain

Where?

Allergy/Immunology

o0 Environmental/Seasonal Allergies

0 Immunodeficiency




Past Medical History (continued) Patient Name:

If you are diabetic, when was your last HgbA1C? Result?
When was your last dilated eye exam?
What was the result?

Who was the ophthalmologist/optometrist?

When was your last diabetic foot exam?

Exam Date of Last Exam Result Location Doctor
Pap Smear (ages 21-65)

Mammogram (ages 40-75)

Bone Density ~ (over 65)

Colonoscopy (over 50)
PSA (over 50)

Immunizations: Please indicate if you have had the following immunizations and the approximate year

Yes No Year Yes No Year
Pneumovax (age > 65) Yes No Shingrix (age>50) Yes No
Prevnar (age > 65) Yes No Tetanus (every 10 yrs) Yes No
Flu (yearly) Yes No HPV (age 11-26) Yes No

Please list any specialists. (ex. Cardiology, Pulmonary, Neurology, Nephrology, Endocrinology, Gastroenterology, Rheumatology,
Pain Management, OBGYN, Ophthalmology, Urology, ENT, Podiatry)

Diagnosis Specialist Type Name

Allergies: Please list all drug allergies and/or other allergies
Drug Reaction




Medications: Please list all current medications (including over-the-counter medications), dosages, how you take them and who
prescribes them

Medication Dosage Frequency Prescribing Dr.
Surgeries
Date Surgery Reason

Hospitalizations (other than those associated with surgeries listed above)
Date Hospital Reason

Tobacco Use
Areyoua o currentsmoker o former smoker o nonsmoker
If you are a current or former smoker, please list how many packs per day:

and for how many years: . Quit date:
Have you had screening for an Abdominal Aortic Aneurysm? Yes No

Have you had screening for Lung Cancer by Chest CT? Yes No

Sexual History:
Have you had sex in the past 12 months?

Have you ever had an STD?
If yes, which one? When?

Any history of sexual abuse? Yes No




Have you used drugs other than those for medical reasons in the past 12 months? Yes No

If yes, What drug? How often?
Have you had a drink containing alcohol in the past 12 months? Yes No
If yes, How often? How many at each sitting?

How often have you had 6 or more drink on one occasion in the past year?

Describe your average daily caffeine intake:

Describe any regular exercise:

Describe your living situation, including who you live with;

What is your Martial Status? Partner’s Name:

What is your occupation?

Any known exposures?

Family History

Members

(alive/deceased)
Mental Iliness

Kidney Disease
(type)

Status

Year of Birth
Diabetes
Hypertension
Heart Disease
Stroke

Cancer

(type)

Other

Mother

Father

Mom’s Dad

Mom’s Mom

Dad’s Dad

Dad’s Mom

Siblings

Son(s)

Daughter(s)

How many siblings do you have? Brothers Sisters

How many children do you have? Boys Girls




Depression Screening

Do you have little interest or pleasure in doing things? Yes No

Do you feel down, depressed or hopeless? Yes No

If you answered YES, to either of the above questions, complete the following:
Over the last 2 weeks, how often have you been bothered by any of the following problems?

(Use "Xx" to indicate your answer)

Not at all

Several
days

More than
half the
days

Nearly

every day

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

Feeling bad about yourself or that you are a failure or have let yourself or your
family down

Trouble concentrating on things, such as reading the newspaper or watching
television

Moving or speaking so slowly that other people could have noticed or the
opposite being so fidgety or restless that you have been moving around a lot
more than usual

Thoughts that you would be better off dead, or of hurting yourself in some way

(Staff Only: if PHQ9>9 add CPT F34.1, Document Intervention)

Fall Risk Assessment
If you are 65 years of age or older, please answer the following:

Have you fallen within the last 6 months? Yes No
Do you have a history of falls? Yes No
Do you take precautions to prevent falls? Yes No

Avre you taking any medications that might affect your balance? Yes No




