BridgePoint Primary Care
2122 Danville Road SW
Decatur, AL 35601

Date: ________                                                           Chart# (Office Use): _______ Office Staff: _________
***Please report any changes in your address, phone contact numbers, insurance, or emergency contact information to the front desk upon check in at future visits***

Patient Information (Please Print)
Provider to see: _____________________________ Pharmacy:__________________________
Last Name:______________________ First Name:___________________ MI:___ 
____Male / ____Female  		Nickname:________________________ (Preferred Name)
Address:_______________________________________________________________________
City:_________________________ County:__________________ State:_______ Zip:_________
Cell Phone:____________________ Home Phone:_________________ Other:______________
Can we send text reminders to your cell phone: □ Y / □ N
SSN:_________________ Date of Birth:______________ □ Married / □ Single / □ Widowed / □ Divorced
Spouse Name:__________________________ Spouse Phone Number:____________________
Email: ________________________________________________________________________
Employer:_____________________________ Employer Phone:__________________________
What is your most recent primary occupation? _______________________________________
Race: □ White             □ Black/African American             □ Native Hawaiian/Island Pacifican 
           □ American Indian/Alaskan Native      □ Asian      □ Declined/Unknown     □ Other
Mother’s Name/DOB (if under 21):_________________________________________________
Father’s Name/DOB (if under 21):__________________________________________________

Primary Insurance:  _____________________________________________________________ 
Policy #:______________________________________  Group #:_________________________
Policy Holder:____________________ DOB:________________ Employer:_________________
Relationship to Insured: ___ Self  ___ Spouse  ___ Child  ___ Other
Secondary Insurance:____________________________________________________________
Policy #:______________________________________  Group #:_________________________
Policy Holder:____________________ DOB:________________ Employer:_________________
Relationship to Insured: □ Self  □ Spouse  □ Child  □ Other

Name:______________________ Relationship:________________ Phone:_________________
PATIENT RESPONSIBILITY DISCLOSURE STATEMENT
Your signature below forms a binding agreement between BridgePoint Primary Care (the provider of medical services) and the Patient who is receiving medical services, or the Responsible Party for minor patients (those patients under 18 years of age). The Responsible Party is the individual who is financially responsible for payment of medical bills.
PLEASE INITIAL ALL
______ I am responsible for and expected to pay BridgePoint Primary Care for the following:
1. Any co-payment as set by my insurance carrier
2. Any unsatisfied deductible or termination of coverage
3. Any amount my insurance carrier deems my responsibility
4. Any amount considered non-covered by my insurance carrier
5. Any amount for paperwork/letters completed by the physician/CRNP (FMLA, medical letters, etc.)
______ Co-Pays: All co-pays are due at the time of service. If your insurance requires any additional co-pays, you will be responsible for payment and will be billed for it.
______ Authorization to pay benefits to the physician: Any and all insurance checks that may go directly to the patient MUST be signed over to BridgePoint Primary Care for payment for services rendered. Failure to do this will result in the patient receiving a bill for services. I hereby authorize payment for medical services provided directly to BridgePoint Primary Care provider. If I should receive any insurance payments, I am to sign the check over to BridgePoint Primary Care. 
______ To obtain Payment for Treatment: We may use and disclose your PHI (Protected Health Information) in order to bill and collect payment for the treatment and services provided to you. We reserve the right to disclose your information to our business associates such as billing companies, claim processing companies, collection agencies, and other that process our healthcare claims. 
______ In the event the charges incurred are not paid in full when due, and collection activity is instituted, whether by a collection agency or an attorney (or both), I agree to be responsible for and pay, in addition to the charges incurred, all costs associated with such collection activity including, but not limited to, reasonable collection fees, attorney fees, court costs, contingent fees to collection agencies of not less than thirty percent (30%). 
______ BridgePoint Primary Care reserves the right to transfer unpaid balances to outside entities for collection, such as banks or financial institutions who may report unpaid balances to credit bureaus. 
______ The provider of service has the right to terminate services based on noncompliance of this agreement. I also understand that I will be responsible for any charges incurred by not providing the most current, correct insurance information to BridgePoint Primary Care. 

Patient Name:_________________________________ Date:___________________________________

Signature of Patient or Legal Guardian: _____________________________________________________






Patient HIPAA Awareness

As a result of the Health Insurance Portability and Accountability Act (HIPAA), enforced by the U.S. Department of Health and Human Services Office for Civil Rights, we are not permitted to release patient information except as stated in the Notice of Privacy Practice, or in accordance with your wishes as stated below. Authorizations put in place today when signing this form will remain in effect unless changed by the patient or legal guardian in writing.
This waiver authorizes BridgePoint Primary Care to send/give medical information as noted:
Patient Name __________________________ (Please Print)                   DOB:______________________________
Please answer the following. Circle Yes or No.
1. □ YES or □ NO  Leave a voicemail recording including my Personal Health Information on my home/cell phone.
2. □ YES or □ NO  Speak to an individual of my choosing (Personal Representative) regarding my Personal Health and Billing Information and permit him/her to receive prescriptions and/or test results on my behalf.
3. □ YES or □ NO  Speak to an individual in the event of a medical emergency _______ (check if same as above)
If you marked YES above:
Representative/Emergency Contact:_____________________ Relationship:______________ Phone #:______________
Representative/Emergency Contact:_____________________ Relationship:______________ Phone #:______________
Representative/Emergency Contact:_____________________ Relationship:______________ Phone #:______________

Provide initials of responsible party below.
______ Diagnostic/Lab Testing: I understand that if testing outside of the clinic is ordered, I am financially responsible for any charges not covered by my insurance(s). I also understand that as a courtesy the clinic will provide my insurance information that I have provided BridgePoint Primary Care to the testing facility. 
______ Authorization for Release of Information: I hereby authorize BridgePoint Primary Care to release any information requested by this insurance company necessary to collect benefits on this claim. Unless noted below, this authorization includes, but is not limited to, the release of information related to drug, alcohol, HIV antibody and/or psychiatric testing. I further authorize any physician or institution that attended this patient previously to furnish medical records or other information that may be requested by BridgePoint Primary Care. 
______ I consent for photos to be made of me or my child (or for the person whom I am legal guardian). I understand that the information is used in my medical record for identification and some instances for my care. 
On this date ________________, I have reviewed/received BridgePoint Primary Care Notice of Privacy Practices, which describe how my medical information may be used and disclosed, and explains how I can get access to this information. 


___________________________________                                ___________________________________
  Signature of Patient or Legal Guardian                                                                  Patient’s Name 

___________________________________                                ___________________________________
 Print Name of Patient or Legal Guardian                                                                  Today’s Date

Name:____________________________ DOB:_______________________ Chart#__________________


CONSENT FORM FOR ePRESECRIBE PROGRAM 
ePRESCRIBE Program
ePrescribing is a way for providers to electronically send an accurate, error free, and understandable prescription from the clinic to the pharmacy. The ePrescribe program also includes:
· Medication History Transaction – Provides the health care provider with information about your current and past prescriptions. This allows health care providers to be better informed about potential medication issues and to use that information to improve safety and quality. Medication history data can indicate: compliance with prescribed regimens; therapeutic interventions; drug-drug interactions; adverse drug reactions; and duplicative therapy. 
The medication history information would include medications prescribed by your health care provider at BridgePoint Primary Care as well as other health care providers involved in your care and may include sensitive information including, but not limited to, medications related to mental health conditions, venereal diseases/sexually transmitted diseases, abortion(s), rape/sexual assault, substance (drug and alcohol) abuse, genetic diseases, and HIV/AIDS. As part of this Consent Form, you specifically consent in the release of this and other health sensitive information.

Consent
By signing this consent form, you are agreeing that your provider at BridgePoint Primary Care may request and use your prescription medication history from other healthcare providers and/or third-party pharmacy benefit payers for treatment purposes. 

You may decide not to sign this form. Your choice will not affect your ability to receive medical care, payment for your medical care, or your medical care benefits. Your choice to give or deny consent may not be the basis for denial of health services. You also have a right to receive a copy of this form after you have signed it. 

This consent form will remain in effect until the day you revoke your consent. You may revoke this consent at any time in writing, but if you do it will not have an effect on any actions taken prior to receiving the revocation. Understanding all of the above, I hereby provide informed consent to BridgePoint Primary Care. All questions have been answered to my satisfaction.

Patient Name: __________________________________________________________________
DOB: ____________________________ 	Today’s Date: ____________________________

Signature of Patient or Legal Guardian: ______________________________________________
Relationship to Patient: 	□ Self		□ Legal Guardian



BridgePoint Primary Care

PATIENT INTAKE AND HISTORY FORM
Name:____________________________ DOB:___________________________ Chart#______________
Preferred Pharmacy:____________________________________________________________________
											(Address/City)

Allergy History:
List known allergies (including medication allergies) and reaction to allergen. Or check one of the boxes below:
· No Known Allergies (NKA)  



[bookmark: _Hlk202258227]Medication History:
List any medications and vitamins/minerals/herbs that you are currently taking. Ensure to include Name, Dose, and Frequency of medication(s) or Bring Medication Bottles or Completed List with you to appointments. 
· No Current Meds






Immunization History: Please list the date of last vaccine
TDAP ______________________   
COVID _____________________   
Pneumonia _________________   
Shingles ____________________   
Flu ________________________

All other vaccines up to date? □ Yes		□ No 

Name:____________________________ DOB:_______________________ Chart#__________________

Problem List/Past Medical History: Include any not listed on lines provided below
Have you been diagnosed with any of the following (currently or in the past)?
	□Stomach/Bowel Problems
	□ GERD
	□ Prostate Disease
	□Gynecological Problems
	□ Gout
	□ GI Bleed
	□ Anemia

	□Headaches/
Migraines
	□ Anxiety
	□ Heart Disease
	□ Hydrocephalus
	□ Arthritis
	□ Heart Murmur
	□ Asthma

	□ Heart Palpitations
	□ Seasonal Allergies
	□ Back Pain
	□ Hemorrhoids
	□ Seizure
	□ Cancer
	□ Hepatitis

	□ High Blood Pressure
	□ Sleep Disorder
	□ COPD
	□ Stroke
	□ Blood Clots
	□ Kidney Stone(s)
	□ Dementia

	□ Intellectual Disabilities
	□ Thyroid Disorder
	□ Depression
	□ Tuberculosis
	□ Diabetes
	□ MRSA Infection
	□ Urinary Problems

	□ Urinary Problems
	□ ED (erectile dysfunction)
	□ Vascular Disease, Peripheral
	□Other: 

____________
	□Other: 

____________
	□Other: 

____________
	□Other: 

____________



Please explain for any checked boxes:


______________________________________________________________________________
Surgical History: Include any not listed on lines provided below
□ Appendix 	□ Cardiac Surgery 	□Ear Tubes 	□Gallbladder 	□Hernia 	□Tonsils 
□ Weight Loss Surgery	 □ Hysterectomy/Ovaries	□ Prostate 	□ Joint Replacement

Have you had any recent hospitalizations? If so, please list with related dates:


Do you currently follow up with any other Provider/Specialist? (Example: Cardiology, Urology, Endocrinology, Infectious Disease, Mental Health, Nephrology, Therapy, Optometry, Orthopedics, ENT). If so, please list the provider(s) you are following up with:


Name:____________________________ DOB:_______________________ Chart#__________________

Social History:
Do you use tobacco products? □ Never Used 	□Former User 	  □Current Use      □Unknown
How often? □ Rare	□ Social	□ Daily
What Type? □ Cigarettes 	□ Chewing 	□ Tobacco 	□ Cigars 	□ Vaping
Have you ever used any illicit drugs? □ Yes	□ No
How Often? □ Quit 	□  Social Use 	□  Regular Use 	□ Daily Use
What Type? □ Marijuana	□  Cocaine	□  Methamphetamines
Do you drink beverages with alcohol? □ Yes □  No
How Often? □ Occasional Use	   □  Moderate Use    □ Heavy Use
What Type? □ Beer	□  Hard Liquor	     □  Wine

Family History:
Has any member of your family been diagnosed with any of the following conditions (include deceased family members)?
Father, Mother, Sister, Brother, Son, Daughter, Maternal Grandmother (Mother), Paternal Grandmother (Father), Maternal Grandfather (Mother), Paternal Grandfather (Father)…
Heart Disease __________________________________________________________________
High Blood Pressure_____________________________________________________________
Stroke________________________________________________________________________
Cancer________________________________________________________________________
Diabetes_______________________________________________________________________
Epilepsy/Seizures________________________________________________________________
Bleeding Disorder_______________________________________________________________
Kidney Disease__________________________________________________________________
Thyroid Disease_________________________________________________________________
Mental Illness__________________________________________________________________
List any other important family medical condition(s) you are aware of (do not include common colds or flu). Include date of initial diagnosis if possible: 
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