Patient Registration Form
Neurology Specialties Practice, PLLC.

Patient Information
Patient’s Legal Name: (Last)________________________ (First)___________________ (MI) _________
Preferred Name (if different from above): ___________________________________________________
Mailing Address: _______________________________________________________________________
Phone Number: (Landline): _________________________(Cell):________________________________
E-Mail Address: ________________________________________________________________________
Primary Care Physician: _________________________________________________________________
Legal Birth Sex: □ Female □Male
Race: □ American Indian/Alaska Native □ Asian □ Native Hawaiian/Pacific Islander □ Black/African American □ White □ I choose not to disclose
Ethnicity: □ Hispanic or Latino □ Not Hispanic or Latino □ I choose not to disclose
Preferred Language: □ English □ Spanish □ ASL □ French □ Japanese □ Korean □ Mandarin □ Other (please specify)______________________
Place of Employment: ______________________________ Occupation: __________________________
Marital Status: □ Single □ Married □ Divorced □ Separated □ Widowed

Insurance Information: Please provide copies of insurance cards to reception.
Primary Insurance: ________________________          Policy Holder Name: ______________________
Secondary Insurance: ______________________         Policy Holder Name: ______________________

Emergency Contact Information
Emergency Contact Name: ___________________   Phone Number: _____________________________
Relation to Patient: ___________________________ □ Guardian






Allergies and Medications
In the table below, please list all current medications, including dose and instructions on how you take the medication.
	
	Medication Name
	Dose
	Frequency 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Allergies: __________________________________________________________________________________________________________________________________________________________________________



General Consent for Care and Treatment 
PATIENTS: You have the right, as a patient, to be informed about your condition and the recommended medical or diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested treatment after knowing the risks and hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure for any identified condition(s). 
This consent provides us with your permission to perform reasonable and necessary medical examinations, testing, and treatment. By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after a specific diagnosis is made and treatment recommended; and (2) you consent to treatment at this office or any other satellite office under common ownership. The consent will remain fully effective until it is revoked in writing. You have the right to discontinue services at any time. 
You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you have any concerns regarding any test or treatment recommended by your health care provider, we encourage you to ask questions. 
I certify that I have read and fully understand the above statements and consent fully to its contents.
Signature of patient or personal representative: ______________________________ Date: __________
Printed name of patient or personal representative: __________________________  
Relationship to patient: __________________________

Patient Consent for Financial Communications
Financial Agreement	
· I acknowledge that as a courtesy, this practice may bill my insurance company for services provided to me
· I agree to pay for services that are not covered or covered charges not paid in full including, but not limited to any co-payment, co-insurance and/or deductible, or charges not covered by insurance
· I understand I am financially responsible for all of the charges and bills associated with my care and treatment, except to the extent that all or part of these charges or bills are paid or covered by health insurance, a government healthcare program (such as Medicare or Medicaid), or another party responsible for their payment.
· I authorize Kent A. Logan, MD Neurology Specialties Practice to submit bills or claims and related information concerning my health status, treatment, and payments made for my care and treatment to any applicable third-party payer and its business associates. I also authorize such third-party payers to make payments directly to KENT A. LOGAN, MD NEUROLOGY SPECIALTIES PRACTICE in response to these bills or claims.

Third Party Collection: I acknowledge the practice may use the services of a third-party billing business associate or affiliated entity as an extended business office (“EBO”) for medical account billing and servicing.

Patient/patient representative signature: ___________________________ Date: ________________
Patient/patient representative printed name: _______________________
If you are not the patient, please identify your relationship to the patient:
□ Spouse					□ Guarantor
□ Parent					□ Power of Attorney
□ Legal Guardian				□ Other (please specify): _______________________

HIPAA Acknowledgement and Consent
I hereby authorize KENT A. LOGAN, MD NEUROLOGY SPECIALTIES PRACTICE and its affiliates, its employees and agents, to use and disclose protected health information (related to diagnosis, treatment, claims payment, and health care services) for the purpose of helping me to resolve claims and health benefit coverage issues. 
I understand that any personal health information released to the person or organization above may be subject to re-disclosure by such person/organization and may no longer be protected by applicable federal and state privacy laws. I understand that I have a right to revoke this authorization by providing written notice to this office. I further understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not affect my eligibility for benefits or enrollment, or payment for coverage of services. 
I have been advised of this practice’s Privacy Practices, Release of Billing Information policy, Assignment of Benefits Policy, and grant the practice Medication History Authority. By signing this form, I represent I am the patient or the legal representative of the patient, and will provide written proof (i.e. power of attorney, living will, guardianship papers, etc.) that I am legally authorized to act on the member’s behalf with respect to this authorization form.

Patient/patient representative signature:_______________________________ Date: _______________
Patient/patient representative printed name: ____________________________Date: ______________



Disclosure to Friends and/or Family Members
DO YOU WANT TO DESIGNATE A FAMILY MEMBER OR OTHER INDIVIDUAL WITH WHOM THE PROVIDER MAY DISCUSS YOUR MEDICAL CONDITION? If yes, please indicate below. If you do not authorize your provider to discuss your medical care with any other individual, please leave this section blank:

	NAME
	RELATIONSHIP
	PHONE NUMBER

	
	
	

	
	
	

	
	
	

	
	
	





Signature: _____________________________________________________________Date: _________________
