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PATIENT REGISTRATION (TO BE FILLED IN COMPLETELY)
Date __________
 SS#  ____________    Dr _____________   Marital Status (CIRCLE ONE) S  M  D  W 





Name ______________________________________________________________________


LAST 





FIRST





MI

Home Address_________________________________________________________________



    STREET


CITY



STATE



ZIP

Date of Birth __________________ 

Age _______

Employer_______________________

***PLEASE CIRCLE BEST CONTACT NUMBER WHERE WE CAN LEAVE A CONFIDENTIAL VOICE MAIL***

Phone (H) ____________________
Cell ___________________
Work_____________________

Person name, phone number, relationship to contact in an EMERGENCY?_______________________

Preferred Pharmacy ____________________
   Pharmacy Phone # ______________________


Pharmacy Address ______________________________
Referred by_________________________________________________________________________

Spouse Name ___________________________ 

Spouse Date of Birth _____________________

Spouse Employer ________________________

Spouse Work Phone _____________________

Primary Ins. Co. _____________________________________________________________________

Policyholders Name_______________
 DOB _________ Relation to Patient ________________________

Employer of Policy Holder __________________ SS# of Policy Holder______________________________

Secondary Ins. Co.____________________________________________________________________

Policyholders Name______________
 DOB _________ Relation to Patient ________________________

Employer of Policy Holder __________________  SS# of Policy Holder_____________________________

MEDICARE-----Is the Patient:
a. Entitled to Benefits Under Medicare Hospital Insurance (Part A)? FORMCHECKBOX
 YES FORMCHECKBOX
 NO Effective date _______________

b. Entitled to Benefits Under Medicare Hospital Insurance (Part B)? FORMCHECKBOX
 YES FORMCHECKBOX
 NO Effective date _______________

c. Entitled to Benefits under Medicare due to a disability? FORMCHECKBOX
 YES  FORMCHECKBOX
 NO

d.   Actively employed and has chosen Medicare as secondary coverage? FORMCHECKBOX
 YES FORMCHECKBOX
 NO

Patients Medicare Identification No (From Medicare ID card) __________________________________________

*All charges payable at the time of service unless prior credit arranged*

ASSIGNMENT OF BENEFITS:


I hereby assign all medical and/ or surgical benefits, to include major medical benefits to which I am entitled, private insurance and any other health plans to Drs. Coney, Sigman, Napier, Heintges and Harms. This assignment will remain in effective until revoked by me in writing. A photocopy of this assignment is to be considered as valid as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee to release all information necessary to secure payment

Notice of Privacy Practices

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 (HIPAA).
Our commitment to your privacy

Our practice is dedicated to maintaining the privacy of you health information. We are required by law to maintain the confidentiality of your health information.

We realize that these laws are complicated, buy we must provide you with the following important information:

Use and disclosure of your health information in certain special circumstances


The following circumstances may require us to use or disclose your health information:

1. To the public health authorities and health oversight agencies that are authorized by law to collect information.

2.  Lawsuits and similar proceedings in response to a 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 the public. We will only make disclosures to a person or organization able to help prevent the threat

5. If you are a member of 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 you are an inmate or under the custody of a law enforcement official

8. For Workers Compensation and similar programs

Your rights regarding your health information

1. Communications. You can request that our practice communication with you about you health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. We will accommodate reasonable requests.

2. You can request a restriction in out use or disclosure of your health for treatment, payment, or health care operations. Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request:  however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies, or when the information is necessary to treat you.

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes. You must submit a signed and dated request to:

        Dr. Coney, Sigman, Napier, Heintges & Harms 

        7777 Forest Lane Suite A-331

        Dallas, Texas 75230

4. You may ask us to amend your health information if you believe it is incorrect or incomplete and as long as the information is kept by or for our practice. To request an amendment, it must be made in writing  and provide us with a reason that supports your request for amendment  and submitted to: 

        Dr. Coney, Sigman, Napier, Heintges & Harms 

        7777 Forest Lane Suite A-331

        Dallas, Texas 75230

5. Right you a copy of this notice. You are entitled to receive a copy of this Notice of Private Practices. You may ask us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact out front desk receptionist

6. Right to file compliant. If you believe your privacy rights have been violent, you may file a compliant with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact Lorie Irby 972-566-7645. All complaints must also be submitted in writing to the practice address. You will not be penalized for filing a complaint

7. Right to provide and authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact Lorie Irby 972-566-7645 

I hereby acknowledge that I have been presented with a copy of Drs. Coney, Sigman, Napier, Heintges & Harms Notice of Privacy Practices

__________________________________________________________________

Signature of Patient

__________________________________________________________________

Patient Name (Print)
__________________________________________________________________

Date
Consent for Purposes of Treatment, Payment and Healthcare Operations

I consent to the use or disclosure of my protected health information by Drs. Coney, Sigman, Napier Heintges, and Harms (hereafter known as the clinic) for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of the clinic. I understand that diagnosis or treatment of me by the clinic may be conditioned upon my consent as evidence by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment or healthcare operations of the clinic. The clinic restriction that I request, the restriction is binding on the clinic.

I have the right to revoke this consent, in writing, at any time, except to the extent that the clinic has taken action in reliance on this consent.

My "protected health information" means health information, including my demographic information, collected from me and created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse. This protected health information relates to my past, present or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information may identify me.

I understand I have a right to review the clinic's Notice of Privacy Practices prior to signing this document. The clinic's Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of the clinic. The Notice of Privacy Practices for the clinic is also provided in the reception area. The Notice of Privacy Practices for the clinic is also provided in the reception area. The Notice of Privacy Practices also describes my right and the clinic's duties with respect to my protected health information. 

The clinic reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the clinic and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment. 

____________________________________________________________

Signature of Patient or Guardian

_______________________________________________________

Patient Name (PRINT)
_______________________________________________________

If Guardian, Relationship



Date

