

Patient Registration Information
Name:

SS#

Date of Birth:

Race:
Ethnicity:
◻ Hispanic or Latino
◻ American Indian or Alaska Native
 Asian
◻ Not Hispanic or Latino
◻ Black or African American
 White
◻ Decline to provide
◻ Decline to provide
 Other
Preferred language (if not specified, English will be chosen as your preferred language):
Contact preference:

 Mobile /texting

 Home Phone

 Work Phone

Home Address:

 Email (provide email address)

Mailing Address (if different)

Home Phone:

Mobile Phone:

Work Phone:

Reason for visit / diagnosis:
Primary Care Physician:
Pharmacy:

Referring Physician:

Name:

Address:

Guarantor / Responsible Party
Name:
Relationship to patient:  Self

 Parent

 Legal Guardian

Status:  Single
Home Address:

 Divorced

 Widowed

 Married

Home Phone:

 Family Member

 Other

 Other
Mailing Address (if different)

Mobile Phone:

Work Phone:

Emergency Contact(s)
Name:
Relationship to patient:  Parent

Phone:
 Legal Guardian

Home address:

 Other

City:

Name:
Relationship to patient:  Parent

 Family Member

State:

Zip:

State:

Zip:

Phone:
 Legal Guardian

Home address:

 Family Member

 Other

City:

Insurance
PRIMARY INSURANCE Name:

SECONDARY INSURANCE Name:

Subscriber/Member ID #:

Subscriber/Member ID #:

Group #

Group #

Subscribe Name:

Subscribe Name:

Address:

Address

Employer:

Employer:

Date of Birth:

Date of Birth:

Relationship to patient:

Relationship to patient:

ALL CHARGES ARE DUE AT THE TIME OF SERVICE
• I hereby authorize Healing At Home, LLC to obtain records from other sources as may be needed in the treatment of
this patient. I hereby authorize the release of information concerning this patient’s treatment to other physicians
involved in the care and treatment of this patient.
• I hereby authorize payment of insurance benefits otherwise due to me to be made directly to HAH, LLC I
understand that I am responsible for any amount not covered by the insurance company.
A copy of this information shall be as valid as the original.

Signature of parent or responsible party

Date
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General Symptoms: Check all that apply to the patient
◻ Chest pain

 Cyanosis

 Sweating

◻ Inability to keep up with peers
◻ Fainting

 Dizziness

 Edema (swelling)

 Exercise intolerance

 Shortness of breath at rest

 Palpitations

 Poor appetite

 Shortness of breath w/mild exercise

 No concerning symptoms

 Other

Review of Systems
Weight change or poor appetite  Normal  Abnormal

Bones / Joints

 Normal  Abnormal

Eyes

 Normal  Abnormal

Skin

 Normal  Abnormal

Ears

 Normal  Abnormal

Nervous system

 Normal  Abnormal

Nose

 Normal  Abnormal

Emotional/Behavioral

 Normal  Abnormal

Throat

 Normal  Abnormal

Blood / Lymph system

 Normal  Abnormal

Heart /Circulation

 Normal  Abnormal

Hormones / Glands

 Normal  Abnormal

Stomach /Digestion

 Normal  Abnormal

Allergic /Immunologic

 Normal  Abnormal

Kidneys /Bladder

 Normal  Abnormal

Allergies:
◻ Yes

 None

If Yes, please list:

Immunizations up to date:  Yes

 No

 Declined

Past History:
Hospitalizations, Surgeries, Major Illnesses:
Problem:

Date / Pt age:

Problem:

Date / Pt age:

Problem:

Date / Pt age:

Problem:

Date / Pt age:

Problem:

Date / Pt age:

Patient Medical History
Afib

 Yes  No

Seizures

 Yes  No

Kidney Disease

 Yes  No

Asthma

 Yes  No

Sickle cell anemia

 Yes  No

Gallbladder disease

 Yes  No

Angina

 Yes  No

Sleep Apne

 Yes  No

Heartburn

 Yes  No

Chronic lung disease

 Yes  No

Storke

 Yes  No

Hiatal Hernia

 Yes  No

Congenital heart disease  Yes  No

TIA

 Yes  No

Incontinence

 Yes  No

Diabetes/Gastroparesis

 Yes  No

Tuberculosis

 Yes  No

Jaundice

 Yes  No

DVT

 Yes  No

Anemia

 Yes  No

Murmur

 Yes  No

GERD

 Yes  No

Arthritis

 Yes  No

Myocardial Infarct

 Yes  No

Heart Disease

 Yes  No

Depression

 Yes  No

Obesity

 Yes  No

Hepatitis

 Yes  No

Headaches

 Yes  No

Pneumonia

 Yes  No

HIV

 Yes  No

Hyperthyroidism

 Yes  No

Hypertension

 Yes  No

Hypothyroidism

 Yes  No

STDs
UTIs

 Yes  No
 Yes  No
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Mother
Father
Sister
Brother
Maternal
Grandmother
Maternal
Grandfather
Paternal
Grandmother
Paternal
Grandfather

OTHER

Social History: Check all that apply to the patient
Exercise:  Occasionally

 Daily

Diet:  Usual American
Smoking:  N/A
Alcohol:

 N/A

Sexual activity:

 Low fat

 Competitive athlete
 Low salt

 No. of packs a day
 Type:

 N/A

 Yes

 Recreational

 Vegetarian

 Age started
 Amount:

 No

 Other

day/week/month

 Currently pregnant

Current Medications: (list all medications including over the counter medications/vitamins)
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

Does patient take antibiotics prior to dental procedures, operations or appointments?  Yes

 No
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Other

Deafness at birth

Marfan’s syndrome

Seizures

Passing out

Drowning

Long QT Syndrome

Sudden death

Pacemaker

Cardiomyopathy

Obesity

Diabetes

Dyslipidemia

Stroke

High blood pressure

Heart attack

Age/
Status

Name

Heart surgery

Relation

Heart defect at birth

Family Medical History: Check all that apply



HIPAA Consent for Purposes of Treatment, Payment & Healthcare Operations
In this document, “I” and “my” refer to the patient.
I understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans
for future care or treatment. I understand that this information serves as:
o
o
o

a basis for planning my care and treatment
a means of communication among the many health professionals who contribute to my
care a source of information for applying my diagnosis and surgical information to my bill
a means by which a third-party payer can verify that services billed were actually provided
and a tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals

I understand and will be provided by request a Notice of Privacy Practices that provides a more complete
description of information uses and disclosures. I understand that I have the right to review the notice prior
to signing this consent. I understand that the organization reserves the right to change their notice and
practices and prior to implementation will mail a copy of any revised notice to the address I’ve provided. I
understand that I have the right to object to the use of my health information for directory purposes. I
understand that I have the right to request restrictions as to how my health information may be used or
disclosed to carry out treatment, payment, or healthcare operations and that the organization is not required
to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the
extent that the organization has already take action in reliance thereon.

I consent to the use or disclosure of my protected health information by HAH, LLC for the purpose of analyzing,
diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care
operations of Healing At Home, LLC. I understand that analysis, diagnosis or treatment of me by HAH, LLC may be
conditioned upon my consent as evidenced by my signature below.

Signature of Patient or Personal Representative

Printed Name of Patient

Date of Signing

Description of Personal Representative’s Authority

Witness Signature
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HEALING AT HOME, LLC
Consent to Treat
Patient Name_______________________________________DOB:_____________
I request and authorize medical services as deemed necessary and appropriate by the
provider and the designees participating in my care. This care may include diagnostic,
radiology, and laboratory procedures, therapeutic procedures, drugs and nursing
services.
My signature below indicates my acknowledgement that I have read and agreed to the
above.
Patient/Guardian Signature______________________________________________
Date:__________________________________________________________________
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AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
Information regarding patient for whom authorization is made:
Full Name: __________________________________________________________________________
Other Name(s) Used: _____________________________ Date of Birth: _________________________
Address:_____________________________ City:________________ State:______ Zip Code:_______
Phone: (_____)__________________________ Email (Optional): ______________________________
Information regarding health care provider or health care entity authorized to disclose this
information:
Name: ______________________________________________________________________________
Address:_____________________________City:_______________ State:________ Zip Code:_______
Phone: (_____)__________________________ Fax: (_____)__________________________________
Information regarding person or entity who can receive and use this information:
Name: ______________________________________________________________________________
Address:_____________________________City:_______________ State:________ Zip Code:_______
Phone: (_____)__________________________ Fax: (_____)__________________________________
Specific information to be disclosed:
□ Medical Record from (insert date) ___________________ to (insert date) ___________________
□ Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test
results, radiology studies, films, referrals, consults, billing records, insurance records, and records
received from other health care providers.
□ Other: ____________________________________________________________________________
Include: (Indicate by Initialing)
________ Drug, Alcohol or Substance Abuse Records
________ Mental Health Records (Except Psychotherapy
Notes)
________ HIV/AIDS-Related Information (Including
HIV/AIDS Test Results)
________ Genetic Information (Including Genetic Test
Results)

Reason for release of information:
(Choose all that Apply)
□ Treatment/Continuing Medical Care
□ Personal Use
□ Billing or Claims
□ Insurance
□ Legal Purposes
□ Disability Determination
□ School
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□ Employment
□ Other (Specify): ___________________

The individual signing this form agrees and acknowledges as follows:

(i) Voluntary Authorization: This authorization is voluntary. Treatment, payment, enrollment or eligibility for benefits (as applicable) will not be
conditioned upon my signing of this authorization form.

(ii) Effective Time Period: This authorization shall be in effect until the earlier of two (2) years after the death of the patient for whom this
authorization is made or the following specified date: Month: ________ Day: ________ Year: _________.

(iii) Right to Revoke: I understand that I have the right to revoke this authorization at any time by writing to the health care provider or health
care entity listed above. I understand that I may revoke this authorization except to the extent that action has already been taken based on this
authorization.

(iv) Special Information: This authorization may include disclosure of information relating to DRUG, ALCOHOL & SUBSTANCE ABUSE,
MENTAL HEALTH INFORMATION, except psychotherapy notes, CONFIDENTIAL HIV/AIDS-RELATED INFORMATION, and GENETIC
INFORMATION only if I place my initials on the appropriate lines above. In the event the health information described above includes any of
these types of information, and I initial the corresponding lines in the box above, I specifically authorize release of such information to the
person or entity indicated herein.

(v) Signature Authorization: I have read this form and agree to the uses and disclosure of the information as described. I understand that
refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise permitted by
law without my specific authorization or permission. I understand that information disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURES:
Patient/Legal Representative: _______________________________________

Date:________________

If Legal Representative, relationship to Patient: _______________________________________________
Witness (optional): ______________________________________________

Date: ______________
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