FAMILY HEALTH CARE ASSOCIATES
PATIENT INFORMATION SHEET

NAME: DOB:
SSN: | PHONE:
ADDRESS, ‘ City: State: Zip:
ANY KNOWN DRUG ALLERGIES:
EMERGENCY CONTACT: E PHONE:
RELATIONSHIP TO YOU: ~ Ammu PHONE: __

mmmmmmmmm
insurance info: {Check One) Medicaid ____ Medicare. Tricare PRIVATE Self pay

INSURANCE:

ID# GROUP#

Do you have Living Will or Advance Directive? Yes___ No, Do you want information
____No____ Literature on Living Will/Advance Directive given to patient. )

| have received a copy of the "Notice of Privacy Policies & Practices™ UT ramily Heann Lare Associates And / Or
_have been offered a copy of the heaith insurance portability & Privacy Act “HIPPA” Along with Privacy Regulations,
information & Assignment of Benefits. Pursuant to the Health insurance Portability and Accountability Act (HIPPA)
mws.‘sm:mm.sm

INMAL

immmmwmmmmymmmmmv § JUr U pmnmuwpym ("
Mwuusnhmdmm

INITIAL

1 hereby authorize Family Health Care Associates to apply for benefits on my behalf for covered services rendered
by him/her, or by his/her order. | request that payment from my insurance company be made directly to Family
Health Care Associates to the party who accepts assignments. | certify that the information | have submitted is
correct this authorization may be revoked by my or my insurance company at any in any time writing. =
INITIAL '
1 authorize release of any and all medical information including the diagnosis, records, & X-Rays of treatment
and/or any examination including psychological snd/or HIV related treatments rendered to me or child during the
period of heaith care to third party health practitioners or providers and/or third party payers. | understand my
health insurance carrier may pay less than services are billed and | agree to be responsible for full payment of all
mmmmawwwmmmmmmmmuwm«
services along with collection and services & fees.

O —

SIGNATURE: . DATE



NAME: DOB:’

Mmmmmwwmuumm_ww

— Asthma/Lumg: dissesey TB . Other: - diseass
—— Annems -] | T

mmmgawmmmx.

FAMILY HSTORY: Pleasa indicae the cmant status of your immediats farly members:
Please indicate tamily members (parent, sibling, grandparent, aunt or uncle) with any of the following conditions:

Alcobolism : High cholesteroi

Cancar, spechy type High blood pressure

Heart disease Stroke

Dopressionsulcide Bleeding o clotting disorder

SOCIAL HISTORY | OTHER CONGERNS

Toboees Use - Cafloine istake: ) Nowe ) Coffeafisa/sods ___ cupsilay

Cigarettes [3 Never 03 Quit Date
3 Currant Smoker: packs/day - #otyrs
Other Tobacco: Q Pipe O Cigar O Snult T Chew

mmmmmmm O No Q Yes
~ Dist: Howt do you rate your dist? (3 Good OJ Fair 0 Poor

Do you eat or drink four of
Are you interasted in quiting? 0 No O Yes ddmﬁw;m“n ‘:lvamﬂorm
Meshal e Exrsise: Do you exercise fegulary? 0 No O Yes

Do you drink aicohol? 3 No (O Yes # drinks/week

: : What kind of exercise?
| ::::whduamhmurm Qlo DYQ MN(_ I_ i m _
Do you use any recreational drags? QNo' O Yes I you do not exerciss, why? z

Have you ever used needles to inject drugs? 03 No O3 Yes Safety: Do you use 3 bike helmet? QNo OYes ONA
Do you use saathelts consistently? QN0 O Yes

Semelly active. DYes O No O Notcurently Is violence at home a concern foryou? (3 Yes Ul No
Gurrent sex partner(s) is/are: 0 male O female Have you ever been abused? OYes QNo
Birth control method: Q None needed Do you have a gun in your home? OYes CINo
Have you ever had any seaially transmitted diseases (STDs)? Have you completed 2 fiving will or OYes QMo
iy R ’ or durable power of stiresy for :
Are you interested in being screened for smually transmitted ~ hoalth care?
dissases? Q No_ O} Yes , '

Dmg.mg,m 3 Hepatits :

Occupation: .. Employer:
Yﬂtdmm..___ Marital Status: Single Partner/Married Divorced Widowed Other:
Spouse/partner’s name: SO : Number of children/ages:

Who lives at home with you? :
WOMEN'S HEMTH WSTORY #prognancies _____ #deiveries _____ # abortions # miscarriages __

Apatstartotperods: Ageatendofperiods:



CONTROLLEDMEDIC ATIONPRESCRIBING AGREEMENT

Family HealthCare Associates isa multi-provider facility servingthe rural, indigent, underserved communities within Southeastern Kentucky. The purpose
of this Agreement isto prevent misunderstanding about certain medications thatyou may betaking for pain management, anxiety, weight management
and/or sleep disorders. This isto help bothyou andthe health care provider o comply with the law regarding controtied pharmaceuticals,

A written Agreement must be made between a licensed provider and the patient who is requestingthe controlled medication. The Agreement mustbe
witnessed.

The Agreement must includethe following: .
That you understand that thisAgreementisessentialto the trustand confidence necessaryina healthcare provider/patient relationshipandthatthebhealth

carcproviderundertakestotreat the patientbasedontheAgreement, Youmustunderstandthatifyoubreakthis A greement the healthcareprovidermaystop
prescribingeontroliedmedications.

Ifyou break this agreement, the health care provider may choose to taper you ol the medication overa period of several days or weeks, as necessary toavoid
withdrawal symptoms, depending upon the reason for the discontinuation of the medication, Jt isat the providers' discretion as to whether controlled
medication will becontinued or discontinuied. Also, a drug- dependence treatment program may be recommended by the health care provider depending on
the severity ofthe issue and the providers' professional judgment,

InRelationto Pain Control: 2

Your compliance while taking prescribed controlied medications shall be monitored bythe provider inaccordance to standard of care practice, laws of the
state, as well as the statutes enforced bythe medical and nursing ficensing boards.

You must agree to communicate fully with the healthcare provider about the character and intensity of the patient's pain, the effect of the pain on your
daily life,and how wetl the medication ishelping relieve your pain.

You mustagreenotto use any illegal controlled substances, includingcocaine, meth, heroin, etc.  Any exception is noted specifically inthis Agreement.
Youmustagreenot toshare, sell,or wkmedications withanyone.

Youmustagreenot to attempt to obtainanycoatrolied medications, includingopioid pain medications,controlledstimulants, oranti-anxietymedications
frommyother healthcare provider. It isyour responsibility tonotifythe provider immediately ifyourequireadditional controlled medication ductodental
work, autoaccident,etc. You must agree 1o safeguard pain - medications from loss artheft. Lost or stolen medications will not be replaced.

You must agree that refills for prescriptions for controlled medication will be made only at the time of an office visit or during regular office hours.
No refills will be available during evenings or weekends.

Ymkmwoewywuhoﬁznionmyowbechhmprovidumdwyowphumuyto cooperatefully withanycity, state, orfederallawenforcement
agency,includingthisstate's BoardofPharmacy,in theinvestigationofanypossiblemisuse,sale,orotherdiversionofyour controfledmedication, You
Whul:hwepmviduhuyomm&oﬂzﬁonmmm copyof this Agreementtoyourpharmacy. Youagreetowaiveany applicable privilege or
You mustagree that you will submit to a blood or urine test or submit to & pillcount, if requested by the healthcare provider 1o determine your compliance
with your program of controlied medication,

InRelation to Marijuana:

Shoutd you test positive for marijuana, your reason for usingmarijuana, the pathology/diagnosis. reason for you being prescribed the controfled medication
will betaken into consideration. The health care provider may choose to discontinue the controlled medication atthat time, counse! you to.deter from furure
use of marijuana, warn you of risk of future positive drag tests for marijuana, or refuse to continue treating you and request another provider inthe group to
take over your health care.

You must agree that you will use your medication ata rate no greater than the prescribed rate  and that use ofyour medication ata greater rate will result in
you being without medication for a period of time. You must agree to follow the guidelines that have been fully explained to you. All ofyour questions and
concemns regardingtreatment should beadequately answered.

:

IAGREETOUSE, PHARMACY, PHONE; LOCATED AT,

THISAGREEMENTISENTEREDINTOONTHIS DAY

PATIENT SIGNATURE;

PROVIDER SIGNATURE:




