English Only / S22 2 MFM

Hope Family Medicine 5ot 7174 | st 1t
REGISTRATION FORM

*Patient Information Z2tA} 4 E *

First Name O| & Middle Name Last Name o Date of Birth Sex
/ / Ome
ZMonth YDay HYear OF o
Home Address &2
Street Apt/Unit City State Zip Code
Cell Phone Number ™M3tH S Email

*Emergency Contact Name H|2f GEHX| 0|5+ | *Emergency Contact Number H| &F & 28X *

*Pharmacy &= (2 MFEML)* *Pharmacy Address 2&f =2 (I MFEM|R)*

In accordance with federal government privacy rules implemented through the Health Insurance Portability and Accountability
Act (HIPAA), in order for your physical or the staff of Hope Family Medicine to give copies of any/or discuss your conditions,
exams, etc with members of your family or other individuals that you designate other than your specialists, we must obtain
your authorization prior to doing so. We must also obtain your authorization to discuss financial information with members of
your family or other individuals when you are unable to give your authorization due to the severity of your medical condition,
the law stipulates that these rules may be reviewed.

[J I authorize to receiving SMS(text), Email, and/or Call from Hope Family Medicine
Release of Information (2|£7| 52 0|0 X H ELj&= 592l

[J Using email or mail to release medical records as per my request. | understand it may not be secured.

[J I authorize the release of information including the diagnosis, records; examination rendered to me and

claims information. This information may be released to:

Medication Access Authorization (A= 0|AM & H&E AE A CREE 59l)
[J To obtain/download medication information from my pharmacy/via EMR.
Immunization Access Authorization (XX|0} & E74 o2t MZ HHE AH0E &9l
0 | authorize (&%) HFM to download or update my immunization information to the Georgia
Department of Health Immunization Registry.

| acknowledge receipt of the Notice of Privacy Rights in accordance with the Health Insurance Portability and Accountability
Act about how Hope Family Medicine may use and disclose my protected health information. | understand Hope Family
Medicine reserves the right to change the privacy notice and that a copy of the revised notice will be made available to me.

The patient or guarantor is responsible for payment in full of all services rendered by the physicians or employees of Hope Family Medicine with Express Care LLC.
Payment in full is expected at the time of services unless arrangements are made in advance.

Authorization, Assignment, and Responsibility of Account

| hereby authorize Hope Family Medicine with Express Care LLC to release to the above insurance companies and/or carriers any medical or other information needed for
claim reimbursement.

*Signature* *Date*




HOPE

Family Medicine
HEY 7Pl
REQUEST OF MEDICAL RECORDS

PATIENT NAME: DATE of BIRTH:

GENDER: M/ F

Request from:

Phone: Fax:

Progress Notes
Imaging Reports

Lab Reports

L O Od 0O

All Medical Records

L

Other:

0 No Records Found for Requested Patient

Release my protected health information to the following Clinic:

Name : Hope Family Medicine (i =3t 7174 o|st1
Address: 80 Horizon Dr. Ste. 304 Suwanee. GA 30024
Tel: (770) 476-3734

Fax: (770) 613-3928

By signing this form, | authorize the ‘Request from” to release confidential health information regarding me
s(the patient), by releasing copies of my medical records, or a summary or narrative of my protected health

information to Hope Family Medicine.

Signature Date



