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Internal Medicine

NEW PATIENT REGISTRATION FORM

PATIENT INFORMATION

Full Legal Name (First) (Middle) (Last) Date of Birth
Preferred Name (Nick Name)

Address Apt. No. City State Zip
E-mail Cell Phone Home Phone

Preferred Contact Method(s) D Cell Phone D Home Phone D Email Can we leave voicemails for you? D Yes D No
Social Security No. Sex Marital Status Employer Name How did vou hear about us?

List anyone you authorize our office to share medical information with (Name and relationship to you):

INSURANCE INFORMATION

Primary Insurance Company Name ID/Member No. Group No.

Policy Holder’s Name Date of Birth Relationship to you

Secondary Insurance Company Name ID/Member No. Group No.

Policy Holder’s Name ID/Member No. Group No.

EMERGENCY CONTACT

Person to notify in case of an emergency

Phone Number

Relationship to you

Patient/Guardian Signature:
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General Consent for Care and Treatment

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical, medical, or
diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested treatment or procedure after
knowing the risks and hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent form is
simply an effort to obtain your permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure for
any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and treatment. By signing below,
you are indicating that (1) you intend that this consent is continuing in nature even after a specific diagnosis has been made and treatment
recommended; and (2) you consent to treatment at this office or any other satellite office under common ownership. The consent will remain fully
effective until it is revoked in writing. You have the right at any time to discontinue services.

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you
have any concerns regarding any test or treatment recommended by your health care provider, we encourage you to ask questions.

| voluntarily request a physician, and/or mid level provider (Nurse Practitioner, Physician Assistant, or Clinical Nurse Specialist), and other health care
providers or the designees as deemed necessary, to perform reasonable and necessary medical examination, testing and treatment for the condition

which has brought me to seek care at this practice. | understand that if additional testing, invasive or intervention procedures are recommended, | will
be asked to read and sign additional consent forms prior to the test(s) or procedure(s).

Payment Agreement

It is the patient’s responsibility to obtain any necessary referral forms from your primary care physician when required. If the referral is not obtained
before the visit, the patient is liable for payment in full on the date of service.

Medicare Lifetime Authorization- | certify that the information given to me in applying for payment under Title XVII of the Social Security Act is correct. |
authorize any holder of medical information about me to release to the Social Security Administration of its intermediaries or carriers any information
needed for this or a related Medicare claim. | request that the payments of authorized benefits be paid on my behalf. | assign benefits payable for
services to the physician or organization furnishing the services or authorized such physician or organization to submit a claim to Medicare for
payment.

| agree to forward edicinelM all insurance or third party payments that | receive for services rendered to me upon receipt. Initial:

| assign the benefits payable for services to edicinelM. Initial:

| request this authorization also apply to all other insurance carriers. Initial:

| acknowledge that | have been given edicinelM’s Notice of Privacy Practices. | understand that if | have questions or complaints that | should contact
the edicinelM Office Manager at (480) 488-8020. Initial:

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its contents.

Patient or Patient Representative signature Date

Printed name of Patient Representative Relationship to patient
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Patient’s Rights and Notification of Physician Ownership

Every patient has the right to be treated as an individual and to actively participate in and make informed decisions regarding his/her care. The facility

and medical staff have adopted the following patient rights and responsibilities.

Patient’s Rights:

» Not be discriminated against based on race, national origin, religion, gender, sexual orientation, age, disability, marital status, or diagnosis;

To receive treatment that supports and respects the patient’s individuality, choices, strengths, and abilities;

To receive privacy in treatment and care for personal needs;

To review, upon written request, the patient/s own medical record according to A.R.S. §§ 12-2293, 12-2294, and 12-2294.01;

To receive a referral to another health care institution if the outpatient treatment center is not authorized or not able to provide physical health
services or behavioral health services needed by the patient;

To participate or have the patient’s representative participate in the development of, or decisions concerning, treatment;

To participate or refuse to participate in research or experimental treatment; and

To receive assistance from a family member, the patient’s representative, or other individual in understanding, protecting, or exercising the patient’s
rights.

To have all patient’s rights apply to the person who may have legal responsibility to make decisions regarding medical care on behalf of the patient.

All personnel shall observe these patient’s rights.

To be advised if the physician providing care has a financial interest in the medical practice.

To make decisions regarding the health care that is recommended by the medical staff. Accordingly, the patient may accept or refuse any
recommended medical treatment. If treatment is refused, the patient has the right to be told what effect this may have on their health, and the
reason shall be reported and documented in the medical record.

To receive information from his/her physician about his/her illness, his/her course of treatment in terms that he/she can understand.

To receive as much information about any proposed treatment or procedures as he/she may need in order to give informed consent prior to the
start of any procedure or treatment.

Patient’s Responsibilities:

+ To provide complete and accurate information the best of their ability about their health, any medications, including over-the-counter products and
dietary supplements and any allergies or sensitivities.

+ To follow the treatment plan prescribed by their provider, including pre-operative and discharge instructions.

+ To inform their provider about any living will, medical power of attorney, or other advance health care directive in effect.

+ To be respectful of all health care professional and staff, as well as other patients.

Physician Financial Interest and Ownership:
Please be advised that Dr. Andrew E. Morrison, D.O., has a financial interested in edicine Internal Medicine, PLLC, edicine Urgent Care, PLLC, and
edicine, PC, where treatment may be provided to you.

Patient or Patient Representative signature Date

Printed name of Patient Representative Relationship to patient
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FINANCIAL POLICY

Patient Name: Date of Birth:

Name of Guarantor (if different from patient):

This document is to inform you of edicinelM’s financial policy. Please read each section below, and initial where indicated.

24 Hour Cancellation/No Shows: Each time a patient misses an appointment without providing proper notice, another patient is prevented from

receiving care. Therefore, edicinelM reserves the right to charge a fee of $50.00 for all missed appointments (“no shows”) and appointments which,
absent a compelling reason, are not cancelled with a 24-hour advance notice. Initial:

Patients without Insurance (Self Pay): Payments for your care are due at each patient visit. If payment cannot be made in full at each visit, the front
staff will assist you in completing an edicinelM approved financial arrangement form. Initial:

In-Network Status: Please verify with your insurance carrier that edicinelM is in-network with your health plan. Initial:

Insurance Deductibles/Co-pays: Many patients are required to pay an annual deductible amount before their insurance pays for provided medical
services. These payments, in addition to, any co-pays, are due at the time of service. Initial:

Medical Records Fee: edicinelM will charge a $6.00 medical records fee per visit. Initial:

Returned Payments: A $35.00 service fee will be added for any method of payment that is returned for any reason. This fee in addition to the amount
of the returned payment are patient responsibility. NSF checks must be redeemed with certified funds (cashier’s check, money order, or cash.)
edicinelM collects bad debts under the guidelines of the Fair Debt Collection Practices Act. (U.S.C. § 1692 et seq.) Initial:

Past Due Accounts/Collection Fees: All charges associated with the account are the patient’s responsibility. A past due account is an account not
paid within 30 days from our first date of billing. If you fail to pay in full or make an approved financial arrangement with edicinelM within 90 days of
your first bill, your account will be turned over to our outside collection agency. Our collections fee of 35% of total outstanding balance will be added to
your account when place with our agency. In addition to these fees, you will be responsible for all added fees /costs included but not limited to,
Reasonable Attorney’s fees, Court Costs Service Fee and associated miscellaneous fees and costs. In the event your account becomes past due, your
balance will accrue an interest of 10% per annum. Initial:

By signing this document, | certify that | have read and fully understand the above financial policies.

Patient or Guarantor signature Date

Printed name of Guarantor Guarantors relationship to patient

Reason patient cannot sign for themselves:

Page 4


Victoria N


Internal Medicine

CREDIT/DEBIT CARD ON FILE OPTION

At edicinelM we offer a convenient method of payment for the portion of services that your insurance does not cover for any in office or telemedicine
visits. Your credit/debit card information is kept confidential and secure at all times. Payments to your card for patient responsibility are processed only
after your insurance claim has been filed and processed in its entirety by your insurer.

For services rendered via telemedicine, co-pays will be charged to your authorized card at the time of service. Any outstanding balances are also
subject to be charged unless an approved financial arrangement is currently on file. Initial:

It is the patients responsibility to make sure the below information is kept accurate and current. A charge of $35 is subject to be added to your balance
for any declined payments under the guidelines of the Fair Debt Collection Practices Act. (U.S.C. § 1692 et seq. Initial:

This authorization will remain in effect until a formal cancellation request is made to the office manager by the credit/debit card holder. Initial:

By signing this document, | authorize edicinelM to charge my credit/debit card below for the portion of my bill that is deemed patient
responsibility by my insurance for services provided to me by edicinelM. Initial:

Credit/Debit card type: [ | Master Card [ | American Express [ ] Discover [ ] visa

Credit/Debit card number:

Expiration Date: CVV:

Cardholder name:

Billing Address:

City: State: Zip:

Patient name (print):

Signature: Date:

*Lunderstand that by declining, the charges indicated above are subject to be added to my account.

Decline: D

Patient name (print):

Signature: Date:
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New Patient Health History Form

Patient Name: Date:

Your answers on this form will help your health care provider get an accurate history of your medical concerns and conditions.
Please fill out each section to the best of your ability. If you cannot remember specific details, please provide your best guess. If you
are uncomfortable with any question, please skip it. Thank you!

What are your current health goals?

Where were you getting care before?

Past Medical History

Please list any medical problems that other doctors have diagnosed as well as the year you were diagnosed (if known).
[] I'have no known medical problems.

Medical Diagnosis Year
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Health Habits and Personal Safety

How often do you exercise?
How would you rate your diet?

How often do you consume caffeine?

Alcohol

Tobacco

Drugs

Sexual Activity

Personal Safety

Family Health History

Do you drink alcohol?

If yes, what kind?

How many drink per week?

Do you use tobacco?

If yes, what kind? [_] Cigarettes [ ] Vape [ ] Chew [ | Pipe
For how long? Or year quit:
Do you currently use recreational or street drugs?
If yes, what kind?

Have you ever used needles to inject drugs?

Are you sexually active?

Contraceptive method used:

Do you live alone?

Do you have an Advance Directive or Living Will?

Is violence at home a concern for you?

Please list any significant health problems in your family.

Significant Health Problems
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[] cigars

] No known problems.

Onset Age Relationship to you

Father

Mother

Sibling

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather
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Surgical History

Please list any surgeries you have had as well as the year of the surgery (if known).
[C] 1 have no surgical history.

Surgery Year

Women’s Health History
Total number of pregnancies
Total number of births

Date of last menstrual period
Age at the beginning of periods

Age at end of periods

Preventative Care
[] 1 do not know this information.

Flu Date:
Shingles Date:
Pneumonia Date:
Immunizations History
Tetanus Date:
Covid-19 Date:
Other: Date:
Colonoscopy/Cologuard Date: Abnormal?
Mammogram Date: Abnormal?
Tests received
Pap Smear Date: Abnormal?
Bone Density Test Date: Abnormal?
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Medications
Please list below (or show us your own printed list) all prescriptions, over-the-counter medications, vitamins, and herbal remedies.
Use the back of this page if you need additional space.

[] I do not take any medications.

Name Dose Times per day

Allergies
Please list below all allergies or intolerance to medications.
] No known allergies.

Type Reaction
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