The information in your medical record is confidential Medical Record #
and is protected under Massachusetts General Laws (For office use only)
Ch. 111, Sec 70. Your written consent will be required

for release of information except in the case of a court V.9.28.2021

order.

Patient Registration

Legal Name (Please print) LAST

FIRST MIDDLE INITIAL NAME USED (IF DIFFERENT)

Legal Sex (please check one)* ( ) Female ( ) Male Preferred Name (if different):
*While Island Heath Care (IHC) recognizes a number of genders / sexes, many insurance companies
and legal entities unfortunately do not. Please be aware that the name and sex you have listed on
your insurance must be used on documents pertaining to insurance, billing and correspondence. If
your preferred name and gender reference are different from these, please let us know in the space

Primary Insurer:

to the right.
Date of Birth (Month Day Year): / Social Security #: - -
Insurance 0 Noinsurance

Secondary Insurer:

Subscriber name:

Subscriber name:

Subscriber Date of Birth: /| [/

Relation to Patient: SELF or

Subscriber Date of Birth: [/ /

Relation to Patient: SELF or

Member ID:

Member ID:

Your answers to the following questions will help us reach you quickly and discreetly with important information.

O Must arrive 15 minutes early to complete

Home Phone Cell Phone Work Phone Best number to reach you:
( ( ) __ _Home___ Cell___ Work
__ OK'to leave a voice message| __ OK to text or voice message __OK to leave a voice message
Preferred language for appointment: Current or Previous Primary Care Provider
O English O Espafiol O Portugués Name:
a Other
Address:
Preregistration/Check-in: (check one)
0 Okay to send by email / text (Phreesia) Town/State/Country:

Phone Number:

Address: (P.O. Box if you have one) City State ZIP
Email address:
Occupation Employer/School Are you covered under school or employer’s insurance?
Name Yes No
Emergency Contact Name Phone Relationship to you
Number

Parent/Guardian Name

If you are under 18, the Department of Public Health requires that you provide parent/guardian contact information.

Phone Number Relationship to you

NOTE: When submitting this form, please provide:

- Your ID, and if patient is a minor, the minor’s identification card or birth certificate

- Patient’s insurance card

- If appropriate, Traveling authorization/Guardian authorization




Island Health Care — Consent for Treatment

Patient Name Date of Birth
(Printed) (MM/DD/YYYY)

| hereby give my consent and authorize Island Health Care to treat any medical condition providing
that the care provider has explained my condition to me, the treatment procedures and alternative
methods of treating my condition. The care provider has discussed with me foreseeable risks of the
above stated treatment and that there may be undesirable results.

| authorize the care provider to perform any additional or different treatment, which is thought
necessary should, during treatment, a condition be discovered which was not known previously.

| understand that Island Health Care operates a primary care practice that integrates behavioral
health services, which means behavioral health staff are part of my medical team and experience,
and that being seen by a behavioral health provider through primary care may result in additional
charges to my insurance. This may also result in an additional copayment or coinsurance. |
acknowledge that in cases of insufficient coverage, | will be held responsible for the remaining
balance.

| have carefully read and fully understand this Informed Consent Form and all of my
questions have been adequately answered.

Treatment, Payment and Data Agreement

0 | authorize examination and treatment for this and all following medical visits.

O I understand | am personally responsible for all charges and deductibles. Financial assistance
is available for those who qualify.

O 1 am personally responsible for providing accurate and current insurance information.

O | authorize a photocopy of this statement to serve as the original and the use of this signature on all

insurance submissions.

O | authorize release of all information necessary to secure payments of benefits.

O | understand that Island Health Care may use data developed for and/or provided by clients to
determine general characteristics of the communities it serves and that none of this information
will in any way identify individual clients.

0 I may request a copy of IHC Patient Rights and Grievance Resolution process.

O | authorize retrieval of prior medical records from the Previous Primary Care Provider identified on

Registration Form.
| certify that the above information is true and correct.

Patient Signature: Date:

General Information: Informed consent will be obtained from all patients accessing medical, behavioral health, and/or research
services/activities. Informed consent is not merely a signed document. It is an ongoing process that considers patient needs
and preferences, compliance with law and regulation, and patient education.

The patient and/or family, as appropriate, are given information about:
J The patient’s condition;;
J Proposed treatments, procedures, or research activities;
7 Potential benefits and drawbacks of proposed treatments or procedures;;
J Problems related to recuperation;;
7 Alternative treatment(s) or procedure(s);;
7 The physician or other practitioner primarily responsible for the patient’s care;;
7 Others authorizing or performing procedures or treatments; and

7 Any business relationships among individuals treating the patient, or between the organization and any other health facility.



NEW PATIENT MEDICAL HISTORY FORM

TODAY’S DATE:
NAME: DATE OF BIRTH:

CURRENT MEDICATION LIST
Please list all medications taken, including “Over the Counter” supplements.
If NONE, check here o

MEDICATION NAME DOSAGE/FREQUENCY COMMENTS
YOUR HEALTH PROBLEMS DETAILS / DATES / STATUS:
(Check box to left.) (Please print clearly.)

Respiratory (for example bronchitis, asthma)

Cardiac/heart (e.g. heart attack, CHF, AFIB)

Gastro-intestinal

Diabetes

Thyroid disease

Renal/kidney disease

Liver disease

Psychiatric/psychological

Hormonal imbalance

Neurological (e.g. seizure, stroke, Parkinson’s)

Blood disorders (anemia, lymphoma, leukemia)

Communicable disease (HIV, Hep A,B,C)

Cancer

Transplant

Other:

Other:

Other:

Please provide all immunization records along with this form.
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