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Sparks Clinic
Patient Health History

                                                              
 



[bookmark: _Hlk519603166][bookmark: _Hlk519603091]Patient Name: _______________________________________    Date of Birth: ____________________________
What do you prefer to be called? (nickname): _______________________________
What brings you in today?: ______________________________________________________________________
Current Medications: 
	Medication Name	
	Dosage (how much)
	Directions (times per day)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Allergies:
	Medication/Food/Etc.
	Reactions

	
	

	
	

	
	



[bookmark: _Hlk520272690]Are you current on vaccinations? [image: ] No [image: ] Yes   Date of last Tetanus booster: _____________________________
Do you currently see any other physicians/specialists? [image: ] No [image: ] Yes: ___________________________________

Past Medical History: 
Please check all that apply. 	
[image: ] No Past Medical History (if checked, skip to third page)

Cardiovascular
     Arrhythmia (irregular heartbeat)  [image: ]  Blood Clot			              [image: ] Congestive Heart Failure		[image: ] Hypertension
[image: ]  Coronary Artery Disease (CHD)        [image: ]  Deep Venous Thrombosis (DVT)              [image: ] Hyperlipidemia                         	[image: ] Stroke
[image: ]  Heart Attack   			  [image: ]   Peripheral Vascular Disease (PVD)          [image: ] Other: _____________________
Date of diagnosis: _______________________________________________________________________________________

Pulmonary
[image: ] Asthma                                                  [image: ] Bronchiectasis                                              [image: ]  Chronic Bronchitis                            [image: ] COPD	
[image: ] Croup                                                     [image: ] Pneumonia                                                   [image: ]  Pulmonary Embolism                       [image: ]  RSV
[bookmark: _Hlk520278156][image: ] Sleep Apnea                                         [image: ] Tuberculosis (TB)                                         [image: ]  Other: _____________________
Date of diagnosis: _______________________________________________________________________________________

Gastrointestinal
[image: ]  Cholelithiasis (gallstones)                 [image: ] Cirrhosis (liver disease)                             [image: ]  Colon Polyps                                      [image: ]  Crohn’s Disease
[image: ]  GERD                                                    [image: ] Hepatitis                                                      [image: ]  Irritable Bowel Syndrome               [image: ]  Pancreatitis
[image: ]  Peptic Ulcer Disease                          [image: ] Ulcerative Colitis		            [image: ]  Other: _____________________               
Date of diagnosis: _______________________________________________________________________________________
               
Renal/Genitourinary 
[image: ]  Acute Renal Failure                            [image: ] Chronic Renal Failure                                 [image: ]  Endometriosis                                  [image: ]  Kidney Stones
[image: ] Polycystic Ovarian Syndrome 	 [image: ]  Urinary Incontinence 		             [image: ] UTI (recurrent)                	             
[image: ]  Other: _____________________________________
Date of diagnosis: _______________________________________________________________________________________

Musculoskeletal/Connective Tissue
[image: ]  Chronic Pain                                        [image: ] Fibromyalgia                                                 [image: ] Fractures                                           [image: ]  Gout
[image: ]  Osteoarthritis                                      [image: ] Osteoporosis                                                [image: ] Rheumatoid Arthritis                      [image: ]  Sjogren’s Disease
[image: ]  Systemic Lupus Erythematosus       [image: ] Other: ______________________________________
Date of diagnosis: _______________________________________________________________________________________

Endocrine
[image: ] Diabetes, Type 1 		[image: ] Diabetes, Type 2 		               [image: ] Hyperthyroidism	              [image: ] Hypothyroidism
[image: ] Osteoporosis			[image: ] Other: _______________________________________ 
Date of diagnosis: _______________________________________________________________________________________

Neurological/Genetic 
[image: ] Alzheimer’s disease		[image: ] Attention Deficit Disorder (ADD)	                [image: ] ADHD	                                              [image: ] Autism		
[image: ] Cerebral Palsy 			[image: ] Cerebrovascular Accident		[image: ] Dementia		              [image: ] Down Syndrome
[image: ] Disc Disease w/Radiculopathy 	[image: ] Headaches, Migraine			[image: ] Headaches, Tension	              [image: ] Meningitis
[image: ] Multiple Sclerosis		[image: ] Parkinson’s Disease 	             		[image: ] Seizure Disorder
[bookmark: _Hlk519604819][image: ] Special Needs (specify): _________________				[image: ] Other: _____________________
Date of diagnosis: _______________________________________________________________________________________

Hematologic 	
[image: ] Hemolytic Anemia		[image: ] Iron Deficiency Anemia			[image: ] Myelofibrosis		             [image: ] Pernicious Anemia[image: ] Other: ____________________________________________	
Date of diagnosis: _______________________________________________________________________________________

Allergy/Immunology/Dermatology 
[image: ] Allergies		 	[image: ] Chicken Pox				[image: ] Eczema		             [image: ] Immunodeficiency [image: ] Otitis Media, Frequent		[image: ] Psoriasis				[image: ] Sinusitis, Frequent			
 Other: _______________________________
Date of diagnosis: _______________________________________________________________________________________

Cancers 
[image: ] Bone Cancer			[image: ] Brain Tumor				[image: ] Breast Cancer       	            [image: ] Cervical Cancer 
[image: ] Colon Cancer			[image: ] Endometrial Cancer			[image: ] Hepatic Carcinoma	            [image: ] Leukemia
[image: ] Lung Cancer 			[image: ] Lymphoma 				[image: ] Melanoma		            [image: ] Ovarian Cancer
[image: ] Pancreatic Cancer		[image: ] Renal Carcinoma			[image: ] Skin Cancer		            [image: ] Thyroid Cancer
 Other: _______________________________________
Date of diagnosis: _______________________________________________________________________________________

Other/Miscellaneous 
[image: ] Cataract			[image: ] Glaucoma				[image: ] Medication noncompliance      [image: ] Obesity 
 Other: _________________________________________
Date of diagnosis: _______________________________________________________________________________________










Gynecological History (females) 
Gravida (# of pregnancies): _______          Parity (# of births): _______              Abortions: _______                     Miscarriages: _______
Problems with Pregnancy: ____________________________    	   Problems with Cycles: _____________________________
Current Birth Control: ______________________________        Age of Menarche: ______        Age at Menopause: ______
Pap Smears:  [image: ] Never or Date of Last: ______________________  [image: ] Normal  [image: ] Abnormal 	 Details: _____________________
Mammograms:  [image: ] Never or Date of Last: __________________  [image: ] Normal  [image: ] Abnormal 	 Details: _____________________

Hospitalizations 
[image: ] No Hospitalizations	[image: ] Yes
Reason/Date(s): ____________________________________________________________________________________________
_________________________________________________________________________________________________________

[bookmark: _Hlk519605653]Surgical History
[image: ] No Surgical History	[image: ] Yes 
Medical Problem: ____________________________	Surgery/Year: ______________ 	Complications: ____________________
Cosmetic Procedures: _________________________	Date/Year: _________________  	Complications: ____________________
Organ Removal/Resection: 
[bookmark: _Hlk519605754][image: ] Appendectomy			 [image: ] Cholecystectomy 			 [image: ] Colon Resection		[image: ] Hysterectomy
[image: ] Laryngectomy			 [image: ] Lung Resection			 [image: ] Parathyroidectomy		[image: ] Sinusectomy
[image: ] Thyroidectomy			 [image: ] Tonsil/Adenoidectomy			 [image: ] Vasectomy	
[image: ] Other: ____________________
Pediatric/Adolescent Procedures: __________________________   Date/Year: _________________   Complications: _______________ 

Family Medical History 	
	
	Mother
	Father
	Sister
	Brother 
	Daughter
	Son
	     Grandmother
maternal | paternal
	     Grandfather
maternal | paternal

	AIDS 
	
	
	
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	
	
	
	

	Alzheimer’s
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	

	Attention Deficit Disorder 
	
	
	
	
	
	
	
	
	
	

	Benign Prostatic Hypertrophy
	
	
	
	
	
	
	
	
	
	

	Breast Cancer
	
	
	
	
	
	
	
	
	
	

	Cerebrovascular Accident 
	
	
	
	
	
	
	
	
	
	

	Colon Cancer
	
	
	
	
	
	
	
	
	
	

	COPD
	
	
	
	
	
	
	
	
	
	

	Coronary Artery Disease
	
	
	
	
	
	
	
	
	
	

	Diabetes, Type 1
	
	
	
	
	
	
	
	
	
	

	Diabetes, Type 2
	
	
	
	
	
	
	
	
	
	

	Heart Attack
	
	
	
	
	
	
	
	
	
	

	Hepatitis
	
	
	
	
	
	
	
	
	
	

	HIV
	
	
	
	
	
	
	
	
	
	

	Hyperthyroidism
	
	
	
	
	
	
	
	
	
	

	Hypothyroidism
	
	
	
	
	
	
	
	
	
	

	Lung Cancer
	
	
	
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	
	
	
	

	Ovarian Cancer
	
	
	
	
	
	
	
	
	
	

	Prostate Cancer
	
	
	
	
	
	
	
	
	
	

	Seizure Disorder
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	

	Other 
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	





[bookmark: _GoBack]Social History 
Occupation: __________________________________    Place of Employment: __________________________________    
Marital status:      [image: ] Married         [image: ] Single         [image: ] Divorced         [image: ] Widowed         [image: ] Cohabitation         [image: ]  Separated         
Who lives with you at home?: _________________________________________________ 
Number of Children: _______       Number of Step-Children: _______       Number of Foster Children: _______
Do you feel safe at home?: [image: ] No  [image: ] Yes   	Do you feel safe in your current relationship?: [image: ] No  [image: ] Yes

[bookmark: _Hlk520288160]Exercise:   
 None      [image: ] Aerobics      [image: ] Cycling      [image: ] Dancing      [image: ] Running      [image: ]  Jogging      [image: ]  Walking      [image: ]  Swimming      
[image: ]  Weight Lifting       Other: ___________________________	 
Frequency:   [image: ] Daily    [image: ] 1-3 times/week    [image: ]  4-6 times/week    [image: ]  Rarely    [image: ]  Never    [image: ]  Other/Details: _________________________
Minutes per Session: _____________________________________

Tobacco/Alcohol/Supplements
Tobacco:	
Type:    [image: ] Never      [image: ] Cigarettes         [image: ] Cigars      [image: ] Smokeless Tobacco       [image: ] E-cigarette      [image: ] Gum       [image: ] Patch
Quantity: ___________________
Past Use: [image: ] No  [image: ] Yes	If yes, how many/much per day?: ________________         Quit Date: _____________
  
Alcohol: 
Frequency:    [image: ] Never        [image: ] Non-drinker        [image: ] Rare        [image: ] Experimented With        [image: ]  Social        [image: ]  Regular Use        [image: ]  Binge 
Amount: __________ per day, week or month (circle one)	 Type of alcohol consumed: __________________________

Caffeine:   
Type:  [image: ] None      [image: ] Coffee      [image: ] Tea      [image: ]  Soda      [image: ]  Other: _________________         Quantity: ______________

Supplements:  
Type:  [image: ] Appetite Suppressants     [image: ] Creatine     [image: ] Ephedrine     [image: ] Fat Burners     [image: ]  Ginseng     [image: ]  Xenadrines   
[image: ] Other/Herbal Remedies: ________________________________________

Specialized Diets:    
Type: [image: ] None      [image: ] Atkins      [image: ] Blood Type      [image: ]  Herbalife      [image: ]  Mayo Clinic      [image: ]  Nutrisystem      [image: ]  Pritikin      
[image: ]  South Beach      [image: ]  Vegan       [image: ]  Vegetarian      [image: ]  Weight Watchers      [image: ]  Other: _________________________________     
Start Date: _______________________ 

Substance Abuse History:
[image: ] No Substance Abuse History      [image: ] Amphetamines      [image: ]  Barbiturates      [image: ]  Benzodiazepines      [image: ]  Cocaine      [image: ]  Ecstasy      
[image: ]  Hallucinogens      [image: ]  Heroin      [image: ]  Inhalants       [image: ]  LSD      [image: ]  Marijuana      [image: ]  PCP      [image: ]  Mushrooms      [image: ]  Narcotics      [image: ]  Sedatives      
[image: ] Other: _______________________________     

Mental Health History: 
Please indicate if you have ever been diagnosed with any of the following.
[image: ] No Mental Health History      [image: ] Anxiety Disorder      [image: ] Eating Disorder      [image: ] Depression      [image: ] Bipolar Disorder      
[image: ]  Obsessive-Compulsive Disorder      [image: ]  Schizophrenia      [image: ]  Psychosis      [image: ]  Sleep Disorder      [image: ] Other/Details: ___________________       

Communicable Disease History:
[image: ] No Communicable Disease History      [image: ] AIDS      [image: ] Chlamydia       [image: ]  HPV      [image: ]  Gonorrhea      [image: ]  Herpes      [image: ]  HIV      [image: ]  Syphilis      [image: ]  Hepatitis A, B, or C  (circle one)       [image: ]  Lyme Disease      [image: ]  Measles      [image: ]  Meningitis      [image: ]  Mumps      [image: ]  Pertussis      [image: ]  Rubella      
[image: ] Tetanus      [image: ] Tuberculosis      [image: ] Other/Details: ________________________________________     

I certify that, to the best of my knowledge and belief, the statements and documentation noted on this health history form are true and correct. 

______________________________________________          _____________________________
Signature 							    Date 


image4.emf
days   dependi ng on your insurance or  urgency of your situation.  The specialist’s   office will contact   you to  schedule an appointment.  As a patient   it is your responsibility to ensure that your specialist is  in your  insurance network . Please understand it  may take   a few weeks to get an appointment with a specialist.      Dis charge :   I f you are discharged   from the practice it means you  are   no longer  able to  schedule  appointments, obtain   medication refills, or consider us to be your  provider . You  must   find   another  provider .  Failure to keep  appointments,  n oncompliance , verbal abuse   to  staff ,   or f ailure to pa y your bill s  may result in discharge .   A   letter  will be sent  to your last known address   giving 30 - day notice of discharge .     No Insurance:   Payment will be due at the time of service. We accept cash and major credit cards.      Insurance:   We   are contracte d with   many insurance companies. I t is your responsibility  to make sure that  our provider is in network . As a courtesy to our patients we file primary  and  se condary insurance claims   but only if you have set up coordination of benefits .  We   need  all   insurance and  demographic information  and updates  prior to  every visit .  Bring your insurance card,  phot o   I.D. ,   and   other  information   that will  ensure   your claim is filed correctly. If we are unable to  verify active insurance coverage , we will ask that  you pay for your visit.  You   are   responsible for all fees that ar e not covered by your insurance   including  copays,  co i nsurance, deductibles, and non - covered services   received .  Copays  c annot be waived  as  they  are a   requirement by your insu rance carrier .  You may receive a st atement for  balance s   due.  We   accept  cash, checks, major credit cards, and money orders. Payments are also accepted by phone.      Medicare Patients:  Please  be  sure you have   full understanding of your  benefits and  your  responsibilities   if not covered by Medicare.  It is your responsibility to set up coordination of benefits with Medicare if you  have a secondary insurance.  We   may ask you to sign a n ABN  when a service   is l ikely to be denied .      Auto Accident:   If your injury  is a result of an auto accident  and  your health ins urance does not   cover  your visit, y ou are required to pay for your  services.  You may then   file a claim to your auto carrier   for  reimbursement .        Worker’s Compensation :  We do not accept workman’s comp ensat ion   insurance.        Return ed   Checks:   A r eturned check fee is  $35.00 and no further checks will be accepted.       Refunds:   R efunds  for over - payment  are issued  after   all act ive or past - due charges are paid   in full.      Well ness   and Problem/Sick Visit on   Same Day:   It is  your responsibility to know which   wellness   benefits your insur ance covers .  Health problems discussed during a wellness exam may not be covered.        Medical Records:   We will provide a copy of your records upon request for a  $20.00 fee. You  must  sign a  relea se prior to having them copied.   Please allow up to 15 business days for this request to be processed.      Billing:   If you ever receive a  statement   from us, it is because we believe the balance is your  responsibility. Please contact your insurance  carrier   first if you believe there is a problem. If you have any  further questi ons about your bill, please contact   ou r billing department.  If you cannot pay your entire  balance, please call to make payment arrangements.  Balances must be paid prior to your  next visit.      Collections:   Statements not paid within 60 days begin our collection process .  I f the account remains  unpaid after   30   days a $ 25 .00  late  fee will be assessed to your account   monthly un til the balance is paid  in full unless arrangements are ma de with our billing staff.   


image5.emf
I acknowledge that I have received and read a copy of the Sparks Clinic Office and Financial Policies.      Print Name ___________________________________________________ Date of Birth__________________________________     Sig nature ______________________________________________________ Date __________________________________________  


image6.emf
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION      

  Developed for Texas Health & Safety Code § 181.154(d)   

   effective June 2013   

Please read this entire form before signing and complete all the  NAME OF PATIENT OR INDIVIDUAL     

sections that  apply to your decisions relating to the disclosure       

of protected health information.  Covered entities as that term is  ______________________________________________________________    

defined by HIPAA and Texas Health & Safety Code § 181.001 must     

Last  First  Middle   

obtain a signed authorization from the individual or the individual’s    

OTHER NAME(S) USED  _________________________________________   

legally authorized representative to electronically disclose that indi -    

vidual’s protected  health information. Authorization is not required for  DATE OF BIRTH  Month __________Day __________ Year______________   

disclosures related to treatment, payment, health care operations,  ADDRESS  _____________________________________________________   

performing certain insurance functions, or as may be otherwise au -    

______________________________________________________________    

thorized by law.  Covered entities may use this form or any other     

form that complies with HIPAA, the Texas Medical  Privacy Act, and  CITY  ____________________________ STATE _______   ZIP ______________   

other applicable laws.  Individuals cannot be denied treatment based  PHONE  (_____)______________   ALT. PHONE  (_____)_________________   

on a failure to sign this authorization   form, and a refusal to sign this    

EMAIL ADDRESS  (Optional): ______________________________________   

form will not affect the payment, enrollment, or eligibility for benefits.    

    I AUTHORIZE THE FOLLOWING TO DISCLOSE THE  INDIVIDUAL’S PROTECTED HEALTH  INFORMATION:   Person/Organization Name  _____________________________________________________     Address  ____________________________________________________________________     City  ______________________________________ State  _ _______  Zip Code  __________     Phone  (_______)____________________Fax  (_______)_____________________________     WHO CAN RECEIVE AND USE THE HEALTH INFORMATION?     Person/Organization Name  _____________________________________________________     Address  _____ _______________________________________________________________     City  ______________________________________ State  ________  Zip Code  __________     Phone  (_______)____________________Fax  (_______)_____________________________       REASON FOR DISCLOSURE  (Choose only one option below)        Treatment/Continuing Medical Care      Personal Use      Billing or Claims      Insurance      Legal Purposes      Disability Determination      School      Employment      Other ________________________    WHAT INFORMATION CAN BE DISCLOSED?  Complete the following by indicating those items that you want disclosed. The signature of a  minor   patient is required for the release of some of these items. If all health information is to be released, then check only t he first box.    

  All health information    History/Physical Exam    Past/Present Medications    Lab Results  

  Physician’s Orders    Patient Allergies    Operation Reports    Consultation Reports  

  Progress Notes    Discharge Summary    Diagnostic Test Reports    EKG/Cardiology Reports  

  Pathology Reports    Billing Information    Radiology Reports & Images    Other________________  

  Your initials are required to release the following information:     ______Mental Health Records (excluding  psychotherapy notes)     ______Drug, Alcohol, or Substance Abuse Records       ______Genetic Information (including Genetic Test Results)     ______ HIV/AIDS Test Results/Treatment         EFFECTIVE TIME PERIOD.  This authorization is valid un til the earlier of the occurrence of the death of the individual; the individual reach - ing the age of  majority; or permission is withdrawn; or the following specific date (optional): Month _________ Day __________ Year ________ _   RIGHT TO REVOKE:  I understa nd that I can withdraw my permission at any time by giving written notice stating my intent to revoke this au - thorization to  the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” I understand that prior actions take n in r eliance  on this authorization by entities that had permission to access my health information will not be affected.     SIGNATURE AUTHORIZATION:   I  have  read  this  form  and  agree  to  the  uses  and  disclosures  of  the  information  as  described.  I   un -    

derstand  that  refusing  to  sign  this  form  does  not  stop  disclosure  of  health  information  that  has  occurred  prior  to  revocation  or  that  

is  otherwise  permitted  by  law  without  my  specific  authorization  or  permission,  including   disclosures  to  covered  entities  as  provid -  

ed  by  Texas  Health  &  Safety  Code  §  181.154(c)  and/or  45  C.F.R.  §  164.502(a)(1).  I  understand  that  information  disclosed  pursu -  

ant to this authorization may be subject to re - disclosure by the  recipient and may no longer be protected by federal or state privacy laws.       SIGNATURE X__________________________________________________________________________   ________________________     Signature of Individual or Individual’s Legally Authorized  Representative   DATE     Printed Name of Legally Authorized Representative (if applicable): __________________________________________________________ __________     If representative, specify relationship to the individual:     Parent of minor     Guardian     Other  ________________________________     A minor individual’s signature is required for the release of certain types of information, including for example, the releas e of information related to cer - tain types of reproductive care, sexually transmitted diseases, a nd drug, alcohol or substance abuse, and mental health treatment (See, e.g., Tex.  Fam. Code § 32.003).     SIGNATURE X__________________________________________________________________________   ________________________     Signature of Minor Individual   DATE     Page   1 of 2  
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Sparks Clinic Patient Information     Patients  Name______________________________________ ___________ _______ Email Address ____ ______________________________________   Address________________________________________   City ______________________________  Zip ________________________________________   Home P hone ______________ __________ _ ________ _ Cell P hone   ______ _________ ____ ______ Work Phone_______________ _____ ___________   Date of Bi rth   ___ ____/___ ____ _/__ ______ __ Age __ __ _______ _   Social Security ______________ ________________________________________   Driver’s   License___________ _______________________________   State________ _______________________________________________________ __   Race___________________  Ethnicity_________________________ Preferred Language________________________________________________   Name of Employer________________________________________ ________ ____ Phone______________________ __________________________ ___   Address_____________________ _______________________   _______ Email Address______________________________________________________     Marital Status__________ ______ __ Spouse/Sign ificant Others Name______________________ __ ___   Date of Birth__ _____ ___________   Emergency Con tact Name__________ ________ ____________ _____   Phone________________ _____   Relationship to Patient ______ __ ____   Guarantor Information    Name_____________________________________________________________________ ________________ ________________________________________   Address_______ _________________________________________________ ________________________________________ ___________ ________________   Home Phone___________ ____________ ________ C ell Phone___________ ______________ ________   Work Phone________ ____ _____ _________   Date of Birth_ __ ____/_______ __/__ ____ ___ Age__ ____ ___   Social Security #______ ______ _________  Driver’s   License ________________   Insurance Information   Name of Primary Insurance______________________________________ __________________ ____Phone____________________________ _____   Member’s ID#________ ___________________________ _________ __  Group #________________ _______ ___________________________ _________   Insured’s Information ____________________ _____________________ _______   Relationship to Patient __________ ________ ______________   Date   of Birth__ ___ __/____ ___ _/__ ___ _____ Social Security #____________________ ________________________ __ ________________________   Name of Secondary Insurance_____________________________ __________________________ _________ _____ Phone_____________ ______ __   Member  ID #_______________________________________________ ______________ Group #_______ _________ ______________________ ________   Insureds Information_________________________ _________ _________ __   Relationship to Patient _____ ___________________ ___________   Date of Bir th __ __ __/__ __ ___/____ _ ___ Social Security #__________ ___________________________ _____ _______________________________   Assignments of Benefits   I hereby assign all medical and/or surgical benefits, to include major medical to which I am entitled, including Medicare, an d other government sponsored  programs, private insurance and any other health plans to Sparks  Clinic, PA This assignment will remai n in effect 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 the ch arges whether or not paid by said  insurance. I hereby authorize said assign ee to release all information to secure the payment.  I acknowledge that I have received and read a copy of the Sparks  Clinic Office and Financial Policies.    Signature / Patient or Guardian _____________ ______________________________________ Date___ ___ _/__ ____ ___/__ __ _____    


image3.emf
Sparks Clinic Office Policies   Thank   you for choosing Sparks Clinic as your medical provider.  Please carefully read the following.       Office Hours:   Monday - Friday   8:00 a.m. – 5:00 p.m.   Ph ones operate 8 - 11:50 a.m. and 1 - 4:50 p.m.   Occasionally we  close early on   Friday s   for staff development and computer software updates.      Appointments:   We see patients by appointment only.  Emergent   care   is provided on a   walk - in   basis .      Late for Appointments:   If you will be more than 15   minutes late ,   we may need to reschedule your  appointment,   or we may ask that you wait for the next  available appointment.      After Hours and Emergencies:   For  life - threatening   emergencies   call 911   or visit the ER.  For after - hours  urgent care   please  visit   your   nearest urgent care facility.      No - Show an d Cancellations:   We ask that 24 - hour notice be   given when cancelling an   appointment. No - show for   established patient appointment s   will result in a $25.00 fee . A   new patient   visit,  annual physical ,  and office proce dure   no - show fee is $50.00 . F ees are  not   covered   by   insurance   and will not be waived .        Schedule Reminder:   Remember   we are runn ing several different schedules . I f someone  who  arrived  after y ou is called before you ,   they may   be having blood drawn or  be  seeing a different provider.      Minors:   Minors   must be accompanied by  a parent/guardian  o r have written permission   for treatment .      Lab Work:   L ab work  is done  in our office or is  sent   to a cont racted  lab .   If you want your lab   sent to a  specific lab oratory   tell us every  visit   or   it will be sent to   CPL .   I nsurance problems   or bills   associated with  o utside   lab s   must be dealt with through that facility.         Labs Ordered by Specialist :   Please provide an order including diagnosis from the specialist.      Disability,  Insurance Forms, Attending Physician Statements, FMLA:   These forms require an  appointment.      Complete Physical Exams :   A nnual physical exams w ith screening  tests are   important to   the  maintenance of good health .     P lease  research   your  insurance  benefits prior   to your appointment so you  will know what is covered by your insurance plan   as you will be responsible for non - covered charges .     Speaking with a Nurse :   Choose nurse option   from  the   auto - attendant or  be transfe rred by the  receptionist.  The   nurse may be helping  a provider   so please   leave a detailed m essage including your  name ,  date  of   birth ,   phone   number , and  pharmacy .  The nurse will call you back the same or  following day .      Test Results:   Out - of - office   diagnostic testing i.e. CT, MRI , ultrasound,  sleep study , or abnormal lab results   require  a  follow - up appointment within  5 - 10   days to  review   results with your provider .       Prescriptions and Refills:   The best time to refill a prescription   is at your appointment. Some  medications have pote ntial side - effects that must be  monitored . We require check - ups  every 30 - 180   days  for these medications.  If your prescription has run out, this indicates that you are due  for an   appointment.    Do not call after h ours f or prescription refills. The   providers have no ac cess to your chart after  hours.      Narcotics and C ontrolled Prescriptions:   We do not prescribe narcotics for chronic use . We do not call  in narcotics or   controlled substances after hours.  Drug - screening for controlled substances will be   performed   at the provider’s discretion.     Referrals:   Referrals may   occasionally   be  complet ed   the same day as your appointment  or   may  take 2 - 5 


