Amy C. Murphy, M.D.
IlECISION Kyle K. Carter, M.D.
AMILY MEDICINE John W. Bailey, M.D.

1428 W. Hebron Parkway, Ste 110, Carrollton, Texas 75010 e Phone 972-939-4555 e Fax 972-939-7020

AUTHORIZATION OF USE/ DISCLOSURE OF PROTECTED INFORMATION

Appointment reminders: Typically, appointment reminder are brief non-specific message that may be left
on your answering machine or text messages sent to you cellular phone.

How would you prefer to be contacted regarding appointments, treatment and/or other information
pertinent to your healthcare and/or payment for service provided by Precision Family Medicine.
(Check all that apply)

Regular mail Appointment cards Phone/voicemail Fax Email

Cell# Work# Fax# Email

OK TO LEAVE VOICE MESSAGE-(CIRCLE ONE) YES OR NO

OK TO SEND TEXT MESSAGE AND EMAILS - (CIRCLE ONE) YES OR NO

Other Uses and Disclosures: Disclosure of your health information or its use for any purposes
other than those listed in the “Notice of Privacy Policies and Practices “consent will require your
specific authorization. If you change your mind after authorizing a use or disclosure of your
information, you may submit a written revocation of the authorization. However, your decision to
revoke will not affect or undo any disclosure prior to your notification date. You have the right to
request restrictions on use and disclosure of you health information. Please list any restrictions
below:

PERSONS AUTHORIZED TO RECEIVE INFORMATION:

Name of person/relation/organization Phone #

Name of person/relation/organization Phone #

Print Patient Name

Signature of Patient Date

Patient Representative Signature/ relationship to patient



PRECISION FAMILY MEDICINE
1428 W. HEBRON PARKWAY, STE 110
CARROLLTON, TX 75010
972-939-4555 (phone) 972-939-7020 (fax)

FINANCIAL POLICY STATEMENT
IMPORTANT INFORMATION PLEASE READ

In order to reduce confusion and misunderstanding between our patients and the practice, we
have adopted the following financial policy. If you have questions, please discuss them with our
office manager. We are dedicated to providing the best possible care and service to you and
regard your complete understanding of your financial responsibilities as an essential element of
your care and treatment.

Unless other arrangements have been made in advance, FULL PAYMENT IS DUE AT TIME OF
SERVICE. For your convenience we accept cash, Master Card, Visa and Discover. Your
insurance policy is a contract between you and your insurance company, the doctor is not
involved.

As a courtesy to our patients, we will bill contracted insurance plans directly. Any co-
payment and/or co-insurance or deductible is payable at the time of service. Payments not
received within thirty (30) days of statement date are considered late. Interest on late
payments will accrue at a rate of 1.5% monthly. Past due accounts will result in the account
being sent to our collection agency. Patient agrees to pay collection cost at an additional
309% of total balance on each account sent to collections. Any patients sent to collections
will be dismissed from the practice until the balance is paid in full. No services will be
rendered by this office (appointments or prescription refills) until the balance is paid in full.

We do charge to fill out disability or insurance forms, example being FMLA leave, and other
forms, this fee does not apply to filing your claim with your insurance carrier. Payment of $25 is
required prior to our filling out the above mentioned forms. For your convenience we accept cash,
Master Card, Visa and Discover. Those forms not properly signed by the patient will not be
filled out. Please allow 3 business days for the completion of these forms.

I have read and understand this financial policy and agree to abide by its terms. 1 also understand
this policy may be amended from time to time by the practice.

Signature of Patient Date

Name of patient (please print)



PRECISION FAMILY MEDICINE
1428 W. HEBRON PARKWAY, STE 110
CARROLLTON, TX 75010
972-939-4555 (phone) 972-939-7020 (fax)

PATIENT WAIVER
IMPORTANT INFORMATION - PLEASE TAKE TIME TO READ!
To our Patients:

Many insurance companies today do not cover preventive services (annual physicals,
immunizations, screening tests, etc.

We do our best to verify your coverage prior to your visit, but we cannot guarantee payment of
benefits by your insurance plan. This is a contract between you and your insurance company
and it is YOUR responsibility to know the terms of your plan.

Some (but not all) of the services that may not be covered by insurance are:
Immunizations: Hepatitis B, Influenza, MMR, Pneumovax, Tetanus
Screening Tests: Cholesterol, Diabetes, Thyroid

Office Visits: Well woman exams, and depression

An annual well woman exam or general physical is preventive in nature and consists of a physical
exam, Pap test for women, and refills of birth control prescription medications. These exams
are not to be used to treat or discuss any medical problems. Insurance companies are also
very particular that your annual exam must be scheduled exactly one year from the date of
your previous exam. If you schedule your exam too early, it is very likely the insurance will
deny payment and you will be responsible for the charges.

If there is a problem/concern to discuss or treat, then this is not considered a well woman exam or
physical and will be billed either as a new or established problem office visit. We are required by
insurance company guidelines to submit our bill to your insurance company using accurate
information about the type of service you received. PLEASE DO NOT ASK US TO CHANGE
THE CODING OF YOUR VISIT AS THIS IS INSURANCE FRAUD!

In the event you are referred to a specialist, please keep in mind that the referral is based on
quality of care and not insurance acceptance. It is YOUR responsibility to confirm with the
specialist’s office to ensure their acceptance of your insurance.

I understand that I am responsible for full payment to Precision Family Medicine for any services
that may not be covered by my insurance plan.

Patient Signature Date



Amy Murphy, M.D.
Kyle K. Carter, M.D.

PRECISION John W. Bailey, M.D.

FAMILY MEDICINE Board Certified Family Medicine

1428 W. Hebron Parkway * Suite100 e Carrollton, Texas 75010 » 972.939.4555 « 972.939.7020

ACKNOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that | was provided a copy of the Notice of Privacy Practices and that |
have read (or had the opportunity to read if | so chose) and understood the Notice.

Patient Name (please print) Date

Parent or Authorized Representative

Signature



PATIENT REGISTRATION FORM

Precision Family Medicine
Amy C. Murphy, M.D.
Kyle K. Carter, M.D.
John W. Bailey, M.D.

1428 W. Hebron Pkwy, Ste 110 Carrollton, Texas 75010 - Phone (972) 939-4555 - Fax (972) 939-7020 - www.pfmed.com
(Please Print)

Today’s date: PCP:
PATIENT INFORMATION
Patient'’s last name: First: Middle: Marital status (circle one)
Single / Mar / Div / Sep / Wid
Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex:
Q Yes Q No / / aw aF
Street address: Social Security no.: Home phone no.:
( )
P.O. box: City: State: ZIP Code:
Occupation: Employer: Employer phone no.:
( )
Chose clinic because/Referred to clinic by (please check one box): d Dr. 4 Insurance Plan Q Hospital
Q Family Q Friend Q Close to home/work 4 Yellow Pages Q Other
Other family members seen here:
INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)
Person responsible for bill: Birth date: Address (if different): Home phone no.:
/ / ( )
Is this person a patient here? dYes 0ONo
Occupation: Employer: Employer address: Employer phone no.:
( )
Is this patient covered by insurance? O Yes a No
Please indicate primary insurance
Insurance Address Phone #
Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-payment:
/ / $
Patient’s relationship to subscriber: a Self U4 Spouse 4 Child Q4 Other
IN CASE OF EMERGENCY
Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: = Work phone no.:
( ) ( )

| hereby assign all medical and/or surgical benefits to include major benefits to which | am entitled including Medicare, private insurance, PPO plans,
and all other health care plans to Precision Family Medicine, P.A. This assignment will remain in effect until revoked by me in writing. A photocopy of
this assignment is to be considered as valid as an original. | understand that I am fully financially responsible for all charges whether or not paid by
said insurance. | hereby authorize and assignee to release all information needed to secure the payment.

Patient/Guardian signature Date


http://www.pfmed.com/

Precision Family Medicine

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR MEDICAL
INFORMATION IS IMPORTANT TO US.

Qur Legal Duty

applicable law. We reserve the right to make the
:hmpmwpimymu-ﬂﬂwmmnf

for all protected health
informati uuam intai Juding medical
information we created or received before we made

the ck

notice about our privacy practices, our legal duties,
and your rights concemning your protected health
information. We must follow the privacy practi

You may request & copy of our notice (or any
mbmmmm]uuym For more
information about our privacy practices, or for
additional copies of this notice, please contact us using
the information listed at the end of this notice.

Uses and Disclosures of Protected Health Information

We will use and disclose your protected health
information about you for treatment, payment, and
health care operations.

Following are examples of the types of uses and
disclosures of your protected health care information
that may occur. These examples are not meant to be
exhaustive, but to describe the types of uses and
disclosures that may be made by our office.

Treatment: We will use and disclose your
information to provide,

protected bealth 1o coordinate or
mmhﬂlﬁmndnytﬁmdmm
the or of your

hﬁlﬁmﬂulﬁh’dm Fumk.wew:ld
health

your

mb-mwmumm

In you. We will also disclose protected health
to other pb i whoml)rbcmng

you. For le, your p d health i

may be provided to & physician to whom you have

mmmmmmwmmm

| or treat you.

In sddition, we may disclose your protected
health information from time to time to another
physician or health care provider (e.g., a specialist or
Iaboratory) who, at the request of your physician,
becomes involved in your care by providing assistance
‘with your health care dingnoms or treatment to your
physician.
P Your p d health infc will
belmﬁ.lsueeded.wnbuu pmmtforywhulth

spproval for a
hospital stay may require that your relevant protected
hlﬁlmfﬂMBedn:hnadmﬁmhnhhplmtn

Health Care Operations: We may use or
disclose, as needed, your protected health information



in order to conduct certain business and operational
uctivitics. These activitics include, but are not limited
to, quality review
ocuvl'mey. training hcuw,ng. and
or

of su.'dmu,
for other

FOT eXnmple, We mMay use 8 SIgn-in Snee Wl De
registration desk where you will be asked to sign your
name. We may also call you by name in the waiting
mnmnhmyurdomurudybmm Wcm
use or disclose your d health i
necessary, townuclymbytelwbﬂncotmulln
remind you of your appointment.

We wﬂlshr:yumpmmndhullhmfmnmnn
with third

use or disch i health inf to notify
or assist in nnnfymg a family member, personal
representative or any other person that is responsible
for your care of your location, general condition or
death.

Marketing: We may use your protected health
information to contact you with information about
treatment alternatives that may be of interest to you
We may disclose your protected health information 1o
a business associale to assist us in these activities.
Unless the information is provided to you by a general
newsletter or in person or is for products or services of
nominal value, you may opt out of receiving further
m:h information by telling us using the contact

various activities (e.& lﬂlm&. mnmpuou smnws}
for the i
our office m-hmmmm-u lhcuﬁ:ur
isch of your 4 health i we

listed at the end of this notice.

Research; Death; Organ Donlﬁan‘ We may
use or ¢ disclose your p 3 health i

wd]hmlwnmmﬁnmmmu
will protect the privacy of your protected health
information.

We may use or disclose your protected health
mrormm as npecessary, lo pm\nd: you with
fo about or other
health-related benefits and services that may be of
mmmwwmmm.ﬂmm
health for other marketing
mvmuForumnple.ywmlndld&wmbe
used to send you a newsletter about our practice and
the services we offer. We may also send you
information about or services that we believe
may be beneficial to you. You may contact us to
request that these materials not be sent to you.

Uses and Disclosures Based On Your Written
Aunthorization: Other uses and disclosures of your
protected health information will be made only with
your authorization, unless otherwise permitted or
required by law as described below.

You may give us written suthorization to use
your proteceed health information or to disclose it to
anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any
t:mc. Yourmueltlonmﬂnollﬂ'e:tmymnr

d by your i while it
wmeﬂ'ul. ‘Without your written authorization, we
will not dis:lose your health care information except
as described in this notice.

Others Involved in Your Health Care: Unless
you object, we may disclose to a member of your
family, a relative, a close friend or any other person
you identify, your protected health information that
directly reletes to that person’s involvement in your
huld!ml[ywutwhlewlpuorobjeﬂm

such i

in limited ci
the d health inf
person o a A i health funcral
dlremruorglnwugmm{owcmn
purposes.

\'c‘l:mly
ofad

Pnbﬂ:l‘lellﬂl and Sll'qr We may disclose
Your health ion to the extent
nwmylommammndmmmmw
your health or safety, wzhehunhorsxl'nyufalhm
We may discl your pre d health i o
a g agency ized to oversee the health
clne system or govemmenl programs or its
contractors, and to public health authorities for public
health purposes.

Heaith O ight: We may d
health information 1o a health oversight agency for

aﬂiviﬁesmbwlzndbytaw such as audits,
‘and_inspecti sight agenci
seehngitm include g
ﬂmnvmhhuhhmsymgmm
benefit other " ¥
plwmmdmﬂn;hlshws

Mrm or quecl We may disclose your
health ion to a public health
mﬂmnsylhnnsnnhw:zndhykwwru:w:mpwunf
child abuse or neglect. In addition, we may disclose
your protected health information if we believe that
mhnhumnﬁﬁnnol’ahnu.mglmwdnmi:
the ] entity or agency
Mwmmmhmum
the disclosure will be made consistent with the
requirements of applicable federal and state laws.

Fm and Drug Administration: We may
your p d health i ion to a person
wummylequnldhyml‘oodmdbm
mruponadmmmdun

such a discl we may d
a8 necessary if we determine that it is in your best
interest bastd on our professional judgment. We may

defects or product
n'ukymdlu:mmmlh]:]xuduﬂmllll lormlvc




repairs or repl or to conduct post marketi Process lnd Pumudingr w: may uwclnsc

surveiilance, as required. your f hﬂllh 0 a
court or ad ordes, ‘. . discovery

O Activity: Consi wilh,,“” mwmwmpmmm
rmﬂmm“m lose your p 1 Lhdulhnindcimnmmehls
bealth - information, " if- we- believe- that the ruse or -1memdmmwmy
disclosure is necessary fo prevent or Jessen a serious your p ion to law
and imminent threat to the health or safety of a person enforcement officials.
otmepnbhcwlenynlmdwmpmdhulm
formation if it is y for law enft Law Enforcement: Ws may disclose limited
authorities to identify or apprehend an individual. infe tion to & low official

the protected health information of a suspect, fugitive,

Required by Law: We may use or disclose your Mmmmwmgw We
protected health information when we are required to may the i health ion of an
do so by law. For example, we must disclose your mwoﬂmmnm]mﬁdaﬂoﬂy&n:w
protected health information to the U.S. Dep of official or correctional institution under
Health and Human Services upon request for purposes certain circumstances. We may disclose protected
of determining whether we are in compliance with health where y to essist law
federal privacy laws. We may disclose your protected enforcement officials to capture an individual who has
health information when authorized by kers” admitted to participation in n crime or has escaped
compensation or similar laws. from lawful custody.

Patient Rights

Access to Patient Records (Fees & Charges): You information listed at the end of this notice for a full
have the right to look at, or obtain copies of your a:phntionofmrfum.
protected health information, with limited - i
You must make a request in writing thirty days in ol Mfrilsistich ol
advance, to the contact person listed herein to obtain m'h‘“mm“ﬁ""wmﬂw
access lo your protected health information. You may YOUry health
also request access by sending us a signed letter to the &rmmmmmwm
nddress at the end of this notice. If you request copies care operations and cermain other activities after
of written documentation, we will you $25.00 April 14, 2003, Afier April 14, 2009, the accounting
for the first 20 pages, then for each will be provided for the past six (6) years. We will
additional page (pursuant to section 375.11 of the provide you with the date on which we made the
Texas Administrative Code) plus postage, if you Mmdsmnf&:p?:mwmzymmm
request the copies be mailed to you. If you request W NUE ¥ od health it -4
copies of off-site recards (over two years old) we will e of the pr health i e
charge you $50.00 per hour for stad¥ time to ocate and disclosed, the reason for the disclosure, and certain
copy your protected health information plus the cost of udu-m!mumnn. Il'yu_:mqummnmmeﬂ:m
postage, if you want the copies mailed to you. Copies mm!llqmn&pumd.meEN\ll
of x-rays may also be requested fn writing subject to reasonable, cost-based fee for responding to these
the same thirty day advance notice for on-site (under additional requests. Contact 45 using the information
two years old) or off-site (over two years old) we will listed at the end of this notice for a full explanation of
charge you $15.00 for each copy (pursuant to section o e SUTBRE;
375.11 of the Texas Administrative Code) plus the
cost of postage, if you want the copies mailed to you. Restriction Requests: You have the right to
To review only, (no copies made) your protected request that we place additional restrictions on our use
health information, you must request in writing, thirty or disclosure of your protecied health information.
days in advance for on-site records and 60 days in We are not required to agree to these additional
advance for off-site records. We will charge you restrictions, but if we do, we will abide by our
$50.00 per hour for staff time. Any records you agreement (except in an emergency). Any sgrecment
receive from Pl‘ec:.'!mFamilyMed_m'uhuggig we may make to & request for additional restrictions
only, all original records must pe kept by the must be in writing signed by a person authorized to
physician's office, (pursusnt to 375.11 of the Texas make such an agreement on cur behalf. We will not
Administrative Code). If you prefer, we will prepare a be bound unless our agreement is 50 memonalized n
summary or an expl of your d health writing.

information for a fee. Conlact us using the



C Cs icati You have the
right to request that we communicate with you in
confidence about your protected health information by
alternative means or to an altemative location. You
must make your request’in writing. We must
accommodate-your-

request if it is reasonable, specifies. .
the al ive means or location. and i to

_permit us to bill and collect payment from you.

Amendment: You have the right to request that
we amend your protected health information. Your
request must be in writing, and it must explain why
the ion should be ded. We may deny
your request if we did not create the mformstion you
want amended or for certain other reasons. If we deny

ywrmqmt.wemllmwdcwuawnm
P You may resp wmul of
1 to be ded to the i you
wanted amended. If we accept your request to amend
the information, we will make reasonable efforts to
. inform.others, including. people or. entities. you name,
Dfﬁnmmﬂhmcludglhednnmmuy
future disc} of that i

Electronic Notice: If you receive this notice on
our website or by electronic mail (e-mail), you are
entitled to receive this notice in written form. Please
contact us using the information listed at the end of
this notice to obtain this notice in written form.

Questions and Complaints

If you want more information about our privacy
practices or have ions or please contact
us using the information below.

If you believe that we may have violated your
privacy rights, or you disagree with a decision we
made about access to your protected health
information or in response to a request you made, you

may compiain to us using the contact information
helw You also may submit & written complaint to
the U.S. Department of Health and Human Services.

Name of Contact Person: yle K. Carter. M.D.

We will provide you with the address to file your
complaint with the U.S. Department of Health and
Human Services upon request.

Wcmppmywngbtmwwthemvan[
your p health We will not
mlu:mmymrl‘mdmmﬁ]:ammplunl
with us or with the U.S. Department of Health and
Human Services.

Address: 4125 Fairwav Dr. Ste. 190 Carrollton, TX 75010

Telephone: (972) 939-4555

Fax: (972) 9397020



H PRECISION Ko K Cartar M.

AMILY MEIDICINNIE John W. Bailey, M.D.

1428 West. Hebron Parkway, Ste 110 ¢ Carrollton, TX ¢ 75010 ¢ (972) 939-4555¢+ Fax (972) 939-7020

MEDICAL HISTORY

Date:
Name:
Last First Middle
Birth Date: Gender: 0 Male o Female Birth Place:
Allergies: Current:
Medications:
Current/Chronic Medical Conditions: Surgeries:

What brings you to our office today:

Do you have any special beliefs that would be important for us to know in regards to your medical care?

Tobacco Use: o0 None o Current Use O Prior Use Year Started Year Quit Amount
Alcohol Use: o None o Occasional use o Weekly o Daily # per week
Drug Use: o0 None oYes Type: How often:

Drug Supplements (Any vitamins or over the counter drugs taken on a regular basis):

Martial Status: o Single O Married o Divorced/Separated o Widowed o Other

Do you have Children? Y/N Number, Name and Age:

Are you currently employed? o Yes oNo Employer:




Name:

DOB:

Last Pap Smear:

Last Mammogram:

Last Physical Exam:

Last Eye Exam:

Last Dental Exam:

Birth Control Method:

For Children ONLY:

Mother’s Full Name

FAMILY HISTORY:

Date of Birth Father’s Full Name Date of Birth

O No knowledge of family medical history

Relation Age

Health Issues If deceased cause and age

Father

Mother

Brothers/Sisters

Children

Please indicate medical conditions that run in your family. Please indicate also who is affected by these

conditions.
Asthma : Headaches:
Seizures Liver Disease:
Cholesterol: Hypothyroid (Low):
Allergies: Hyperthyroid (High):
Mental lliness: Heart Attacks:
Alcoholism: High Blood Pressure:
Lung Dis.: Stroke:
Diabetes Arthritis:
Ulcers: Reflux:
Kidney Dis. Blood Disease
Other: Heart Disease
Cancer:
Breast::
Colon:
Brain:
Lung: How did you hear about us?
Skin:
Other:

Patient Signature

Date
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