Infinity Family Clinic

ALWAYS BY YOUR SIDE

Patient ceneral nforvation (please prink)

Name: DOB: Sext M/ F !
SSN: Status: stngle/ married/ divoreed/ widoweo 1
Priveary address:
home #: cell: work:
e-malil:
Energencl) contact:
Nawe: Phone #:
RﬁLa’ciom,slni,P e i e s S e e 6 I
Sharing of Medieal nformation: 5
| glve the physician and offiee staff of (nfinity Family clinie
| perimission to discussmpmedical condition with the following .
| individuals: - o
Name: relationship:
| Nawne: relationship:
Phaomacy: :
Nawe: Phowne #:
Address:




Spectallst Yo see:

 Infinity Family Clinic

~ ALWAYS BY YOUR SIDE

Nawe: Phowne #:
Nawe: Phowne #:
Name: Phowne #-:

Pattent Authorization for MEDICARE PATIENTS:

[ authorize he physiclan anol/or staff of nfinity Family Clinic to release to the
soctal seeurity admintstration, Health Care Flnancing Administration or its
tntermediaries or carviers any information needed for this or any Medicare
clatm. | permit a copy of this authorization to be used in place of the original
and request payment of medical tnsurance benefits wither to myjself or to the

CTTrpArEY W vrayyease Medteare payitent tivformation to erpsE over -

automatically to my supplement insurer. | understand that [ om financially
responsible for any services deemes non~covered by Medicare:

Patient Signature:

Date:

Patient Authorization for PPO and HMO ']_:;n?tiew’c_é: T

[ authorize the physiclan and/or staff of infinity Family clinic to release to
my tnsuranee company or tts representative any iwformation tneluding the
diagnosts and records of any treatmeent or examination rendered to me during
medical or surgleal cave. t authorize and vequest my tnsurance company) to pay
divectly to nfinity Family clinle the amount due for medical or surgical
services. | understand that [ am financlally responstble for any) services deened

nown-covered bg my LASUYANGE COMAPANY].

Patient Stgnature:

Date:




Infinity Family Clinic

ALWAYS BY YQUR SiDE

patient Authorization for ALL PATIENTS:

IFC (s committed to providing quality care and pleased to disouss our
professional fees with you at any thme. Your clear understanding of
our financial policy ts buportant to our professional relationship.

Please ask if you have any questions about our fees, flnanclal policy
or your reﬁs])msrifbﬁ_utg as ouy pa’cie_m,t. itis Your respowsibil,itg to mtif@ us of

any) changes to Your information, such as changes tn address, phone wumber

and/or bnsurance.
*Payment (s due at tme of service unless arrangement has been made with
mangagement.

*it ts your responstbility to waderstand Your nsurance bemefits.

*There Is a $ 35 fee for any returned cheeks.

L understand that t am financially responstble for sernvices b the offices non-
covered by insurance. { also wnderstand the financial poliey of nfinity Family
clinic.

Patient Slgnature: e POLE

ACKNOWLEGEMENT OF RECEIPT OF PRIVACY PRACTICES:

Notice to patients: \We are required to provide You with a eopy of our Notioe of
Privacy Practices which states how we may use and/or disclose your health
tnformation. Please sign to ackwnowledge receipt of notice. [ acknowledge that |
recelved a copy of the Infinlity Family clinle Notlee of Privacy Practices.

Patlent Signature: Date:




 Infinity Family Clinic

" ALWAYS BY YOUR SIDE

PATIENT CONSENT TO TREAT:

[ hereby give my consent to infinity Family Clinie and authorize provided
medieal treatment. Lunderstand thot nfinity Famdily clinie will explain my
condition(s), foreseeable risks, and methods of treatment for my condition
before treatiment that is thought necessary if, tn an emergency, a condition s
dlscovered that was not kinown previously.

== s ""‘3"hﬂ'*\?ﬂ;@ﬁﬁ'fbd;!:5'*1"&5’!*d,%ﬁ*mid:[;'ﬁitH;g*%Wd’&?%%ﬁ%d*%h’%%?’ﬁ%ﬁ%M:f%(%ﬁ%%ﬂ*%%%@*?rﬁﬁ%ﬂ%ﬁl'"’"' =s o

have had the opportunity to discuss my condition and the above procedure (s)

with the care provider. All my questions have been adequately) answered.

Patient Signature: Pate:

CANCELLATION AND NO SHOW POLICY:

“our golioy (s as Follows: Non-cancellation/ No shows within 24 hours -
notification: $z0.00Patients who do not show wup for thelr appolnbment without
a call to cancel and office appointraent will be considered as a NO SHOW.
Patlents who NO SHOW three (3) or more thimes b a 12-month period, may ke
dismissed from the practice thus they wiil be dented any {uture appointments.
The Cancellation and No SHOW fees are the sole responstbility of the patient

- and must be patd in full before the patient’s next appolntiment, We understand .
that spectal wnavoldable clrewmstances may cause You to cancel within 24
hours. Fees tn this instance mal) be walved with management approvat. Our
practice believes that good physticlan/patient relationship is based upon
understanding and good communication.

Patient Slgnature of NO SHOW acknowledgment:




Infinity Family Clinic

ALWAYS BY YOUR 8IDE

PATIENT QUESTIONNAIRE
Fall Risk Seraening Questions
1. Have you had two or more falls within the past 12 months with or without injury? [ Yes ONo
2. Do you feel unsteady walking or standing? OYes ONo
3. Do you worry abaut falling? [1Yes(ONo
-.— 4. Doyouuseacaneorawalker?. - .. .. . . . _._ .. oo ... .. F¥YesfNo-— -

Physical Health

1. Does physfeal health Interfere with your daily activities? [ Almost Never [JOccasionally [TFrequently
2. How many days per week are you physically 2etive? 00-1Days D2-3Days 04 or more Days
3. Are you as dctive as other persons your age? O YesNe

4. Do you choose stalrs over escalators / elevators?  [1Almost Never  [Ocgesionally  DFrequently

Emotional Henlth A e

1. How would ybu describe your emotional health? [1 Cafm [ Enérgetic 0O Downhearted

2. In the last month, has your emgotional health interferad with your daily activities? [1YesONo
3. How many hours of sleep do you typleally get at nlght? {15 or lass [16~7 hours 08 or mote hours

4, In'the last month, have you accamplishad Tess than you would [ike or been more careless at work

or while performing daily activities? I¥es ONo
Bladder Control o o
1. Is bladdet contro! a problem for you? [TYesONo
2. In the past 60 days, has urine [eakage changed your dally activities or interfered with sleep? [1¥esONo
3. If urine leakage Is a problern, would you be willing to try: Medication  [JYes ONo

Exercise OYes (No
Surgery [ YesUONo

Medications

1. Inthe last 2 weeks have you forgotten to take your medications? [T ¥es MNo
Z, Do you have any questions on prescribed riedications and how and when to take them? [ Yes [Ng
2. Do yout have any medications that are unaffordable evén with help from copays? 0 Yes No
4. Do you have any worrles or guestions related to your medication or side effects? 1 Yes ONo

Patient Name _ DOB Signature . . Daté




ASSIGNMENT OF BENEFITS

tagyree to pay) lroflnity) Family clinto for all charges and expenses tncurred. [understand and agree
that | an responsible for the total charges for senioes rendered. Regardless of any assignment of
benefits provided. | firther agiree that the ampwnts charges ave due upow request and are the uskal and
sustomary) rates for the geographic area for the services. e consideration of services rendered, | hereby
brvevoeably) dssign and transfer to Wwfinity Family clinie for miyself and my “dependent,” if
applicable, all vights, title and tnkerest to the benefits payable for services rendered which are provided
bn any insuransce polioy (ies) or group health plans under which we basured or provided coverage for
health benefits. This brvevooable assignment and transfer shall be for the purpose of my rights
granting wfintty Family clinte an tndependent right of recovery based wpow thely pursuit of my

rights. wnder such polieles or arowp health plans. Lhereby) appobut twfinity) Family Clinde as my dully

authorized vepresentntive (s) and attorney-ln-flct to act on owr behalf, to seek paywment of vy benefit

elatims wn pursus my vights to vaedionl coverage and the beneflts that flow from. such coverage, to file
oppeals related to such clatme and to request docunents relevant to such olaims as pervmitted wnder
the clatm procedure regulations wader section 502 of ERISA and bn actordance with 29 CFR.
2560.502-1 (b) (4) and divect authorlze any payorto sonumanlente with such authorized
representative (s) with a copy to me regarding all of our benefit claims with vespeet to nflnity
Family Clinte. t specifically olirect payment by any sueh entity or under any sueh plans, policles,
and prograwms to be maade direstly to twfinity Family clinie for services and ttems provided to me and
i dependlents. In the event of payment Ls made to me contrary to this assignment, twill 'Promptl,ld

T Eurn over payiment Lin full to Wofinity Fanitly Blinle. This Gssigniiént aid power of attorney

includles, but are not Limited, clobms, or causes of action of action that | waa have relating to any
tnsuranee policy or health benefits plaw or any other party under BRISA, wader state nsurtinee Law
and wnder state conmon Law. | Further assign to infinity Family Clinie and &t's ngents all rights,
ebatims or oauses of actiow { may have to request and obtain documents from wy health plan and tts
affiliated tnsurers, employjees and thivd party) adwministrators that velate to coverage or non-toverage
of benefits or payment of charges for vaedical vendered, including, without Limitation, my cevtifieate

__of coverage, 'poLwM avl/or summari plan desoription; any master policy governbng plan, o{oaument

4
—Staf{ witwess Print: : Shgnature:

that differs fmm the certifieats of covernge, policy And/br SURIIA ry plan deseription; coples of any
policles or procedures used to desiale vy olatm; and 2 conplete copy of any sther clatms adjudication
bnformation so that Infinity Family clinte caw determine if a full and {aiv review of my clabm tock
place. 1 assign to Infinity Family clinie and it agents my rights and any elatms oy cuses of
actlon 1 may have to colieet awy) penalties for my health plaw's fatlure to thwely produse this required
bnformation.

H ey Account becomes delinguent and it is referred to an attormey or collestion ageney), | agres that |
witl pay all eharges, tnterest from. the due date (L.e., thivty (30) days after veoelpt of the clean clatm)
at elghteen percent (L8%) or the maaxbnum, vate allowable by law, reasons ble attorney fees, eosts, and

eollection expenses.

Patient Print: Slgnature:




Infinity Family Clinic

ALWAYS BY YQUR SIDE

Dear patlent,

To meet the tnereasing demands of insurance compantes and keeplng in
compllance with Medicare, we at mﬁmﬁtg Fa mE.Lg Clinle, PLLC are asking that
patients follow the protocol wecessary to meet thebr guldelines. We are
requesting from all patients:

&) P and insurance- Please provide your current (B and if you have

bnsurance, we need Your nsirance cavd to ensure effieient billing,
b)-Patiewts with-twsurance—we draw tabs twofflce as-ar-covrtesy) to

patients and send those Labs to Quest(or CPL). Make sure Your
bnsurance ts always wp to date with infinity Famdly clinie, PLLC.
The tnsurance provided is what will be sent to @uest who then will bill
the bnsurance. Shouldl you encounter an tssue with billing, plense vefer
to your tnsurance company for Lab coverage. ALl patients with no
o rlmsaranee will-be tharged divectly frometheoffleg. == s

o) Medications- we need a list of all medications. Please provide a list of
all medieations ou are taking tncluding from any) speclalists.

d) Refills- we are wot able to vefill medications prior to you belng seen at
twfinity Family Clinle, PLLC. Medication vefills ave based on the NP

discretion and virles with everyone.

e} Awvnnt vistt=our patients ave veqmrbred-tohave aveavomaat7 physteat?
wellingss visit every year. This is usuatly mandated by Your
bnsurfinee company. Any patlent that does not comply) with this very
mportant Vistt will be subject to not belng seen by our practice or
penalties oy Your insurance company. This is sepavate and different
frow a follow wp appolntment,

1) speelallst- we need to lenow i You have seew a spectalist, Of so, we need
Your recordls. Please provide us with thelr nwames and information.

We hope You understand that these guidelines were set to help our providers and
the office to coordinate the best possible healtheare for all patients.

Thawk o for choosing Inflnity Family clinle, PLLC.




PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Over the last 2 weeiss, how often have you been

"bothered by any of ihe folfowing problems?
P o gt = More than |  paar]
(use " to indicate your answer) Notatall| Several | icie arly
days every day
days
1. Little interest or pleasure in doing-fhings 0

|
2, Feeling down, depressed, or hopeless 0 ‘
3. Trouble falling or staying asteep, or sieeping too much 0 }i
-
4, Feeling tired or having little energy 0 B‘
. . 0 :
5. Poor appetite or overeating ;
6. Fealing bad about yourself—or that you are a failure or 0 :
= ey et yourself or your-family down-— = s s b s i s ]
7. Trouble concentraling on things, such as reading the 0
newspaper or watching television ,
8. Moving or speaking so slowly thét other people could 1
have noticed. Or the opposite — being so figety or 0
restless that you have been moving around a lof more
- than usual -
9. Thoughts that you would be better off dead, or of 0 i
hurting yourself

add columns

(Healthcare professional: For inferpretation of TOTAL, TOTAL:
please refer to accompanying secoring card).

10. If you checked off any problems, how difficulf Mot difficult at all ' ?
have these problsrs made it for you to do somewhat difficult a
your work, take care of things at home, or get Very difficut

along with other people?

e 14

Extremsly difficulf

Copyright © 1999 Pfizer Inc. Al rights reserved. Reproduced with permission, PRIME-MDO is a trademark of Piizer Inc.
A2663B 10-04-2005




5y

_{ .. weating (night sweats or excessive sweating)

Your Loue )
Address and Contact Information

Narme: ' Date of birth:

MALE HEALTH ASSESSMENT

Which of the following symptcms apply to you currently {in the last 2 Wéeks)? Please mark the appropriate box
for each symptom. For symptoms that do not'currently apply or ng longer apply, mark "none”,

¢

(8]

2)

) None Mild Moderale Sevare Ver sevsre\
(Symptcms (i C (3 3}’(4)

Sleep problems (difficulty falling asleap, sleeping through
the night or waking up too earhy)

J-..Difficulties with.mermorny. _ _ e el

Increased need for sleep or falls aslaép easily after a meal
Depressive mood (feeling down, sad, lack of drive)
Irritability (mood swings, feeling aggressive, angers easily)

Anxisty (inner restlessness, feeling panicked, fealing nervous,
inner tension}

Physical exhaustion {general decrease in muscle strength or
endurance, decrease in work performance, fatigue, lack of energy, |
stamina or motivation)

Sexual problerms (change in sexual desire or in sexual performance)
Bladder problems (difficulty in urinating, increased need to urinate)

Erectile changes (weaker erections, loss of morning erections)

_Joint.and muscular.symptoms.(joint painor swelling, .. . . __
muscle weakness, poor recovery after exarcise)

Problems with thinking, concentrating or reascning
Difficulty learning new things

Trouble thinking of the right word to describe persons, places
or things when speaking

Increase in frequency or intensity of headaches/miaraines
Rapid hair loss or thinning
Feel cold all the time or have cold hands or feat

Woeight gain, increased belly fat, or difficuity losing weight
despite diet and exercise

Infrequent or absent gjaculations

Total score

N

Severity score: Mild: 1-20 / Moderate: 21-40 / Severe: 41-60./ Very severe: 61-80




your Loao

L J : Addréss and Contéct Information

Name: _ ' Date of Birth:

FEMALE HEALTH ASSESSMENT

Which of the following symptoms apply to you currently (in the last 2 weeks)? Please mark the appropruate box
for each symptom; For symptoms that do rot currently apply or'no lohger apply mark “none”. ‘

: B .

T . 5 - \
sympioms : Never Mild Moderate Severe Very Severe
(03 N¢)) (2 (€)] “

Hot ﬂshes

Sweatmg (mght sweats or 1ncreased ep;sodes of sweatmg)

Sleep problems (difficulty fa!!mg asleep, sleeping through the night or
waking up too early)

Depressn:_f.e mood (feeling down, sad, cn the verge of tears, lack of drive)
Irritability (mood swings, feeling aggaressive, angers easily) .
Anxiégy'(inner restlessness, feeling panicky, feeling nervous, inner tension)

Phys:cal exhaustion (general decrease in muscle strength or endurance
gase ork pérformance, fatigue, lack'st ¢ energy, stamma BF

motlvatfon)

Sexual problems (change In sexual desire, sexual act|\/|ty, orgasm and/or
satisfaction)

Bladder problems (difficulty in urinating, increased need to urinate,
incontinence) -

Vadinal symptoms (sensation -ol‘-dr'yness of burning in vagiha, difficulty '
W|Lh sexua[ |ntercc>urse)

Jolrit anu MuSCUlar symptomsTJomt "p“aih“'or swe!l‘ﬁ@], mu?de W‘ﬁkﬁess
poor recovery after exercise)

Difficulties with memory.-
Problems with thinking, concentrating or reasoning
Difficulty learning new things

1

Trouble thinking of the right word to describe parsons, places or things
when speaking -

Increase in frequency of intensity of headaches or migraines
Hair loss, thinning or change in texture of hair

Feel cold all the time or have cold hands or feet

Weight gain or difficulty losing weight desb]te diet and axercise

Dry or wrinkled skin -

Tatal score . 0 . d

\_ 1

Severity Score: Mild: 1-20 /Mode'ra'te: 21-40 / Severe: 41-60 / Very sevare; 61-80




NOTICE OF PATIENT RIGHTS AND RESPON SIBILITIES

troe regardless of race, cteed, sex, national otigin, religion, sexual orlentation, gendet identity,
disability or handicap, or source of payment for care or services,

2. Respectand Dignity. You have the tight to considerate, tespectful care and services at a1l

imes and under a1t citcumstances, This inchudes recognition of psychosocial, spititasl and

cultural vasighles that may influsmce the petception of your ilinegs,

3. Prvacy and Confidentiality, You have the tight, within the law, to petsonal and informational
ptivacy. This includes the tight to:

* Beinterviewed and examined in sutroundings that ensute reasonable ptivacy

* Havea person of yout own sex present during 2 physical examination or treatment

* Not remain disrobed any longer thar is required for accomplishing tteatment ot seryices

o Request transfer to another tteatiment room if g visitor i unteasonably disturbing

*_ Expect that any. cﬁsc-:ussion-or"t:bﬂS'tﬂtEtiéﬁ'iégEinﬁéEEﬁﬁ be conducted discreetly

*  Hxpectall written communications pertaining to care to be treated as confidential

*  Bzpect medical tecords to be tead only by individaals ditectly involved in cate, quality-
assutance activities, of the Pprocessing of insurance claims. No other Ppersons will have access
without your written zuthorization.

4. Personal Safety, You have the tight to expect teasonable safety regarding the practice’s
procedutes and envitonment.

5. Identity. You have the tight to know the identity and professional status of any petson
providing sexvices and which Physician ot othet practitioner is primatily responsible foryour

FakiFiY
CATE;

i




Tnformation, You have the right to obtain complete and corrent information concetning yout
diagnosis (to the degtee known), your treatment, and any known prognosis. ‘[his information

should be communicated in tetms that you undetstand.

Communication, Ifyou do not speak ot understand the predominant langnage of the
community, you should have access to an interpteter, 'This is particulatly true when language

battiers are a continuing problem.

Consent. You have the tight to information that enables you, in collabotation with the
physician, to make treatment decisions.

e Consent discussions will include an explanation of the condition, the tisks and benefits of

teeatment, and the consequences of no treatment.

“& Ricept im the tascof incapacity ot Jife-threatentng emergency, you.will not be subjected to

any ptocedure unless you provide voluntaty, wtitten consesit:

s Youwill be informed if the practice proposes to engage in research or expetitnental projects
affecting its cate or sexvices. If it is your decision not to take patt, you will contiue to
receive the most effective cate the practice otherwise provides.

R—

1. Kules and ] R@ﬂmﬁmwm_bﬂﬂ{ﬁmedﬂf_ﬂqup ctice’s tules and regulations concetning

10.

1.

Patient Responsibilities

Consultation. You have the right to accept ot tetuse ethicat care to-theextent petmittedby————————
Javw. However, if refusing treatment prevents the practice from peoviding apptoptiate cate in ?
ccordance with ethical and professional standards, your relationship with this practice may be :

i

terminated wpon reasonable niotice.

Chatges. Regardless of the soutce of payment for cate provided, you have the tight o fequest
and receive iternized and detailed explanations of any billed setvices. '

yout conduct as 2 patient at this facility. You ate further entitled to information about the

initiation; review, and tesolution of patient complaiats. . __

Keep Us Accurately Informed. You have the responsibility to provide, to the best of your
knowledge, accurate and complete information about your present complaints, past illnesses,
hospitalizations, medications, and othet matters relating to your health, incloding uhexpecied

changes in your condition.

Follow Yout Treatment Plan, You ate tesponsible for following the treatment plan
recommended by the physician, This may include following the instructions of health care

personnel as they carry out the coordinated plan of cate, implement the physiciar’s ordess, and

enforce the applicable practice rules and tegulations. |

Keep Yot Appointments, You are responsible for keeping appointments and, when unable to

do so for any reason, for notifying this practice.




4.

mplignce. You ate responsible for your actions if you do not

Talke Responsibility for Nonco
follow through with the presctibed treattnent

follow the physician’s instuctions. If you cannot

plan, you aze tesponsihle fot informing the physician.

Be Responsible for Your Tinancial Obligations, You ate tesponsible fot ensuting thet the
for providing

financial obligations of health care setvices ate fulfilled as promptly 48 possible and

up—to—date nsurance information.

Be Considerate of Others. You ate tesponsible fot being considerate of the tights of othet
patients and pegsonnel and for assisting in the control of noise, smoking, and the nutnber of
fice propetty and propetty of othet

visitors. You also ate responsible for being sespectful of prac
petsons visiting the practice.

festyle Choices. Yout health depends not just on the cate provided at

= Be-Responsible for Lifest
— this facility but on the lo tor decisions you- s indaily e You ate £espol sible for :
recogntzing the effects of these decisions on-yout health. —

-, .




