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New Patient Registration
PATIENT INFORMATION
Last Name: _______________________________________________ First Name: _______________________________ M. Initial: _____

DOB: ___________________              Sex:  Female   Male            Social Security Number: __________-_________-_____________ 

Marital Status: _____________________________  email: ________________________________________________________________

Address: _________________________________________________________________________________________________________

City: ____________________________________________________________________ State: _________ Zip: ____________________

Home Phone: __________________________________________ Cell Phone: _______________________________________________

PHARMACY NAME & PHONE NUMBER: ____________________________________________________________________________

PRIMARY CARE PROVIDER: _________________________________ REFERRING PROVIDER: ______________________________

PARENT OR GUARDIAN INFORMATION (Only fill out if the patient is under the age of 18)

Last Name: _______________________________________________ First Name: _______________________________ M. Initial: _____

Address: _________________________________________________________________________________________________________

City: ____________________________________________________________________ State: _________ Zip: ____________________

DOB: __________________ Social Security Number: __________-_________-_____________

Home Phone: __________________________________________ Cell Phone: _______________________________________________

EMERGENCY CONTACT INFORMATION

Name: ________________________________________________________________ Relationship: ______________________________

Home Phone: __________________________________________ Cell Phone: _______________________________________________

EMPLOYER: ____________________________________________________________________________________________________

PRIMARY INSURANCE INFORMATION

Insurance Plan Name: _____________________________________________ Subscriber ID: ___________________________________

POLICY HOLDER NAME (if other than patient): ________________________________________________________________________

DOB: __________________            Sex:  Female   Male            Relationship to Patient: ___________________________________

SECONDARY INSURANCE INFORMATION

Insurance Plan Name: _____________________________________________ Subscriber ID: ___________________________________

POLICY HOLDER NAME (if other than patient): ________________________________________________________________________

DOB: __________________            Sex:  Female   Male            Relationship to Patient: ___________________________________

The information below is being collected pursuant to the requirements of the TN Department of Health in compliance with Tennessee state law.
RACE:  White    Black    American Indian    Eskimo or Aleut     Asian or Pacific Islander    Other Race    Unknown Race
ETHNICITY:  Hispanic Origin    Not Hispanic Origin

Please check the appropriate box in answer to the following question. Have you executed an Advanced Health Care Directive, A Living 
Will or a Power of Attorney?  Yes     No

DO YOU WANT ANYONE TO HAVE ACCESS TO YOUR PHI? IF SO, WHO? NAME: _________________________________________

Signature: ___________________________________________________________________________ Date: _______________________

Relationship to Patient: ____________________________________________________________________________________________
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Patient Name _______________________________________________________________________ DOB _____________

Check if you are CURRENTLY experiencing any of the following symptoms. Please mark YES or NO for each selection.

CONSTITUTIONAL
Fever	  Yes    No
Chills	  Yes    No
Weight gain over 10 lbs	  Yes    No
Weight loss over 10 lbs	  Yes    No 
Insomnia	  Yes    No

NEUROLOGICAL (nervous system)
Seizures	  Yes    No
Dizziness	  Yes    No
Numbness in extremity	  Yes    No
Weakness in extremity	  Yes    No
Loss of balance	  Yes    No
Frequent falls	  Yes    No
Tremors	  Yes    No

ENDOCRINE (internal glands)
Excessive thirst	  Yes    No
Cold or heat intolerance	  Yes    No
Excessive fatigue	  Yes    No
Thyroid disease	  Yes    No 
Hot flashes or night sweats	  Yes    No

GASTROINTESTINAL
Abdominal pain	  Yes    No
Nausea / Vomiting	  Yes    No
Indigestion / Heartburn	  Yes    No
Diarrhea	  Yes    No
Constipation	  Yes    No

CARDIOVASCULAR
Chest pain, pressure	  Yes    No
Palpitations / Arrhythmia	  Yes    No
Wake up breathless	  Yes    No
Swelling in legs / ankles	  Yes    No 
Uncontrolled Hypertension	  Yes    No

MUSCULOSKELETAL
Joint pain	  Yes    No
Back pain	  Yes    No 
Joint Laxity	  Yes    No

RESPIRATORY (lungs)
Wheezing	  Yes    No
Frequent coughing	  Yes    No
Shortness of breath	  Yes    No

HEMATOLOGIC / LYMPHATIC
Swollen lymph glands	  Yes    No
Bleeding tendency	  Yes    No 
History of Blood Clots	  Yes    No

GENITOURINARY (urinary and genital)
Painful urination	  Yes    No
Frequent urination	  Yes    No
Urgent urination	  Yes    No
Blood in urine	  Yes    No
Weak urine stream	  Yes    No
Straining to urinate	  Yes    No
Interrupted urine flow	  Yes    No
Incontinence / Bladder leakage	  Yes    No
Incomplete emptying	  Yes    No
Nighttime Urination	  Yes    No 
Sexual dysfunction	  Yes    No 
Vaginal Pain	  Yes    No 
Vaginal Burning	  Yes    No

EYES 
Dry eyes	  Yes    No
History of glaucoma	  Yes    No

EAR/NOSE/THROAT/MOUTH
Dry Mouth	  Yes    No

PSYCHOLOGICAL
Depression	  Yes    No
Substance abuse	  Yes    No
Severe anxiety	  Yes    No

HEALTH MAINTENANCE
Last Menstrual Period	  <1mo 	 1-6mo 	  6-12mo  	 >1yr	  
	  Never	

Last Pap Smear  	  <1yr  	  1-3yr  	  3-5yr  	  >5yr 
	  Never

Last Mammogram  	  <1yr  	  1-3yr  	  >3yr  	  Never

Last Colonoscopy  	  <1yr  	  1-5yr  	  5-10yr  	  Never

Review Of Systems
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Patient Name _______________________________________________________________________ DOB _____________

Patient Email Address: __________________________________________________________________________________

CURRENT MEDICATIONS

List all medications you currently take including vitamins, herbal supplements and over-the-counter medications.  
If needed, attach an additional sheet.

Name of Medication Dose (mg) How often is the
medication taken

Reason for taking
medication Physician prescribing

1

2

3

4

5

PHARMACY
List pharmacy most frequently used for prescriptions.

Name _____________________________________ Phone _________________________ Fax ________________________

Address ______________________________________________________________________________________________

City/State/Zip _________________________________________________________________________________________

Mail Order Pharmacy ___________________________________________________________________________________

ALLERGIES
List any allergies and reactions you have. Attach extra sheet if necessary.

Name of Allergen Name of Allergen

1 5

2 6

3 7

4 8

PAST SURGERIES
Include all surgery in your lifetime. Attach extra sheet if necessary.

Type of Surgery Type of Surgery

1 6

2 7

3 8

4 9

5 10

Medical History
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Patient Name _______________________________________________________________________ DOB _____________

CHECK ANY PAST MEDICAL PROBLEMS:

CHECK ANY FAMILY HISTORY OF DISEASE:

SOCIAL HISTORY:
Marital Status: 	  Single   	  Married	  Divorced      Widowed

Tobacco Use: 	  Current    Former  	  Never    Type: ____________________________    Year quit: _________

Caffeine:   Y    N   Type: ___________________________________ Amount per day: __________________________

Alcohol:   Y    N        Former

Type: ______________________________ Frequency: __________________ Amount: _________ Last Drink: __________

Pregnancies:  Number of Live Births: ____________ Vaginal _____________________ C-Section: _____________________

Sexual Activity: Are You Sexually Active:  Y    N    

Any issues or concerns you would like to discuss today:  Y    N ____________________________________________

 Acid Reflux
 Anemia
 Angina
 Arthritis
 Asthma
 �Cancer; Type 

_____________________________
 Chronic UTIs
 Congestive Heart Failure
 COPD
 Coronary Artery Disease
 Crohn’s
 Dementia
 Depression
 �Diabetes 

 Diverticulitis
 Enlarged Prostate
 Glaucoma
 Gout
 Heart Attack
 Hepatitis C
 High Blood Pressure
 High Cholesterol
 HIV
 IBS
 Kidney Disease
 Kidney Stones
 Liver Disease
 Lupus
 Migraine Headaches

 Multiple Sclerosis
 Neurologic Disease
 Osteoarthritis
 Osteoporosis
 Parkinson’s
 Peptic Ulcer Disease
 �Peripheral Vascular Disease
 Rheumatoid Arthritis
 Seizure Disorder
 Stroke
 Thyroid Disease
 Valvular Heart Disease
 �Other  

�_________________________ 

Adopted?    Y    N
 Diabetes

 Enlarged Prostate

 High Blood Pressure

 Kidney Stones

 Kidney Failure

 Prostate Cancer

 Stroke

 Urinary Tract Infections

 Cancer ___________________

 �Other 
�__________________________ 

Medical History
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Patients’ Rights
The patient’s rights include:

• The right to receive a copy of the Notice of Privacy Practices
• The right to request confidential communications 
• The right to request a restriction on the use and disclosure of PHI
• �The right to know that the covered entity is not required to agree with the requested restriction unless the request is for a restriction 

of information to the health plan for a service or item which the patient pays for out of pocket, with no health plan involvement
• The right to inspect and copy the PHI
• The right to request amendments and corrections to the PHI
• The right to request an accounting of PHI disclosure
• The right to be treated with respect and dignity.
• The right to voice complaints or grievances about your managed care organization or the medical care provided.

These are included in the Notice of Privacy Practices. Most require the patient to express their requests in writing. Forms for those 
requests are in this section of the manual. Providers have the authority to deny certain requests based on professional judgment.

Confidential Communications 
Patients may request that the covered entity communicate with them through a method different than normally used, or to an alternate 
address or phone number, or through electronic means. However, the covered entity may require the patient to provide an effective 
means of contact, such as an address, phone number, or e-mail address, and may require the patient to explain how any additional 
costs to the practice will be paid.  If the patient is unable to provide this information, the practice may deny the request.

If the patient prefers or requests electronic communications, he or she should be reminded that the PHI may not be secure. They 
should use the Electronic Communication Form to acknowledge the risk involved in this communication format.

Restrictions 
Patients may request restrictions on how their PHI may be used. However, covered entities are not required to agree to the requested 
restriction. Patients may not request restrictions for uses required by law or for workers’ compensation purposes. If the provider, using 
professional judgment, determines that agreeing to the restriction would not be in the best interest of the patient, the request may be 
denied.

Covered entities are required to grant a request for a restriction disclosure to the patient’s health plan for a service or item for which the 
individual pays for totally out of pocket. This request must be made in writing. Another individual, such as a friend or family member, 
may pay for the service or item, but the patient cannot have another plan contribute toward the payment.

Inspect and Copy 
Patients have the right to access, inspect, or copy routine PHI. However, they do not have the right to access, inspect, or copy 
psychotherapy notes or records restricted by another law, such as CLIA. The right to access PHI is suspended during participation in 
clinical trials. The patient usually agrees to this prior to the participation, and access is restored at the end of the trial.

Access may be denied to personal representatives if the provider, using professional judgment, has reason to believe that the access 
would not be in the patient’s best interest, especially if the provider suspects that the patient may be subject to domestic violence, 
abuse, or neglect, or if the access may in any way endanger the patient or another individual. Access will also be denied to individuals 
other than the patient if the patient has requested a restriction and that request has been granted. In the case of inmates, access may 
be denied if it may endanger anyone there or if it might compromise the work of the facility.

A request for access must be acted upon within 30 days. If the records are not easily accessible (stored off-site, for example), the 
practice may have 30 more days to allow the access.

If the request is denied, this must be documented and communicated to the patient. The patient may appeal. This information must be 
added to the patient’s medical record.

We are required to provide the information in electronic format if available. The format (examples: e-mail, disk, flash drive) must be 
acceptable to the requesting individual. We cannot use media provided by the patient due to security risks, and cannot require the 
patient to purchase media from us.  

We will charge the patient the allowable rate for providing copies in any format.
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Amendment 
Patients may request an amendment to their medical record. The provider must review this request to determine whether the 
amendment is appropriate. The request may be denied -  

• If the provider determines that the records are complete and accurate, the request may be denied
• If the correction does not apply to information in the designated record set
• �If the information was not created by that covered entity (unless the provider who created the record is no longer available to make 

the correction)
• If it is part of a designated record set that is not available for access

The covered entity must act upon this request within sixty days. If it is unable to meet that response to the patient requesting the 
amendment, a copy of that response becomes part of the designated record set.

If the covered entity agrees to the amendment, the amendment must be made part of the designated record set and must be provided 
to any other agency or individual who was provided with the original information.

If the provider denies the amendment, the covered entity must communicate this information to the patient. The patient may submit a 
letter of disagreement and may request that the letter become part of the designated record set.

Accounting of Disclosures 
Patients have the right to request an accounting of disclosures – incidents involving the use of their protected health information. At this 
time, the changes proposed in 2011 (and in the HITECH rule) were not incorporated. However, we are following those at this time, as 
they are the most current guidelines available.

For paper charts, this excludes disclosures for the purposes of treatment, payment, and health operations. The request may go back as 
far as six (6) years from the date of the request.  The report must include - 

• The date of the disclosure 
• The name and address (if available) to whom the information was disclosed
• A description of the PHI disclosed
• The purpose of the disclosure

The report must be provided to the requesting individual within sixty days of the request. A one-time extension is allowed if the situation 
prevents a timelier reporting, but the practice must explain in writing the reason for the delay.  

If the accounting includes multiple disclosures to the same entity or individual, a summary log may be used. If the disclosure is for 
research involving more than fifty individuals, the accounting must include the research protocol or activity, a description and criteria of 
the activities or protocols, a description of the PHI disclosed and the date of the disclosure, the name and address of the sponsor and 
the researcher, and a statement that the information could not be used for any additional purpose.

For electronic health records, the accounting includes disclosures for the purposes of treatment, payment, and health operations. This 
request may go back only three (3) years from the date of the request. For practices using electronic health records prior to January 
1, 2009, the compliance date is January 1, 2014.  For those acquiring electronic health records after January 1, 2009, but before 
January 1, 2011, the compliance date is January 1, 2011. For practices that implement electronic health records after January 1, 2011, 
compliance is required upon installation. However, the Secretary of HHS may delay these compliance dates.

At the time this document was developed, the Secretary of HHS had not yet published the required information to be included in the 
accounting.

The following disclosures are exempted from all accounting reports.

• Incident to a permitted or required disclosure
• Pursuant to a signed authorization
• To people involved in the patient’s care
• For purposes of national security or intelligence
• To correctional institutes or law enforcement agencies
• Limited data sets
• Prior to the covered entity’s compliance date
• �With a written statement from an agency requesting information for health oversight or law enforcement that states that including the 

disclosure would impede their activities
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Notice Of Privacy Practices  
Acknowledgement 

I understand that under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to 
privacy regarding my protected health information (PHI). I understand that this information can and will be used to: 

• �Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved 
in the treatment directly and indirectly

• Obtain payment from third-party payers

• Conduct normal healthcare operations such as quality assessments and physician certifications

I received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and 
disclosures of my PHI. I understand that this organization has the right to change its Notice of Privacy Practices from time 
to time and that I may contact this organization at any time to obtain a current copy of the Notice of Privacy Practices.

Patient Name or Legal Guardian: ________________________________________________________________________

Signature: ___________________________________________________________________________________________

Date: _______________________________________________________________________________________________

PRACTICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgement of the Notice of Privacy Practices Acknowledgement but 
was unable to do so as documented below:

Date: __________________________ Initials:__________________________ 

Reason: _____________________________________________________________________________________________

____________________________________________________________________________________________________
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General Consent For Treatment
As the patient, you have the right to be informed about your conditions and the recommended surgical, medical, 
or diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested 
treatment or procedure 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 appropriate treatment and/or procedure for any identified condition(s).

I request and authorize medical care as my provider, his assistant or designees (collectively called “the providers”) may 
deem necessary or advisable.  This care may include, but is not limited to, routine diagnostics, radiology and laboratory 
procedures, administration of routine drugs, biological and other therapeutics, and routine medical and nursing care.  
I authorize my provider(s) to perform other additional or extended services in emergency situations if it may be necessary 
or advisable in order to preserve my life or health. I understand that my (the patient) care is directed by my provider(s)  
and that other personnel render care and services to me (the patient) according to the provider(s) instructions.

I understand that I have the right and the opportunity to discuss alternative plans of treatment with my provider and to ask 
and have answered to my satisfaction any questions or concerns.

In order to maintain an accurate and up to date medical record we request permission to query outside resources to 
obtain a list of your medications. _______ (initial)

In the event that a healthcare worker is exposed to my blood or bodily fluid in a way which may transmit HIV (human 
immunodeficiency virus), hepatitis B virus or hepatitis C, I consent to the testing of my blood and/or bodily fluids for these 
infections and the reporting of my test results to the healthcare worker who has been exposed. _______ (initial)

I HAVE READ OR HAD READ TO ME AND FULLY UNDERSTAND THIS CONSENT; I HAVE HAD THE OPPORTUNITY 
TO ASK QUESTIONS AND HAD THESE QUESTIONS ADDRESSED.

Name of Patient: _______________________________________________________________________________________

Signature of Patient: _________________________________________________________________ Date: ____________ 

 Consent of Legal Guardian, Patient Advocate or Nearest Relative if patient is unable to sign

 Consent Caregiver if patient is unable to sign

Name of Legal Guardian, Patient Advocate, Nearest Relative or Other: __________________________________________

Relationship: _____________________________________________________________ Telephone: __________________

Address: _________________________________________________________________________________________

Signature of the above: ______________________________________________ Date: ____________ Time: ____________

Signature of Witness: ________________________________________________________________ Date: _____________
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Patient Financial Policy

HEALTH INSURANCE - It is YOUR responsibility to:
• 	Ensure we have been provided with the most current insurance information relative to filing your claim including insurance 		
	 card, ID number, employer, birth date and patient address. This information will be located on our patient registration form.
• 	Ensure we are contracted with your insurance carrier to receive maximum benefits.
• 	Pay your co-payment or patient portion at the time of service.
• 	Inform us of any insurance changes made after this signed agreement/date of service. Insurance carriers have specific 		
	 timely filing guidelines and pre-authorization requirements for certain services. If revised insurance information is not 		
	 provided to us within your insurances’ timely filing limits, you will be required to pay for services in full. If prior authorization 		
	 was required for services already received and your claim is denied for lack of authorization, you will be required to pay for 		
	 services in full.
• Contact your insurance company if no correspondence is received by you within 45 days of the date of service.

This is an agreement between AdvancedHEALTH, as creditor, and the Patient/Debtor named on this form and indicated  
by patient/debtor signature below.

In this agreement the words “you”, “your” and “yours” mean the Patient/Debtor. The word “account” means the account
that has been established in your name to which charges are made and payments credited. The words “we”, “us” and
“our” refer to AdvancedHEALTH. By executing this agreement, you are agreeing to pay for all services that are rendered.

Effective Date: Once you have signed this agreement, you agree to all of the terms and conditions contained herein and 
the agreement will be in full force and effect. A copy of your signed financial agreement will be provided to you.

It is OUR responsibility to:
• Submit a claim to your health insurance carrier based on the information provided by the patient/debtor at the time of 		
	 service or as updated information is provided.
• Provide your health insurance carrier with information necessary to determine benefits. This may include medical 
	 records and/or a copy of your insurance card.
• Provide MVA patients a courtesy health insurance claim form for their records upon request.

PAYMENT OPTIONS: Per our contracted agreement with your insurance carrier, we are required to collect your co-payment 
on the day of service. If you do not have insurance, you are required to pay for treatment at the time of service unless other 
arrangements have been formally made. A separate self-pay financial agreement will be provided to you. Our office collects 
all copays plus estimated coinsurance and deductibles at the time of service
We accept the following:    Cash     Check     Credit Card (Visa, MasterCard, Discover, American Express)
A twenty-five dollar ($25.00) returned check fee will be assessed to the patient account per incident.
For convenience, payments may be made online at www.ePayItOnline.com. To utilize this service you will need your 
account number, access code, and Code ID. This information can be found on the patient statement you will receive 
reflecting your balance. Patients who no-show may be subject to a no-show fee.

PENDING APPROVALS FOR SERVICES: In the event we are unable to obtain approval for services and you wish to 
proceed, we will not bill your insurance. Services will be reduced to the in-network insurance allowable amount and will  
apply to the patient’s responsibility.

__________ Initials

Additional financial explanations are continued on the back side of this page

Patient and/or Debtor Signature: _______________________________________________ Date ______/_______/_______
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WORKERS’ COMPENSATION INJURIES: Written approval/authorization by your employer and/or workers’ compensation 
carrier prior to your initial visit is needed. We will contact your case manager and/or supervisor to confirm your workers’ 
compensation injury. If this claim is denied, for any reason by your employer or your employer’s workers’ compensation 
carrier, you will be responsible for payment in full. If denial is made by workers’ compensation, health insurance can be 
filed for these denied services and you will be held responsible for the account.

BILLING INFORMATION
STATEMENTS: A statement of account will be provided to you if insurance has paid leaving a patient portion, denied or no 
response is received. Due to the type of service we provide, you may receive billing from more than one practice, otherwise 
known as split billing. The balance on your statement is due and payable within 30 days of receipt unless other arrangements 
are made with our billing department. The statement will be sent to the address provided at the time of service. In the event 
your mailing address changes after your service date and your account has not been paid in full, you are required to notify 
our billing office of this change by email at Billing@OurAdvancedHEALTH.com or call 615.239.2018. In case of divorce or 
separation, the party responsible for the account prior to the divorce or separation remains responsible for the account. 
After a divorce or separation, the parent authorizing treatment for a child at time of service will be the parent responsible 
for those subsequent charges. If the divorce decree requires the other parent to pay all or part of the treatment costs, court 
documentation is required for any guarantor address changes, otherwise, it is the authorizing/custodial parent’s responsibility 
to collect from the other parent. Any account with a credit balance of less than <$5.00> will not be refunded without specific 
request from the patient/debtor.

DELINQUENT ACCOUNTS: We review past due accounts frequently and at every statement cycle. Your communication and 
involvement to ensure your balance is paid timely is important to us. It is imperative that you maintain communications and 
fulfill your financial agreement and arrangements to keep your account active and in good standing.
If your account becomes sixty (60) days past due, further steps to collect this debt may be taken. If you fail to pay on time 
and we refer your account(s) to a third party for collection, a collection fee will be assessed and will be due at the time of the 
referral to the third party. The fee will be calculated at the maximum percentage permitted by applicable law, not to exceed 
18 percent. In addition, we reserve the right to deny future non-emergency treatment for any and all debtor-related unpaid 
account balances.

CONSENT TO CONTACT: I grant permission and consent to AdvancedHEALTH and its agents, assignees, and contractors 
(which may include third party debt collectors for past due obligations): (1) to contact me by phone at any number associated 
with me, if provided by me or another person on my behalf; (2) to leave messages for me and include in any such messages 
amounts owed by me; (3) to send me text message or emails using any email address I provided or any phone number 
associated with me, if provided by me or another person on my behalf; and (4) to use prerecorded/artificial voice messages 
and/or an automated telephone dialing system (an auto dialer) as defined by the Telephone Consumer Protection Act in 
connection with any communications made to me as provided herein or any related scheduled services and my account. I 
understand that my refusal to provide the consent described in this paragraph will not affect, directly or indirectly, my right to 
receive healthcare services.

WAIVER OF CONFIDENTIALITY: You understand if your account is submitted to an attorney or collection agency, if we have 
to litigate in court, or if your past due status is reported to a credit reporting agency, the fact that you received treatment at 
our office may become a matter of public record.

MEDICAL RECORDS: You will be required to request in writing or sign a medical authorization form for the release of your 
medical records to any organization or physician. We charge a $20 flat rate for 1-5 pages plus .50 per additional page and 
postage. 

• �If age 18 years and over, you should contain documentation of whether a medical advance directive has been executed 
for Medicaid/Medicare members.  A copy should be on file within the office.

• Please notify the office if you have a Living Will or Power of Attorney.

MOTOR VEHICLE ACCIDENTS (MVA’s) – Yes, I was involved in a MVA on ______/ _____/ _______. Unless prior  
agreement has been reached or I am a Medicare recipient, my health insurance will be filed for services related to this 
accident. In the event I do not provide insurance information upon initial visit, I understand insurance denials may occur 
depending on type of service(s) received or carrier specific filing requirements. I agree, as the patient or patient’s  
guardian, I am ultimately responsible for all balance(s) due to this facility and/or its physician(s) for services rendered 
regardless of insurance denial(s) or unfavorable case outcomes. If I have chosen an attorney to oversee my case, this 
financial agreement will serve as a Letter of Protection to my attorney. I further understand my account may be  
handled by an outside entity that specializes in attorney lien accounts at the facilities discretion.

_____ Yes, I have chosen to retain an attorney. Signed: _______________________________ Date: _____/_____/_____

Attorney Name: ___________________________________________ Phone: ___________________________________
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Release Of Medical Information
NAME (Please print): ________________________________________________________________ DOB: _______________

By Signing Below, I Authorize AdvancedHEALTH To Release My Medical And Billing Information To:

RELATIONSHIP			   NAME OF DESIGNATED PERSON

SPOUSE 	  YES	  NO	 __________________________________________________________________

CHILDREN	  YES	  NO	 __________________________________________________________________

IN-LAWS	  YES	  NO	 __________________________________________________________________

CAREGIVERS	  YES	  NO	 __________________________________________________________________

PARENTS	  YES	  NO	 __________________________________________________________________

OTHERS _________________________________________________________________________________________________________

PATIENT SIGNATURE _______________________________________________________________________ DATE ________________

PARENT SIGNATURE _______________________________________________________________________ DATE ________________

All patients 18 and over should contain documentation of whether a medical advance directive has been executed for  
Medicaid/Medicare members.

Do you have a Living Will or Power of Attorney?    YES      NO

We ask that if you have any change in this request, that you please inform the receptionist. 

AdvancedHEALTH may leave appointment information on my voicemail:

HOME 	  YES	  NO

WORK 	  YES	  NO

RELATIVE 	  YES	  NO

PATIENT SIGNATURE _______________________________________________________________________ DATE ________________ 

I authorize the following to pick up prescriptions, X-rays, etc.

RELATIONSHIP

SPOUSE 	     YES	  NO	 __________________________________________________________________

RELATIVE	     YES	  NO	 __________________________________________________________________

CAREGIVER  	     YES	  NO	 __________________________________________________________________

PATIENT SIGNATURE _______________________________________________________________________ DATE ________________

We charge a $20 flat rate for 1-5 pages plus .50 per additional page and postage.

I understand that AdvancedHEALTH will ask for identification of the person picking up patient medical information or products.

Please list all other providers who provide care to you along with their specialty: ________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
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