


 	Moody Medicine                                                                                           Patient Name: _________________________________
 
		

	PATIENT INFORMATION

	Last Name
	First Name
	Middle Initial
	Previous Name (If applicable)

	Date of Birth
	Sex
[bookmark: Check5][bookmark: Check6][bookmark: Check7]  |_| Male    |_| Female    |_| Decline
	
	Social Security #

	Marital Status:

[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4] |_| Single    |_| Married    |_| Divorced    |_| Other
	Spouse Name
	Spouse DOB

	


	
	

	RACE / ETHINICITY
WHITE ,  NON-HISPANIC,   HISPANIC,   BLACK,    ASIAN,  INDIAN,   OTHER :

	Preferred Language

[bookmark: Check11][bookmark: Check12][bookmark: Check13]|_| English   |_| Espanol    |_| Other: ___________________________

	Method of Payment

[bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17] |_| Self    |_|Private Insurance    |_|Medicaid    |_|Medicare

	Employer
	Occupation



	CONTACT INFORMATION

	Mailing Address
	
	
	Apt #
	City
	State
	Zip Code

	[bookmark: Check18]Cell Phone                                                     |_| Preferred
	[bookmark: Check19]Home Phone                                   |_| Preferred
		
	Preferred Contact Method

[bookmark: Check20][bookmark: Check21][bookmark: Check22]|_| Phone    |_| Email    |_| Mail
		

	[bookmark: Check23]Personal Email Address                              |_| Preferred
	[bookmark: Check24]Work Email Address                    |_| Preferred           
	Can we leave you a voice message?

	
	
	[bookmark: Check25][bookmark: Check26]|_| Yes    |_|No



	INSURANCE

	Primary Insurance
	Secondary Insurance

	Insurance Company Name
	Insurance Company Name

	Policy Holder Name
	Policy Holder Name

	Policy Name / Member ID
	Group ID
	Policy Name / Member ID
	Group ID

	Policy Holder DOB
	Policy Holder SS#
	Policy Holder DOB
	Policy Holder SS#

	Patient Relationship to Policy Holder
[bookmark: Check27][bookmark: Check28][bookmark: Check29] |_| Self   |_|Spouse    |_|Dependent
	
	Patient Relationship to Policy Holder
 |_| Self   |_|Spouse    |_|Dependent




	PARENT/GUARDIAN/RESPONSIBLE PARTY (if other than patient)

	Last Name

	First Name
	Middle Initial
	Relationship to Patient

	Date of Birth
	Sex
[bookmark: Check30][bookmark: Check31][bookmark: Check32]|_| Male    |_|Female    |_|Decline
	Social Security Number

	Mailing Address

	Apt #
	City                                State                   Zip Code

	Cell Phone                                             |_| Preferred
	Home Phone                                   |_| Preferred
		
	Email Address



	EMERGENCY CONTACTS

	Contact Name
	Relationship to Patient
	Phone Number

	Contact Name
	Relationship to Patient
	Phone Number

	Contact Name
	Relationship to Patient
	Phone Number



	I hereby authorize Moody Medicine to discuss and or release my PHI (PROTECTED HEALTH INFORMATION) to: 
	[bookmark: Check33]|_| Do not discuss my health with anyone but me 
       or my designated responsible party.

	Contact Name
	Relationship to Patient
	Phone Number

	Contact Name
	Relationship to Patient
	Phone Number

	Contact Name
	Relationship to Patient
	Phone Number



I voluntarily consent to any and all health care treatment and diagnostic procedures provided by Moody Medicine and its associated physicians, clinicians and other personnel. I am aware that the practice of medicine and other health care professions is not an exact science and I further state that I understand that no guarantee has been or can be made as to the results of the treatments or examinations at Moody Medicine.
I authorize the payment of medical benefits to Moody Medicine or their designated partner for services rendered.
I have received a copy of both the Notice of Privacy Policy, Financial Policy, and Medical Appointment Cancellation / No Show Policy.

__________________________________________________________________                                     ______________________________
Signature									   Date


__________________________________________________________________		   ______________________________
Printed Name								   Date




	CARE DIRECTIVES

	Do you have an Advanced Directive or Living Will?
[bookmark: Check34][bookmark: Check35]|_|Yes          |_|No
	Have you designated a Durable Power of Attorney?
[bookmark: Check36][bookmark: Check37]|_|Yes          |_|No

	Durable Power of Attorney Information

	Contact Name
	Relationship to Patient
	Phone Number 
	Date



	SOCIAL HISTORY

	
[bookmark: Check38][bookmark: Check39]Tobacco Use:    |_| Yes    |_| No
	
[bookmark: Check40][bookmark: Check41]Alcohol Use:    |_| Yes    |_|No
	
[bookmark: Check42][bookmark: Check43]Caffeine Use:    |_|Yes    |_|No

	
[bookmark: Check44]|_| Cigarettes
[bookmark: Check45]|_| Cigars
[bookmark: Check46]|_| Pipe
[bookmark: Check47]|_| Chew/Snuff
[bookmark: Check48]|_| E-Cigarettes/Vapes

	Have you quit or are you a former user?
[bookmark: Check49]|_| Yes
[bookmark: Check50]|_| No

	Preferred Drink (i.e. wine, beer, etc.)
	
Have you quit or are you a former user?
|_| Yes
|_| No

	# of caffeine drinks per day

	# of Yrs.
	Amount per day
	Last Use
	# of Yrs.
	Amount per week
	Last Use
	Exercise
Do you get regular exercise?
[bookmark: Check51][bookmark: Check52]|_| Yes           |_| No

	Secondhand Exposure
Are you regularly exposed to second-hand smoke or other potentially harmful substances at home or at work?
[bookmark: Check53][bookmark: Check54]|_| Yes          |_| No

	Recreational Drugs
Do you use recreational drugs?
|_| Yes          |_| No
Type of Substance:
	Type of Exercise?

	
	
	How often?

	If so, what?
	# of Yrs.
	Amount per week
	Last Use
	


	Do you routinely need physical assistance with activities of daily living such as cooking, dressing, hygiene?
[bookmark: Check55][bookmark: Check56]|_| Yes           |_| No
	Do any members of your family have genetically linked health problems?
|_| Yes           |_| No



	SPECIALIST CONTACT INFORMATION

	Provider
	Office Name
	Phone Number
	Additional Info

	Provider
	Office Name
	Phone Number
	Additional Info



	CURRENT MEDICATION

	Medication
	Dosage
	Reason for Taking (optional)

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	




	HEALTH HISTORY

	Have you ever been diagnosed with any of the following?
Please circle all that apply.

	Alcoholism
	Anemia
	Anxiety
	Arthritis
	Asthma
	Autoimmune Disease
	Bleeding Disorder
	Blood Clot

	Bone / Joint Disorder
	Breast Lump
	Cancer
	Chicken Pox
	Colitis
	Depression
	Diabetes
	Diverticulitis

	Drug
Addiction
	Eating Disorder
	Emphysema /
COPD
	Erectile
Dysfunction
	Eye Disease
	Gall Bladder
	Glaucoma
	Gout

	Heart Attack
	Heart Disease / CAD
	Heart
Failure
	Heart
Murmur
	Hepatitis
	High Blood Pressure
	High
Cholesterol
	Irritable Bowel Syndrome (IBS)

	Kidney Disease
	Kidney Stone
	Liver Disease
	Lyme Disease
	Measles /
Mumps
	Menstrual Problems
	Migraines / Headaches
	Multiple Sclerosis

	Osteoporosis
	Pancreatitis
	Parkinson’s Disease
	Pneumonia
	Polio
	Prostate Disease
	Psychiatric Care
	Pulmonary Clotting

	Reflux Disease
	Reproductive Issues
	Rheumatic Fever
	Scarlet Fever
	Seasonal Allergies
	Seizures / Epilepsy
	Shortness of Breath
	Sexual Dysfunction

	Skin Disease
	Sleep Apnea
	STDs
	Stomach Ulcer
	Stroke
	Thyroid Disorder
	Tiredness
	Tuberculosis

	Urinary Disorders
	Vaginal Infection
	Other:



	FEMALE PATIENTS ONLY

	Menstrual Periods
Age of onset: ___________
[bookmark: Check57][bookmark: Check58]Regular: |_| Yes    |_| No
Date of Last Period: __________
[bookmark: Check59][bookmark: Check60]Difficulty with periods: |_| Yes    |_|No
	Pregnancy
# of Children born alive: __________
Any of the following? (please circle)
Cesarean    Premature    Miscarriage
Describe Complications:

	



	FAMILY HISTORY

	Relation
	Current age, if living
	Age at Death
	High Blood Pressure
	Heart Disease
	Stroke
	Cancer
	Diabetes
	Glaucoma
	Asthma
	Seizures
	Bleeding Disorders

	Father
	
	
	[bookmark: Check61]|_|
	[bookmark: Check70]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Mother
	
	
	[bookmark: Check62]|_|
	[bookmark: Check71]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Maternal Grandmother
	
	
	[bookmark: Check63]|_|
	[bookmark: Check72]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Maternal Grandfather
	
	
	[bookmark: Check64]|_|
	[bookmark: Check73]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Paternal Grandmother
	
	
	[bookmark: Check65]|_|
	[bookmark: Check74]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Paternal Grandfather
	
	
	[bookmark: Check66]|_|
	[bookmark: Check75]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Sibling
	
	
	[bookmark: Check67]|_|
	[bookmark: Check76]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Sibling
	
	
	[bookmark: Check68]|_|
	[bookmark: Check77]|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|





James Paul Moody M.D. | Athena Moon, FNP
Cancellation Policy
As a family medicine clinic, we are committed to providing all our patients with exceptional care in a timely manner. For this reason, Moody Medicine will institute a new Appointment Cancellation Policy beginning 10/1/2024.  To remain consistent with our commitments to providing the best patient care possible, we have instituted the following policy:
· Please provide our office a 24-hour notice in the event you need to reschedule your appointment.

· A message can always be left with our staff should you not reach our front desk to avoid a cancellation fee being charged.      

· A “No-Show”, “No-Call”, or missed appointment, without proper 24-hour notification, may be assessed a $25.00 fee for medical appointments and $100.00 for cosmetic appointments.

· This fee is NOT billable to your insurance company.

· If you are 15 or more minutes late for your appointment, the appointment may be canceled or rescheduled.

· Repeated missed appointments without this 24-hour notice may result in the termination of the physician/patient relationship.

If you have any concerns regarding this policy, please let our staff know and we will be glad to clarify any questions you might have. We appreciate you understanding and cooperation as we work to create the best patient care possible for our community.

Patient Consent
I have read and understand the Appointment Cancellation Policy and I acknowledge its terms. Furthermore, I understand that I need to provide at least a 24-hour notice when rescheduling or cancelling an appointment. If I fail to contact the office at least 24 hours in advance, I will be charged the appropriate cancellation fee. Finally, I also understand and agree that such terms and conditions may be amended from time to time by the clinic.

__________________________________________________________________                                     ______________________________
Signature									   Date


__________________________________________________________________		   ______________________________
Printed Name								   Date













Consent to Pay for Services Rendered
 
Patient Name: ___________________________________________________________

The undersigned understands that the patient's insurance company or other third party payer may deny payment for part or all of the charges for our services, that are rendered to the patient whose name appears below. Such denial may occur after the patient is discharged and may be on the grounds that such services and supplies were deemed to be not medically necessary or were not covered services under the patient's agreement with their insurance company, regardless of the fact that the patient's physician ordered the services and believed them to be medically necessary. The undersigned hereby agrees to reimburse the clinic directly for any and all services and supplies determined by the patient's insurance as not being medically necessary.
If the patient's insurance has not paid within thirty (30) days from the date of billing, the patient is responsible. Balances owed after insurance payment are due payable, in full, within (30) days, unless other arrangements have been made through the Accounts Department.

Please note: Insurance is filed as a courtesy for our patient's benefit patient/guarantor is still responsible for all charges and payments.

All insured patients must present a current eligibility card and will be asked to pay all deductibles or non-covered charges, which may be due at time of service.

To assist our patients in paying for services rendered, various payment options are available: personal checks, money orders, traveler's checks, and major credit cards.

The undersigned has read and received a copy of this form and certifies that they are the patient, the patient's legal representative, or a duly authorized by the patient as the patient's general agent to execute this consent to pay for services and accept its terms.
PATIENT/PARENT/GUARDIAN/GUARANTOR: 
If signed for by someone other than the patient, please indicate relationship: 

IMPORTANT: By signing this agreement, you are acknowledging that you may have to pay for services in full, if you do not wish to have these services done, please inform us ahead of time. Thank You!


__________________________________________________________________                                     ______________________________
Signature of Patient or Legal Representative					   Date


__________________________________________________________________		   ______________________________
Printed Name								   Date


HIPAA Privacy Rule of Patient Authorization Agreement

 
Summary of Notice of Privacy Practices
A new federal law known as the Health Insurance Portability and Accountability Act of 1993 ("HIPAA") went into force on April 14, 2003. We are required to give you a copy of our Notice of Privacy Practices for your convenience and we are providing this brief summary. Each section has a corresponding section in our full Notice, which we encourage you to read in its entirety. We are required to ask you to sign a one-time acknowledgement that you have received our full notice.

Your rights as a patient: You have many new and Important rights with respect to your protected health Information. These are summarized below and described in detail in our full notice of Privacy Practices.
· Use of Protected Health Information. We are permitted to use your protected health information for treatment purposes, to facilitate our being paid, and to conduct our business and evaluate the quality and efficiency of our processes. Also, we are permitted to disclose protected health information under specific circumstances to other entitles. We have put into place a safeguard to protect the privacy of your health information. However, there may be incidental disclosures of Limited Information, such as overhearing a conversation, that occur in the course of authorized communications, routine treatment, payment, or the operations of our practice. HIPAA recognizes that such a disclosure may be extremely difficult to avoid entirely, and considers them as permissible.

· For entities that are not covered under HIPAA to which we must send protected health information’s for treatment, payment, or operational purposes, we require that they sign a contract in which they agree to protect the confidentiality of this information.

· Disclosure of Protected Health Information Requiring your Authorization. We are required by state and federal law to make disclosures of certain protected health Information without obtaining your authorization. Examples Include mandated reporting of conditions affecting public health, subpoenas, and other legal requests.

· Communications to you of confidential information by Alternative Means. If you make a written request, we will communicate confidential Information to you by reasonable alternative means, or to an alternative address.

· Restrictions to Use and Disclosure. You may request restrictions to the use or disclosure of your protected health information, but we are not required by HIPAA to agree to such request. However, if we do agree, then we are bound to honor your request, in the course of our use and disclosure of your protected health Information, only the minimum amount of such information will be used to accomplish the intended goal.

· Access to Protected Health Information. You may request access to or a copy of your medical records in writing. We will provide these within the time period specified, unless we are forbidden under HIPAA or by applicable state law to provide such records. If we deny access, we will tell you why. You may appeal this decision, which, under specific circumstances, will be reviewed by a third party not involved in the denial.

· Attendants to Medical Records. You may request in writing that corrections be made to your medical records. We will either accept the amendments, and notify appropriate parties, or deny your request with an explanation. You have rights to dispute such denials and have your objections noted in your medical record.
· Accounting of Disclosures of Protected Health Information. You may request in writing and accounting of disclosures of your protected health Information. This accounting excluded disclosures made in the course of treatment, payment, or operations, and disclosures that we made as a result of your written authorization.

· Other Uses of Your Health Information. Optional uses, as permitted under HIPPA, are listed in our complete Notice of Privacy Practices.

How To Lodge a Complaint Related to Perceived Violations of Your Privacy Rights. You may register a complaint about any of our privacy practices with our Privacy Official or with the Secretary of Health and Human Services without fear of retaliation, coercion, or Intimidation. Created 03/03/2003 Copy#t2002 MDA, L.M.

Acknowledgement of Receipt of Notice of Privacy Practices 
I understand that as part of my healthcare, this Practice originates and maintains health records describing my health history, symptoms, examination and test results, diagnosis, treatment, and any plans for future care or treatment. I understand that this information serves as:
· a basis for planning my care and treatment;
· a means of communication among the health professionals who may contribute to my health 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;
· a tool for routine health care operations such as assessing quality and reviewing the competence of health care professionals.
I have been provided with a copy of the Notice of Privacy Practices that provides a more complete description of information uses and disclosures.
 
 I understand that as part of my care and treatment it may be necessary to provide my Protected Health Information to another covered entity. I have the right to review this Practice’s notice prior to signing this authorization. I authorize the disclosure of my Protected Health Information as specified below for the purposes and to the parties designated by me.
 
Privacy Rule of Patient Consent Agreement
Consent to the Use and Disclosure of Protected Health Information for Treatment, Payment, or Healthcare Operations (§164.506(a))
 
I understand that:
· I have the right to review this Practice’s Notice of Information practices prior to signing this consent;
· that this Practice reserves the right to change the notice and practices and that prior to implementation will mail a copy of any notice to the address I’ve provided, if requested;
· I have the right to object to the use of my health information for directory purposes;
· I have the right to request restrictions as to how my Protected Health Information may be used or disclosed to carry out treatment, payment, or healthcare operations, and that this Practice is not required by law to agree to the restrictions requested;
· I may revoke this consent in writing at any time, except to the extent that this Practice has already taken action in reliance thereon.
 


__________________________________________________________________                                     ______________________________
Signature of Patient or Legal Representative					   Date


__________________________________________________________________                                     ______________________________
Printed Name``								   Date


__________________________________________________________________		   ______________________________
Witness									   Date



Notice of Privacy Practice 

To our patients: This notice describes how health information about you, as a patient of this practice, may be used and disclosed, and how you can get access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPPA) and Amended March 2013.
Our commitment to your privacy:
Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality of your health information.
We realize that these laws are complicated, but we must provide you with the following important information:
1. To public health authorities and health oversight agencies that are authorized by law to collect information.
2. Lawsuits and similar proceedings in response to court or administrative order.
3. If required to do so by a law enforcement official.
4. When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another   individual or to the public. We will only make disclosures to a person or organization able to prevent the threat.
5. If you are a member of the U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.
6. To federal officials for intelligence and national security activities authorized by law.
7. To correctional institutions or law enforcement officials if you are an inmate or under the custody of a law  enforcement official.
8. For workers Compensation and similar programs.
9. For treatment purposes including sharing medical data with another provider, making referrals, placing lab or prescription orders.
10. For payment purposes, for filing claims either by paper or electronically.
11. For Health care operations, for quality assurance, utilization reviews, credentialing, underwriting and auditing



Acknowledgment of Practice Policies
I,  , hereby acknowledge that I have received, reviewed, and agree to the policies outlined in the following documents:
Medical Appointment Cancellation / No Show Policy:


	Patient or Representative’s Signature
Financial Policy



	Date



	Patient or Representative’s Signature
Notice of Privacy Practice (HIPPA)



	Date



Patient or Representative’s Signature	Date
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