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Welcome to HVMG-Trinity Family Practice!

Please arrive at least 15 minutes prior to your scheduled appointment time. This will allow enough time for parking in our lot which
can be very busy, and the check in/registration process. Upon arrival at our facility, you will need to check in at the kiosk located at the
main desk. If you have a Heritage Valley Care Card, please use it to check in. You should then proceed to our office and check in with
our front desk receptionist. Please note that if you arrive past your scheduled appointment time, you may have to reschedule. Please have
your insurance card and photo ID ready. Copays are collected at the time of service. We accept cash, checks and credit cards. We require
24 hours notice for cancellations or you will be charged a no show fee.

Thank you for the opportunity to service your healthcare needs. If you have any further questions, please call our office.

PATIENT INFORMATION
Patient’s Last Name First Middle Initial Date of Birth Sex
] Male
/ / [] Female
Patient’s Street Address City State Zip Telephone # Marital Status (check one)
[ Single [J Married [J Sep.
[ Widowed [ Divorced
Race (check one) Ethnicity (check one) Occupation (check one)
[ Indigenous [] Black/African American [] Asian/Pacific Islander [J Not of Hispanic Origin [] Hispanic Origin [ Full Time [] Part Time
[ Hispanic [] White [ ] Unknown/Decline [J Unknown/Decline [ Retired  [] Unemployed
Social Security # Email
Employer or Name of School Address Telephone # Are you a student?

[J YES O NO
[J Part Time [] Full Time

SPOUSE, PARENT OR GUARDIAN INFORMATION (If under 18, name of parent with whom you reside)

Last Name First Middle Initial Date of Birth Sex (] Male
/ / [ Female
Street Address City State Zip Telephone # Relationship to Patient
[J Spouse [ Parent
[J Other
Employer Address Telephone # Social Security #
EMERGENCY CONTACT

Please name a person who does not live with you to contact in case of an emergency or in the event that we are unable to reach you.
Name / Relationship:

Telephone # - Home:

/ Telephone # - Work:

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including Medicare, private insurance, and other
health plans to: Heritage Valley Medical Group. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be
considered as valid as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize said
assignee to release all information necessary to secure the payment.

SIGNED: DATE:
PATIENT OR RESPONSIBLE PARTY




PATIENT NAME: D.O.B.

ASSIGNMENT OF BENEFITS

MEDICARE PATIENTS:

I request that payment of authorized Medicare benefits be made either to me or on my behalf to the name of the provider of service
and/or supplier for any services furnished to me by that physician or supplier. I authorize any holder of medical information about me
to release to the Centers for Medicare and Medicaid Services (CMS) and its agents any information needed to determine these
benefits or the benefits payable for related service.

We do accept Medicare assignment, however, you are responsible for your Medicare deductible. Many co-insurance plans do not
cover the Medicare deductible and you will be billed. It is your responsibility to know if your co-insurance does not cover this. In
addition, if the 20% after Medicare is not paid by your co-insurance, it is your responsibility to contact them regarding this. Please
note: we will file your co-insurance one time only.

I have read the above and fully understand my financial obligation.

Date Patient Signature HIC #

MEDIGAP PATIENTS:

I request that payment of authorized Medigap benefits be made either to me or on my behalf to the name of the provider of service
and/or supplier for any services furnished to me by that provider of service and/or supplier. I authorize any holder of Medicare
information about me to release to (Name of Medigap insurer) and its agents
any information needed to determine these benefits payable for related service.

I have read the above and fully understand my financial obligation.

Date Patient Signature HIC #

*  Blue Shield Patients
We participate in a variety of Pennsylvania Blue Shield plans in addition to Blue Shield plans of other states. You will be billed for any applicable
co-payments and deductibles. I understand that payment for office visits/co-pays is due in full at the time of the visit.

»  Commercial Health Insurance Patients
As a courtesy to our patients, when we have your complete insurance information, a claim is automatically submitted to your insurance carrier
unless we are instructed otherwise. In some cases you will receive payment from your insurance. You are personally responsible for payment of the
entire account. We will assist you; however, any questions related to delayed payment or denial should be directed to your insurance company.

*  HMO and PPO Patients
We participate in numerous HMO and PPO programs, Due to the varied guidelines defined by each plan, it is your responsibility to know your
specific plan. Additionally, in certain programs, you will be responsible for any co-payments that apply.

e Self Pay Patient
Payment for services rendered is due at the time of service unless other arrangements have been made prior to your appointment. Your prompt
payment is appreciated. We do not want your health care to be a financial hardship to you. If you have any difficulties, our billing department will
help to establish a payment program to accommodate your needs.

1 have read the item checked above and fully understand my financial obligation.

Date Patient Signature
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MEDICAL HISTORY Date: / /
Name:

Age: Birthdate: Sex: [J Male [ Female
ALLERGIES TO MEDICATIONS, X-RAYS, DYES OR OTHER SUBSTANCES [ONO [JYES

If yes, please list name of medicine and type of reaction:

LATEX ALLERGY?: [ NO [J YES

MEDICATIONS (Prescriptions, Over-the-Counter, Vitamins, Herbs, etc.)

Pharmacy Name:

Pharmacy Address:

Pharmacy Phone Number:

Drug name: Dose: Drug name: Dose:
PAST MEDICAL HISTORY & REVIEW OF SYSTEMS
Please circle if you have had problems with or are presently complaining of any of the following:

1. High blood pressure 13. Bronchitis 26. Change in bowel habits 38. Arthritis

2. Diabetes 14. Pneumonia 27. Unexplained weight 39. Low back problems
3. Cancer 15. Persistent cough gain/loss 40. Skin diseases

4. Heart disease 16. T.B. 28. Hemorrhoids 41. Blood disorders
5. Chest pain/chest 17. Hay fever 29. Gall bladder disease 42. Venereal diseases

tightness 18. Abdominal discomfort 30. Colitis 43. Anxiety

6. Shortness of breath 19. Indigestion 31. Hepatitis or jaundice 44. Depression

7. Swollen ankles 20. Nausea 32. Thyroid disease 45. Anemia

8. Palpitations 21. Vomiting 33. Head or neck radiation 46. Alcohol abuse

9. Light-headedness 22. Constipation 34. Headache 47. Drug abuse

10. Frequent urination 23. Diarrhea 35. Kidney disease 48. Gout

11. Rheumatic fever 24. Blood in stool 36. Kidney stones 49. Chicken pox

12. Asthma 25. Ulcers 37. Difficulty urinating
Other:

Leakage of urine?

Do you smoke tobacco?

Do you drink alcoholic beverages?
Do you drink caffeine?

Do you drink tea?

Do you use drugs? (marijuana, cocaine, crack, etc.)

[J No
[J No
[J No
[0 No
[J No
[J No

[ Yes
[J Yes
[ Yes
[ Yes
[ Yes
[ Yes

If yes, explain

How many packs?

If yes, how much per week?

If yes, how many cups per day?

If yes, how many cups per day?

If yes, explain




PLEASE LIST AND SUPPLY THE DATES OF:

Operations:

Hospitalizations other than surgery:

FAMILY HISTORY Has any member of your family (including parents, grandparents and siblings) ever had the following?

lliness Which Family Members & Age Diagnosed

Cancer (describe type)

Hypertension (high blood pressure)

Heart disease

Diabetes

Strokes

Mental disease (anxiety, depression, etc.)

Drug or alcohol addiction

Glaucoma

Bleeding disease

Other:

PREVENTION

Have you had:

Testicular exam? [JNo [JYes When? Eye exam? [JNo [JYes When?
Pap smear? [0 No [OJYes When? Stool check for blood? [ No [JYes When?
Mammogram? [JNo [Yes When? Prostate exam? [JNo [Yes When?
Colonoscopy? [JNo [JYes When? Dental exam? [JNo [JYes When?
Breast exam? [0 No [OJYes When? Last menstrual period?

Cholesterol check? [JNo [Yes When?

Have you had immunization for the following:

Hepatitis B? [0 No OYes When? Tetanus? [0 No OYes When?
Pneumonia? [JNo [JYes When? Shingles? [JNo [JYes When?
Flu? [JNo [Yes When?

Patient Signature:

Physician Signature:
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Patient Name (PRINT) Date of Birth

Please indicate below the name and relationship of any person who may receive information contained in

your medical records.

Name of Person Relationship to Patient
Name of Person Relationship to Patient
Name of Person Relationship to Patient

Please answer the following regarding messages left on an answering machine:

Confirming appointments: LJYES [INO
Confirming normal test results: [] YES [ NO
Requesting a call to the office: [ YES [ NO

HIV, Mental Health and Drug & Alcohol information contained in the records indicated above will be released

through this authorization unless otherwise indicated.

DO NOT RELEASE: [J HIV  [] Mental Health [ Drug & Alcohol

[ understand that this authorization will stay in effect until revoked by me in writing.

Patient Signature Date
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