Mariposa Family Medicine

New Patient Registration and Consents

Name:

DOB: Last 4 digits of SS #:

Address:

City: NM Zip:

Primary Phone: Work Phone:

Email: Occupation:

Marital Status: Single _ Married_ Divorced __ Widow(er)

Living with Partner

Emergency Contact

Spouse or Partner's Name

Name: Relationship:

Phone:

Previous/Other Providers:

Insurance Information

Primary Insurance: Member ID# Group #
Secondary Insurance: Member ID# Group #

Are you the primary insured? Yes No
If no, please provide the following information:

Primary insured’s name:

Date of birth:

Relation to patient:

Local Pharmacy:

Mail Order:

How did you hear about us?

If referred by another provider or patient, whom?
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Consent for Medical Treatment

| hereby authorize employees and agents of Mariposa Family Medicine (Nurse Practitioners, employees,
and staff members) to render medical evaluations and care to the patient indicated below. The duration of
this consent is indefinite and continues until revoked in writing. | understand that by not signing this consent,
the patient will not be provided medical care except in a case of emergency as determined by the Medical
Director/FNP Tani Schare.

Patient Signature: Date:

Authorization to Share Health Information

| authorize the names listed below to have access to my medical information. These people
may call and speak with the provider and or staff about me regarding appointments, referrals,
medications, diagnosis, and diagnostic studies. | have the right to revoke this agreement in part or
whole at any time with notification in writing. If you do not wish anyone to have access, leave it
blank.

Authorized Name Relationship to Patient

Billing Statement Delivery Options

Billing statements will be sent to patients by the following options. Mark the box for the method you are
selecting. Only one form needed per household.

[ ] Emai

|:| Text Message

For selective patients, a mailed statement can be provided. These must be approved by the owner in
writing. If you want to change your billing selection you can fill out a change of billing form.

Name: Signature: Date:
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Insurance and Patient Payment Policies

Proof of insurance- We must verify your identification and proof of insurance at each visit. If you fail to
provide us with the correct insurance information at check-in and your insurance is not active or valid, you
will be responsible for the claim if insurance does not cover.

1. Co-payments- All co-payments must be paid at the time of service. This arrangement is part of your
contract with your insurance company and is a portion of our payment. Copays are also due on the date of
telemedicine visits. Patients will find a link to pay on the telemedicine confirmation email.

2. Claims submission - We will submit your claims and assist you in any way we can to help get your
claims paid. Your insurance company may need you to supply certain information directly. It is your
responsibility to comply with their request. Please be aware that the balance of your claim is your
responsibility whether your insurance company pays your claim.

3. Coverage changes- If your insurance changes, you must notify us at least 72 hours prior to your
next visit so we can make the appropriate changes to help you receive your maximum benefits. We
cannot verify insurance on the day of your visit so your appointment will be rescheduled.

4. Non-payment- If your account is over 90 days past due from the date of the statement, you will
receive a letter stating that you have 30 days to pay your account in full. Partial payments will not be
accepted unless patients are enrolled in our payment plan. Please be aware that if a balance remains
unpaid, we may refer your account to a collection agency and all costs associated with recovery will be
your responsibility.

Late Cancellations- Your appointment is confirmed when you schedule it, but we do provide multiple a
appointment reminders prior to your appointment as a courtesy. While late cancellations (less than 24
hours before your appointment) are not charged a fee, if at any time you have more than 2 late
cancellations, you will be charged a Late Cancellation Fee of $40.00 and may be discharged if another
occurs going forward. Patients can cancel appointments on text confirmation and may call the office and
leave a message more than 24 hours prior to the scheduled time.

Missed Appointments- Patients are given multiple ways to cancel an appointment, and there are other
patients that can use that time. Missed appointments will incur a fee.

FIRST Time - If you do not show to an appointment for the first time, you will be charged a $40.00 fee.
SECOND Time - If you do not show a second time, you will be charged a $50.00 fee.
THIRD Time - If you do not show a third time, you will be charged a $75.00 fee.

Patients who miss 3 appointments are subject to dismissal from the practice.

The late cancellation and missed appointment fees are the responsibility of the patient and not the insurance
company and are due at the time of rescheduling. We understand there may be times when an unforeseen
emergency occurs, and you may not be able to keep your scheduled appointment. If you should experience
extenuating circumstances, please contact our office as soon as possible.

| have read and understand the above Practice Policy information and agree to the terms as stated
above:

Patient Name: Signature: Date:
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Practice Policies

Patients need to arrive within 10 minutes of their appointment time. If it is more than 10 minutes, patients will have to
reschedule and is considered a late cancellation. New patients need to arrive 15 minutes prior to their first
appointment time and have all the intake forms and medical history forms completed at check-in. If you need to fill out
these forms, you must arrive at least 25 minutes prior to your appointment time to fill out the forms. If not done, you
may need to reschedule your appointment, or the provider will spend only the remainder of the appointment time with
you and an additional appointment will be scheduled.

Follow-up appointments must be scheduled for refills on controlled substances and weight loss medications at
minimum of every 12 weeks.

Providers will not prescribe any new medication without a visit. This includes ANY antibiotics, antivirals, eye drops,
topicals, oral medications for any reason. Same day/next appointments are available daily but can fill up so plan
accordingly.

Patients need to contact their pharmacy for any refills of a non-controlled medication. The pharmacy will send refill
requests to the provider electronically or by fax. Please do not call the office unless a refill was denied and you need
to schedule an appointment or if the prescription is a controlled substance (medications for pain, sleep, weight loss,
ADD, testosterone replacement)

Any phone messages for the provider may take up to 3 business days to be returned by the staff. Providers do not
routinely take phone calls.

Portal messages are not always answered quickly. Messages in the portal will be reviewed within 7 -10 days by staff
and/or providers. If you have more urgent needs or concerns, please call the office. The portal is not to be used for
new issues or concerns. Those will require an appointment to assess and address. The portal is not for scheduling an
appointment. Please call the office for those. Pt messages must go through the portal. No patient messages sent to
any business email will be answered as this is not HIPAA secure. No medical records will be sent in any email and
can be sent in the portal, picked up in the office or mailed.

Any requests for provider letters and/or forms for the provider to fill out may take up to 7-10 business days
to complete. A copy will be sent to the patient in the portal and the original may be picked up at the front
desk.

All patients who have medication(s) prescribed by MFM must have an annual wellness visit in order to
receive refills. All other patients must be seen every 3 years to stay in the practice.

Annual labs may be ordered prior to your annual appointment as deemed necessary by the provider. If
you do not get a portal message notifying you that orders were placed, do not go to the lab. Providers
may want to review any additional lab needs at your annual and will order labs during or after your visit.

I have read and understand the above Practice Policies and agree to the terms as stated above:

Patient Name: Signature: Date:
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Patient Questionnaire Adult

. . . OrF
Last Name: First Name: DOB: OMm
rt::i:::l O Single O Partnered 0O Married [ Separated [ Divorced [ Widowed | Occupation:
Previous or referring Date of last
doctor: physical exam:
PERSONAL HEALTH HISTORY

Immunizations O Tetanus O Pneumonia/Pneumovax O Hepatitis A

O Influenza (Flu) O Prevnar 13 O Hepatitis B
§Ier;i“j,‘ieagg§ "M 1 Gardasi (HPV) O Shingles vaccine/Zostavax
Past or Present Medical History: (check all that apply to you)
0 Alcohol/ Drug O Emphysema/COPD O Liver Disease [ Blood Clots

problem
O Anemia
O Anxiety
O Arthritis
O Asthma
[0 Atrial Fibrillation
O Dementia
O Diabetes
O Cancer—
Type:

O Heart — Attack

O Heart—Coronary Artery Dis.
O Heart- Heart Failure/ CHF
O High Blood Pressure

[0 High Cholesterol

O Hypothyroidism (low)

O Hyperthyroidism (high)

O Kidney Disease

[0 Osteoporosis

O Prostate problem

O Psychiatric- Depression

O Psychiatric Disorder--other
O Seizure Disorder

O Stroke
O Ulcers of the Stomach

O STD/ sexual infection
0 Abnormal Pap Test

O Peripheral Artery Disease
[0 Neuropathy

[0 Sleep Apnea

O Heart Murmur

O Migraines

[0 Hepatitis

O Diverticulosis

O Colon Polyps

O Positive TB test

Surgeries (Include Year or Age at time of surgery)

O Appendectomy

[0 Cardiac Bypass (CABG)

O Tonsillectomy
O Hernia Repair

O C-Section (Cesarean)
[0 Hysterectomy- Partial

[0 Cardiac Angioplasty/Stent
[0 Gallbladder Laparoscopic

O Prostate Surgery
O Vasectomy

[0 Hysterectomy- Total
O Tubal Ligation

O Gallbladder Open O Cataract Surgery: O Left O Right [ Breast Surgery: O Left O Right
O Orthopedic (type):

O Other Surgery:

Screening Tests | Approx Date: Approx Date:

Cholesterol Test O Normal O Abnormal | Pap Smear O Normal O Abnormal
Colonoscopy O Normal O Abnormal | Mammogram O Normal O Abnormal
Prostate Test O Normal O Abnormal | Bone Density Test O Normal O Abnormal
Dental Exam O Normal O Abnormal

Eye Exam O Normal O Abnormal O Glasses O Contacts O Cataracts
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Primary Care Clinics

Patient Questionnaire -- Adult
Last Name: First Name: DOB:

Mariposa Family Medicine

MEDICATIONS: List prescribed and over-the-counter medications.

DRUG NAME: DOSE & DIRECTIONS: REASON:

ALLERGIES/ REACTIONS to Medications:

DRUG NAME: REACTION/ COMMENTS:

LIST ANY FOOD OR ENVIRONMENTAL ALLERGIES AND REACTIONS:

SEXUAL HEALTH

O Sexually active O Not currently sexually active O Never sexually active ‘ # partners in past year:
History of Sexually Transmitted Infection ? O No OYes  Type/date:

Current contraception method: Previous methods:

# children: For Women: (# pregnancies: ) (# miscarriages: ) (# abortions: )

HEALTH HABITS AND PERSONAL SAFETY

Exercise | I Sedentary (No exercise)
[ Mild exercise (i.e., climb stairs, walk 3 blocks, golf)
O Occasional vigorous exercise (i.e., work or recreation, 1 - 3x/week for 30 min.)

[0 Regular vigorous exercise (i.e., work or recreation >3x/week for 30 minutes)

Tobacco | Cigarette use: OO0 Never O Former smoker. Quit date or age:
O Current smoker----  # packs/day: # years:
Other tobacco use: O Pipe O Cigars O Chewing tobacco
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Mariposa Family Medicine

Primary Care Clinics
Patient Questionnaire -- Adult

Last Name: First Name: DOB:
Alcohol Do you drink alcohol? OO No [OYes: [OO0-1time/month [ 2-4 times/month O every week
Each week, how many: Servings of beer? Glasses of wine? Shots/mixed drinks?
When did you last have more than 4 drinks in one day?
Do you feel you should cut down on drinking? O Yes O No
Do people annoy you by nagging about your drinking? O Yes O No
Have you ever felt guilty about drinking? O Yes O No
Have you ever had a morning drink to steady your nerves? O Yes O No
Drugs Have you used recreational or street drugs within the last 2 years? O Yes O No
Have you ever used recreational drugs with a needle? O Yes O No
Personal | Do you wear seatbelts? O Yes O No
Safety Do you have frequent falls? O Yes O No
Does your house have a working smoke detector? O Yes O No
Do you experience conflicts in your relationships that take the form of verbally
threatening behavior, mental abuse, physical abuse or sexual abuse? O Yes O No
FAMILY HEALTH HISTORY
. MEDICAL CONDITIONS
Family Member Age (Indicate Healthy or: diabetes, high blood pressure, cholesterol, heart disease, stroke, cancer &type)
O Living
Mother O Deceased
O Living
Father O Deceased
Grandmother | O Living
Mother's Side O Deceased
Grandfather O Living
Mother’s Side O Deceased
Grandmother | O Living
Father’s Side O Deceased
Grandfather O Living
Father’s Side O Deceased
Sibling O M| O Living
O F | O Deceased
- O M| O Living
Sibling O F | O Deceased
- O M| O Living
Sibling O F | O Deceased
_— O M| O Living
Sibling O F | O Deceased
S O M| O Living
Sibling O F | O Deceased
O Living
[0 Deceased
O Living
O Deceased

Reviewed by/ Date:
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Name:

System Review for Adults---

New Patient or Annual Preventive Visit

Today's Date:

Date of Birth:

Check the box if you are currently experiencing any of the following:

GENERAL:

[] Fatigue

Fever

Weight gain > 10 |bs
Weight loss > 10 Ibs

O oo

w
=

N-
Rash
New/changing skin lesion

Nail changes

Ooood

Hair loss

EYES/EARS/NOSE/THROAT:

Vision changes

0

Decreased hearing
Ear pain

Ringing in ears
Nasal congestion
Nose bleeds
Hoarse voice

Sore throat
Sneezing

Sinus problems

Oooooodognd

Lump in neck

RESPIRATORY:
Wheezing
Difficulty breathing
Night sweats
Bloody sputum
Productive cough

Dry cough

ooodoogn

Shortness of breath

CARDIOVASCULAR:
Chest pain

Racing heart
Irregular heartbeat
Shortness of breath
Leg pain with walking
Ankle or Leg swelling

Decreased exercise tolerance

(I I R R I O N A R D I O

Awakening at night due to
trouble breathing

GASTROINTESTINAL:

Abdominal pain
Change in bowel habits
Constipation

Diarrhea

Nausea

Vomiting

Trouble swallowing
Heartburn

Acid reflux

0 I I I 1 A I O I O B

Rectal bleeding

MUSCULOSKELETAL:

O

Joint pain
Joint swelling
Joint stiffness

Muscle pain

Ooogod

Muscle weakness

HEMATOLOGIC:

(1 Easy bruising
1 Prolonged bleeding
] Enlarged lymph nodes

NEUROLOGIC:
Headaches
Dizziness/vertigo
Numbness/tingling
Passing out
Difficulty walking
Seizures

Tremor

(I I R I R 0 O N A N A I O

Frequent falls

PSYCHIATRIC:
Depression
Anxiety
Hallucinations
Mood swings
Suicidal thoughts

Insomnia/sleep problems

OooQdoOoon

Psychiatric treatment

ENDOCRINE:

1 Change in appetite
[J Cold or heat intolerance
] Increased thirst

[J Changes in sex drive

L1 Hair loss or excess growth

ALLERGIC/IMMUNOLOGIC:
Allergy/Hayfever symptoms

O

Itching

Frequent infections

0o od

Exposure to infection

BREAST:

[] Breast lump/mass
] Breast pain

[ Nipple discharge
(] Rash on breast

GENITOURINARY:

Painful urination
Frequent urination
Blood in urine

Loss of bladder control

Difficulty passing urine

Oooodgoaod

Hernia

<
m
=

Difficulty starting stream
Change in urine stream
Penile discharge

Testicular pain or mass

Oooognd

Erection difficulties

=2
o
<
m
=2

Pelvic pain

Irregular periods

Vaginal discharge
Excessive vaginal bleeding
Bleeding after menopause
Vaginal dryness

Hot flashes

Ooooooogao

Pain with intercourse

Reviewed by/Date:
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