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Please fill in all the information as accurately as possible. The information you provide will assist in formulating a complete health profile.  All answers are confidential. 
Patient Information Legal Name needed for Insurance Purposes. Please add preferred name if applicable 
First Name_____________________ Last Name____________________________  MI _______ 
Preferred Name_________________ Date of Birth_____________  Sex(must match insurance)_______ 
Marital Status ______________ Email Address________________________________________ 
Address ___________________________ City________________ State_____ Zip Code_______ 
Home Phone________________ Cell Phone________________ Work Phone________________ 
May we leave you a voice-message?  Yes or No    Driver’s License #___________ SSN____________
Optional (circle):  White /  Black /  Asian/SP Islander  / Hispanic  /  Latino  /  Other /  Decline to Specify 
Emergency Contact 
Name_________________________________________ Relationship_____________________ 
Phone Number__________________________________ 
Insurance Information 
Primary Insurance: 
Name of Insurance_______________________ Policy Holder Name ______________________ 
Policy Holder DOB______________________ Policy Holder SSN __________________________ 
Policy Holder Address____________________________________________________________ 
Policy Holder Relationship to patient_____________ Policy Holder phone number___________
Member ID Number________________________ Group Number (if available) ______________ 
Secondary or Supplemental Insurance: (Mark NA if you have no second policy)  
Name of Insurance_______________________ Policy Holder Name ______________________ 
Policy Holder DOB______________________ Policy Holder SSN __________________________ 
Policy Holder Address____________________________________________________________ 
Policy Holder Relationship to patient_____________ Policy Holder phone number___________
Member ID Number________________________ Group Number (if available) ______________ 
Guarantor Information Mark Same if person responsible for the bill is the patient 
Name_________________________ Relationship to Patient____________ Date of Birth______ 
Address__________________________ City, State, Zip_________________________________ 
SSN__________________ Phone Number_________________ Employer___________________ 
 
Employment Status: Circle    	Employer________________ P)________________ 
Address of employer_____________________________________________________________ 
Full time         Part Time         Retired         Unemployed        Self-Employed        Military        Other 
 
Pharmacy Information 
Your Pharmacy________________________________________________________________ 
Location/Address______________________________________________________________ May we retrieve current/previous medications through the pharmacy 
list-service if available?   Yes   or    No 
 
Insurance Agreement 
The above information is true to the best of my knowledge. I authorize Hart and Arndt Family Health, PC to furnish information to insurance carriers required to process my claims.  I authorize my insurance benefits be paid directly to the physician.  I understand fully that I am responsible for any amount not covered by the insurance, or any collection fees, or interest acquired.  
 
Please sign upon completion, must be completed in full: 
 
Patient Signature________________________________________________Date____________ 
(Parent or Guardian if Minor) 
Printed Name__________________________________________________DOB_____________ 
Medical History 
Name_________________________________ Date_______________ DOB_________________ 
If applicable: Preferred Sex________________ Preferred Pronouns:_______________________ 
Reason for Visit_________________________________________________________________ 
PLEASE PROVIDE A COPY OF YOUR MEDICATIONS INCLUDING DOSAGE AND FREQUENCY OR LIST HERE: 
____________________________________              ___________________________________ 
____________________________________              ___________________________________ 
____________________________________              ___________________________________ ____________________________________              ___________________________________ 
PLEASE USE BACK OF FORM IF MORE ROOM IS NEEDED 
Please List any Allergies:  Circle or fill out:     
Sulfa? Reaction__________________           Penicillin? Reaction__________________________ 
Other Allergies?__________________________ Reaction_______________________________ 
______________________________________________________________________________ 
Personal History 
Do you smoke?  Yes       No      If yes, how many cigarettes a day?_________________________ 
If a former smoker, when did you quit?__________ Do you use any other tobacco?__________ 
How much caffeine do you drink per day?______________       Do you drink Alcohol?  Yes     No 
If yes, how often do you have a drink containing alcohol?_____________ 
Do you use illicit street drugs?    Yes       No               If yes, list_____________________________ 
Referrals & Specialty Care 
Are you currently under care from a Specialist?  Yes or No. If yes, please list current providers: 
Provider Name_______________________           Reason______________________________ 
Provider Name_______________________           Reason______________________________ 
Provider Name_______________________           Reason______________________________ 
Patient Medical History Circle all that apply 
	Heart Disease  
	Hypertension  
	Hypotension  
	Obesity 

	Hyperlipidemia  
	Seizures 	 
		Stroke  	 
	Diabetes 	 	 	  

	Major Infections 
	Asthma 	 
	Lung Disease  
	Kidney Disease  

	Thyroid Disease 
	Hepatitis 	 
		Arthritis  	 
	Migraine Headaches  

	Anemia 	 
	Tuberculosis  
		HIV/AIDs 	 
	Glaucoma 	 	 

	Back Trouble  
	Depression 	 
		Anxiety 	 
	Ulcers  	Cancer 


List any other diseases_______________    _____________________    ____________________ 
 
Surgical History (List procedure and date) 
_________________________________      __________________________________________ _________________________________      __________________________________________ 
Hospitalizations (List reason and date) 
_________________________________      __________________________________________ _________________________________      __________________________________________ 
 
Family History  
Father: __Diabetes __Heart Disease __Lung Disease __Hypertension __Cancer __Deceased 
Mother: __Diabetes __Heart Disease __Lung Disease __Hypertension __Cancer __Deceased 
(P)Grand Father __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(P) Grand Mother __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(M) Grand Father __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
(M) Grand Mother __Diabetes __Heart Disease __Lung Disease __Hypertension __ Cancer __Deceased 
List any immediate relatives who have medical history that we would be relevant_________________________ 
___________________________________________________________________________________________ 
 
 
HIPAA Communication Form 
I, _______________________________ give permission to Hart and Arndt Family Health, to share my health information with the following individuals who are involved in my care: 
Name  	 	                 Relationship  	 	       Contact Phone Number 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ 
_______________________      _______________________      __________________________ _______________________      _______________________      __________________________ 
 
Signature_____________________________________     Date__________________________ 
Print Name_________________________________          Date of Birth____________________ 
 
 
 
 
 
 
 
 
 
 
 
 

Financial Responsibility Acknowledgement 
Patients without health/medical insurance coverage (self-pay): Payment in full is required and expected at the time of service. Your appointment will be rescheduled if you are unable to pay in full at the time of your visit. Patients with health/medical insurance coverage: As a courtesy, we will file claims with your primary and secondary insurance (if applicable) providing we have your Assignment of Benefits (see below) and current and accurate insurance information from you. Please keep in mind that NOT ALL SERVICES ARE A COVERED BENEFIT OF ALL PLANS and that your insurance coverage is an agreement between you and your insurance company. Insurance plans have timely filing limits. If the timely filing limit has been exceeded and you fail to provide accurate insurance information, you will be responsible for ALL incurred charges.  Copays are due at the time of service. If coinsurance information is available from your insurance plan, you will be requested to remit this amount at the time of service upon checkout.  Presentation of your insurance card will be requested at each appointment. 
Patients with Medicaid: All patients receiving state funded healthcare benefits are required to provide accurate identification information for the specific plan they are enrolled. NOT ALL SERVICES ARE A COVERED BENEFIT. Review your Medicaid manual if you are not sure of coverage. Share of Cost forms will only be completed with receipt of payment. Presentation of your state issued Medicaid card will be requested each appointment. 
Patients claiming Workman’s Compensation/Third Party Liability (i.e. auto accidents): 
As a courtesy, we will file claims with your workman’s compensation carrier provided all billing information is provided and ACCURATE. If the information provided is not accurate, you are responsible for all incurred charges. Hart & Arndt Family Health, PC will not file claims with any other third-party carrier as we are not obligated by contract to do so. (i.e. auto accidents, etc.) Patients will be responsible for all charges incurred. 
Court Orders regarding dependent care/medical bills: 
Court orders regarding medical expenses are between the person listed in the court order and NOT Hart & Arndt Family Health. The person’s signature on this form will be responsible for payment. 
Billing: 
All balances are due in full upon receipt of a mailed statement. If you are unable to remit payment in full, you are required to make arrangements with Hart & Arndt Family Health. Failure to remit payment or correspond with Hart & Arndt Family Health may result in your account being subject to further aggressive collection efforts. Accounts subject to additional collection efforts will result in the responsible billing party and associated family members having medical services suspended and subject to termination from the practice. ANY ACCOUNT BALANCE TURNED OVER TO AN OUTSIDE COLLECTION AGENCY MAY RESULT IN TERMINATION FROM THE PRACTICE. NO SHOW POLICY 
The purpose is to assure patients have access to care when needed by maximizing the utilization of available appointments. Your appointment is counted as a No Show if: 1 You do not call us or do not show up at all 2) You do not cancel your appointment, if possible, 24 hours in advance. 
Having three (3) No Show appointments combined by your family/household may result in termination of further professional attendance upon you and members of your family/household. 
FINANCIAL AGREEMENT/ASSIGNMENT OF BENEFITS 
I have read and agree to the terms and conditions set forth above. I understand that I am responsible for and agree to pay all charges regardless of insurance coverage or pendency of claims. I authorize the release of all medical information necessary to process my health insurance claim and request payment of benefits be made to Hart & Arndt Family Health, PC. A photocopy of this agreement shall be as valid as the original. I understand that I can withdraw this medical benefit assignment at any time by notifying this office in writing. 
 
Patient __________________________________________ Date of Birth__________________ Date_________________ 
Responsible Party ___________________________Relationship to Patient_____________________ 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION
Patient Name_______________________________  Date of Birth___________________ 
Phone Number___________________________ 
Address________________________________ City/State/Zip ______________________ 
Please Note: Copy Fee May Be Charged For Medical Records 
Above listed patient authorizes the following healthcare facility to make record disclosure:
Facility Name: _______________________________ Facility Phone:___________ Facility Address:___________________________________ Facility Fax:________________ City, ST, Zip: ______________________________ 
The purpose of disclosure is:  	 	 	Dates and Type of information to disclose: 􀂅 Change of Insurance or Physician 	 	 	􀂅 2 years prior from last date seen 􀂅 Continuation of Care (e.g., VA Med Ctr) 	 	􀂅 Dates Other: _________________________ 􀂅 Referral 	 	 	 	 	 	􀂅 Specific Information Requested___________ 􀂅 Other_______________________                                _____________________________________  RESTRICTIONS: Only medical records originated through this healthcare facility will be copied unless otherwise requested. This authorization is valid only for the release of medical information dated prior to and including the date on this authorization unless other dates are specified. I understand the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse. 
This information may be disclosed and used by the following individual or organization: 
Release To:________________________________________________________________ Address:___________________________________________________________________City, State, Zip: _____________________________________________________________ Fax: __________________________ Phone: _____________________________________
	􀂅 Please mail records. 	 	 	􀂅 Please fax records. 
 I understand I may revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and present my written revocation to the health information management department. I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless revoked or if I fail to specify an expiration date, event, or condition, this authorization will expire 1 year from the date signed. 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign this form in order to assure treatment. I understand that I may inspect or obtain a copy of the information to be used or disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can contact the authorized individual or organization making disclosure. 
I have read the above foregoing Authorization for Release of Information and do hereby acknowledge that I am familiar with and fully understand the terms and conditions of this authorization. X__________________________________ Date_______________ Signature of Patient / Parent / Guardian or Authorized Representative  (Guardian or Authorized Representative must attach documentation of such status.) 
Printed name of Authorized Representative Relationship / Capacity to patient____________________________________________ 
www.hartandarndtfamilyhealth.com 	 	receptionist@hartandarndtfamilyhealth.com 
www.hartandarndtfamilyhealth.com 	 	receptionist@hartandarndtfamilyhealth.com 
www.hartandarndtfamilyhealth.com 	 	receptionist@hartandarndtfamilyhealth.com 
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