LITTLE TRAVERSE BAY BANDS OF ODAWA INDIANS

Health Department
1260 Ajijaak Avenue
Petoskey, MI 49770

P: 231-242-1700

ADULT PATIENT REGISTRATION
REQUIRED DOCUMENTATION

Use this list to ensure you provide the LTBB Health Department with all required

documentation. Failure to do so will result in delay of your care.

Tribal Identification Card from a Federally Recognized Tribe (State Recognized Tribes are not
eligible) OR Proof of descendency from a Federally Recognized Tribe.
= Example of proof of descendency: Jane's paternal grandmother is a tribal citizen of a
federally recognized tribe. Before Jane can use the clinic, she must submit a copy of
her grandmother's Tribal ID, her father's birth certificate, and Jane's birth certificate.

Birth Certificate

Social Security Card

Driver's License OR State Identification Card (must include a photo, name, address, and date of
birth)

Two (2) proofs of physical residency, no RV parks or P.O. Boxes accepted.
®  Acceptable forms include Driver's License, Tribal ID, Voter Registration, Bills,
Automobile Registration, and Leases.
= If you do have a P.O. Box, please let the Central Registration Clerk know for the
Health Department's mailing purposes.

Completed Registration Packet
®  Adult Registration for ages 18 and older.
m Child Registration for ages 17 and younger.

All active insurance cards
m Medical
= Dental
= Vision

Any legal documentation relevant to patient care
m [ egal guardianship, adoption, or foster care
= Power of attorney related to medical services




Mi“a Mskik G“mik LITTLE TRAVERSE BAY BANDS OF ODAWA INDIANS

Health Department
1260 Ajijaak Avenue

y Petoskey, MI 49770

P: 231-242-1700

ADULT PATIENT REGISTRATION

For the Little Traverse Bay Bands of Odawa Indians (LTBB) to provide efficient health services while following federal
regulations, you must complete this form and return it to our Central Registration. If completed, the information provided will
assist the LTBB Health Department in the best course of healthcare and available resources.

FULL LEGAL NAME:

PREFERRED NAME/ALIAS:

DATE OF BIRTH: SOCIAL SECURITY NUMBER:

SEX ON BIRTH CERTIFICATE: MARITAL STATUS:

CITY AND STATE OF BIRTH:

HOMELESS? HOMELESS SHELTER TRANSITIONAL OTHER:
CURRENT ADDRESS: ADDRESS 2:

CITY, STATE, ZIP: COUNTY:

HOME PHONE: CELL PHONE:

WORK PHONE: EMAIL:

ARE YOU A DESCENDANT OR CITIZEN OF A FEDERALLY RECOGNIZED TRIBE? YES NO
TRIBAL AFFILIATION:

ENROLLMENT NUMBER OR LIST DESCENDANT:

DO YOU SPEAK PROFICIENT ENGLISH? YES NO
DO YOU REQUIRE AN INTERPRETOR? YES NO
DO YOU IDENTIFY AS HISPANIC OR LATINO? YES NO
DO YOU HAVE ACCESS TO THE INTERNET? YES NO
IF YES, WHERE? HOME WORK SCHOOL OTHER:
EMERGENCY CONTACT: RELATIONSHIP:

PHONE NUMBER(S):

ADDRESS:

2 HRN #:



NEXT OF KIN CONTACT:

RELATIONSHIP:

PHONE NUMBER(S):

ADDRESS:

PARENTAL INFORMATION

MOTHER'S MAIDEN NAME:

PHONE NUMBER:

DECEASED?

FATHER'S LEGAL NAME:

PHONE NUMBER:

DECEASED?

INSURANCE INFORMATION:
INSURANCE TYPE?

MEDICARE? IF YES, ID#:

MEDICAL DENTAL

VISION

MEDICAID? IF YES, ID#:

PRIVATE INSURANCE? IF YES, NAME:

POLICY #:

GROUP #:

POLICY HOLDER'S NAME:

POLICY HOLDER'S DATE OF BIRTH:

EMPLOYMENT STATUS:

EMPLOYER NAME:

PART-TIME FULL-TIME RETIRED

UNEMPLOYED

MIGRANT OR SEASONAL WORKER

EMPLOYER PHONE:

EMPLOYER ADDRESS:

SELF EMPLOYED

MILITARY STATUS:

BRANCH:

NOT APPLICABLE ACTIVE DUTY

NATIONAL GUARD RETIRED

ENLISTMENT DATE:

DISCHARGE DATE:

RESERVES

DISCHARGE REASON:

HRN #:




LITTLE TRAVERSE BAY BANDS HEALTH DEPARTMENT

RELEASE OF PROTECTED HEALTH INFORMATION

I understand that I have the right to request restrictions as to how my protected health
information may be used or disclosed to carry out treatment, payment or health care
operations, or other disclosures. I also have the right to authorize the release of my
protected health information to members of my family, friends, and/or any person
that is involved in my care.

I authorize the following person(s) to obtain my health information:

SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE
(IF LEGAL REPRESENTATIVE, STATE RELATIONSHIP TO PATIENT)

DATE EXPIRATION DATE OF AUTHORIZATION

WITNESS NAME & SIGNATURE

CLINIC USE ONLY - DO NOT WRITE BELOW THIS LINE

DATE RECEIVED:
CLINIC INTAKE INITTALS:

LTBB HEALTH RECORD NUMBER (HRN)



Little Traverse Bay Bands of Odawa Indians
Health Department

1260 Ajijaak Ave. Petoskey, MI 49770
Telephone: 231.242.1700

Patient Rights and Responsibilities

As a patient of the Little Traverse Bay Bands (LTBB) Health Department, you have the right to:

e Receive complete and current information about your diagnosis, treatment, and prognosis in
terms you can be reasonably expected to understand

e Participate actively in determining a course of treatment for yourself

e Receive information that you need in order to give informed consent for any proposed procedure
or treatment, including information about the risk, benefits and alternative to the proposed
procedure or treatment

o Refuse treatment and be told what affect this may have on your health, and to be informed of the
other potential consequences of refusal

e Request a second opinion from another physician

¢ Receive considerate and respectful care in a clean and safe environment

e Know by name the physicians, nurse and other staff members responsible for your care
e Refuse to take part in any research or educational projects

e Have privacy while in the Clinic, and confidentiality of all information and records regarding
your care

e Designate an individual to represent you in making decisions regarding your treatment and
health care

e Be provided with complete information about the Clinic’s policies regarding patient rights,
patient complaints and advance directives

Your Responsibilities

Rules and regulations regarding conduct are necessary to ensure that all patients are treated fairly and
feel secure while being seen at the Clinic. Your cooperation in these responsibilities will help us provide
quality care and service. Please....

e Provide accurate and updated information for your file.

e Follow the plan of care you, your physician, and your health care team have agreed upon
e Ask questions of your caregivers and communicate any concerns or wishes you may have.
e Respect the privacy and confidentiality of the other Clinic patients.

e Respect the staff of the LTBB Health Department by using considerate communication and
behavior at all times. Yelling, cursing, and inappropriate language/behavior will not be tolerated.

If you have any questions about your rights, please contact the

LTBB Health Director, Jody Werner at 231-242-1612.
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Health Department
1260 Ajijaak Ave. Petoskey, MI 49770
Telephone: 231.242.1700

'; 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.

MSklkl GUm'k Little Traverse Bay Bands of Odawa Indians
N
N

The Little Traverse Bay Bands (LTBB) Health Department is required by law to maintain the
privacy of every patient’s health information, as required by the Federal Health Insurance
Portability and Accountability Act (HIPAA) of 1996.

This notice describes how medical information about you may be used and how you can get
access to this information. We are required by law to maintain the privacy and security of your
protected health information (PHI). This notice applies to the PHI in our possession including the
medical records generated by us.

As required by “HIPAA” we have prepared this explanation of how we are required to maintain
the privacy of your health information and how we may use and disclose your health
information.

We may use and disclose your medical records only for each of the following purposes:

e TREATMENT means providing, coordinating, or managing health care and related
services by one or more health care providers. An example of this would include a
physical examination.

e PAYMENT means such activities as obtaining reimbursement for our services,
confirming coverage, billing or collection activities, and utilization review. An example
of this would be sending a bill for your visit to your insurance company for payment.

e OPERATIONS include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, and utilization review. An example of this
would be an internal assessment review.

We may also create and distribute unidentified health information by removing all references to
individually identifiable information.

We will not use or share your information other than as described here unless you tell us we can
in writing. You may revoke such authorization in writing, and we are required to honor and abide
by that written request.

Although your health records are the physical property of the LTBB Health Department, the
information belongs to you.

6 NOTICE OF PRIVACY PRACTICES | REG.002



Little Traverse Bay Bands of Odawa Indians
Health Department

1260 Ajijaak Ave. Petoskey, MI 49770
Telephone: 231.242.1700

As our patient you have the following rights when it comes to your health information:

e The right to revoke your written authorization to use or disclose health information. This
does not apply to health information already disclosed or used or in circumstances where
we have acted on your authorization or the authorization was obtained as a condition of
obtaining insurance coverage and the insurer has a legal right to contest a claim under the
policy of the policy itself.

e The right to reasonably request to receive confidential communications of PHI from us
by alternative means or at alternative locations.

e The right to inspect and receive a copy of your PHI.

e The right to request an amendment/correction to your PHI.

e The right to receive a listing of certain disclosures the LTBB Health Department has
made of your PHI.

e The right to obtain a paper copy of the LTBB Health Department Notice of Privacy
Practices from us upon request.

If you would like to exercise any of these rights, please submit a request in writing to our Privacy
Officer.

We are required by law to maintain the privacy of your PHI and to provide you with notice of
our legal duties and privacy practices with respect to your PHI.

This notice is effective as of June 25, 2020, and we are required to abide by the terms of this
Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our
Notice of Privacy Practices and to make the new Notice provisions effective for all PHI that we
maintain. If we have made any change to the Notice of Privacy Practices, you will be notified
during your next visit or by mail. It is required that you also sign a copy of the Notice of Privacy
Practices on an annual basis.

You may file a complaint with us if you believe we have violated your privacy right. This can be
done by notifying our Privacy Officer in writing of your complaint. Please use the Little Traverse
Bay Bands of Odawa complaint form. We will not retaliate against your for filing a claim. You
may file a complaint with the Secretary of Health and Human Services if you believe we have
violated your privacy right.

For more information about HIPAA:
The US Department of Health & Human Services
Office of Civil Rights
200 Independence Ave SW
Washington, D.C. 20201

7 NOTICE OF PRIVACY PRACTICES | REG.002
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|k Little Traverse Bay Bands of Odawa Indians
Health Department
1260 Ajijaak Ave. Petoskey, MI 49770
Telephone: 231.242.1700

PATIENT CONSENT FORM

The Little Traverse Bay Bands Health Department is committed to providing highly qualified services
and ensuring a holistic approach for all Anishinaabe by respecting and intertwining both modern and
traditional healing.

We want you to understand your right and responsibilities while receiving care within our organization.
If you have any questions about this form, please ask prior to signing. If you are a parent/legal guardian
of a child, please read this agreement with the understanding that “I”” and “me” means the child.

AUTHORIZATION TO GIVE MEDICAL CARE-CONSENT TO TREAT:

I consent to outpatient care from the Little Traverse Health Clinic (Mina-Mskiki-Gumik) including
medical treatment, examination, and routine diagnostic procedures—including routine laboratory work
and administration of medication as deemed medically necessary in the professional judgement of my
medical provider. | also understand that | have the option to refuse any health care services at any time
without affecting my right to future care or treatment, and without risking the loss or withdrawal of any
benefits to which | would otherwise be entitled.

TELEMEDICINE:

I understand that the Little Traverse Bay Bands Health Department may provide certain services by
remote telehealth technology. Such telehealth services involve a health provider who is at a remote site
at the time of the service, and, as such, telehealth often involves the transmission of video, audio,
images, and other types of data. The remote health provider will determine whether the condition being
diagnosed or treated is appropriate for telehealth, and I understand that there is no guarantee of
diagnosis, treatment, or prescription. Further, I understand that I may have to travel to see a health
provider in-person for certain diagnosis and treatment matters.

Possible Risks: Just like any other medical procedure, there are potential risk associated with the use of
telemedicine. These risks include but may not be limited to:

» Information being transmitted may have poor sound or image quality to allow for appropriate
medical decision making by the provider

> Delays in medical evaluation and treatment could occur due to equipment failure

> In rare cases, a lack of access to complete medical records may result in adverse drug
interactions or allergic reactions or other judgment errors;

> Invery rare instances, there could be a security breach causing your PHI information to be
leaked

AUTHORIZATION TO RELEASE INFORMATION: Based on the Privacy Act of 1974, P.L. 93-579,
I hereby authorize the release of my personal health information (PHI) for referral to health care
providers outside of the Little Traverse Bay Bands Health Department for the purposes of healthcare,
treatment, and insurance claims, and any other community resources that assist me with my healthcare




needs; not excluding substance abuse, mental health, HIV/AIDS, STD’s, etc. | authorize the release of
my PHI to my insurers as necessary for determination and payment of benefits, including Medicare and
Medicaid.

HEALTH INFORMATION EXCHANGE: The Little Traverse Bay Bands Health Department endorses,
supports, and participates in Health Information Exchange (HIE) as a patient-centered care approach to
improve the overall well-being of our patients. HIE allows us to efficiently share clinical information
among the other providers within the LTBB Health Department (which includes Behavioral Health,
Dental, and Community Health programs) to be able to treat the mind, body, and soul of our patients.
This model helps foster communication and shared decision-making among your care team about
treatment options that will best address your healthcare needs. | understand that | can submit a written
request for restrictions with the Privacy Officer or Health Information Management (HIM) staff at any
time.

NOTIFICATION OF PRIVACY: I have read and acknowledge receipt of the Notice of Privacy Practice.

PATIENT RIGHTS AND RESPONSIBILITIES: I have read and acknowledge receipt of the Patient
Rights and Responsibilities

CONSENT TO TREAT: I have read and understand the information provided above regarding my care
here at the Little Traverse Health Department, and all of my questions have been answered to my
satisfaction.

Signature: Date: Time: AM/PM
Patient or Patient Representative

If Not the patient: Relationship to Patient

FOR OFFICE USE ONLY

OPatient Rec’d Copy of NPP OPatient Rec’d Copy of PRR

CHART




Little Traverse Bay Bands Health Center
1260 Crane Ave
Petoskey, M| 49770
Phone: (231) 242-1700 Fax: (231) 242-1717

AUTHORIZATION TO RELEASE MEDICAL RECORDS

Patient Name: Date of Birth: / /

Address: City: State: Zip:

| authorize LTBB to: o Disclose to O Receive from 0 Both Disclose to and receive from

Name: Phone #:

Address:

the following information relative to treatment received from to

start date of services requested End date of Services requested

PLEASE CHECK REQUESTED ITEM(S):

O Laboratory Reports o Dental Records o Immunization Record o Complete Medical Record (designated record set)
0O Behavioral Health o Alcohol and Substance Abuse Records 0 Dental Images o Diabetes Management
O Face Sheet 0 Medication Records o Other:

O Test Result(s) of:

The purpose for this request: o Legal o Insurance o Personal o Continuation of Care

o Other

By signing this authorization form, | understand that:
e My health information may be shared electronically.

e | understand that | have the right to request restrictions as to how my protected health information may be
used or disclosed to carry out treatment, payment or health care operations, or other disclosures.

e The sharing of my health information will follow state and federal laws and regulations.

e | understand that the information in my health record may include information related to sexually
transmitted disease, acquired or mental health services, and treatment of alcohol or drug abuse.

e | can withdraw my consent at any time; however, the revocation will not apply to information that has
already been released in response to this authorization.

e This authorization of release of information will expire on or one year after the date
signed if not specified.

e Any disclosure of information carries with it the potential for unauthorized re-disclosure, and the
information may not be protected by federal confidentiality rules.

Signature of Patient/Parent/Guardian/Legal Representative Date of Signature

FOR OFFICE USE ONLY

Staff Person Releasing Information:

Datpdinformation Released: Record #:




HEALTH HISTORY

(Confidential) o

_Name

Age__ Birhdate

What is your reason for visit?

GENERAL

Chills
epression
izziness
Fainting

over
Forgetfulness
Headache .
oss of sleep‘ '
oss of weight
Nervousness
Numbness
Sweats.

rms ips -
ack ags
aei Meck

-

GENITO-URINARY
load in urine
Frequent wination
-ack of bladder control
Fainful urination

AIDS
leoholism
nemis
norexia
ppendiciiis
rhritis
sthma
leeding Disorders
reast Lump
Sronchitis

ulimia
Sancer
Cataracis

Date of last physical examinaiion

Today's Date

Appetife poor

——Bloating

Bowel changes

Constipation
Diarrhea

Excessive hunger

Excessive thirst

Gas
Hemorhoids -

Indigestion
MNavsea .

Rectal bleading

MUSCLE/MOINT/BONE

Stomach pain

. Pain, weaknesg. nimbnass in;

\Vomiting

Vomiting blood

Chesi pain

Hands - Shouldear_sh

oor circulation

apid hsartbeat

Swelling of ankles

\Varicose veins

GA_STROENTEST!NAL

YE, EAR, NOSE, THROAT

leading gums

Blurred vision -
srossed eyes

ifficulty swaillowing

ouble vision

arachie

Far discharge

{ay fever

Qarseness

oss of hearing

\]osebfeeds

arsistent cough

Ringing in ears

Sinus problems

\ision — Flashes

ision — Halos

CARDIOVASCULAR

igh blood pressure
Irregular heart beat
|_cw blood pressure

SKIN
Bruise easily
Hives
liching
Change in moles
Hash _
Scars o
Sore that won't heal -

Chernical Dependency
Chicken Pox
iabeies
mphysema
pilepsy
3laucoma
Goiter
Gonoetrhea
Gout

eart Disease
epatitis

ernia

Herpes

High Cholesterol
HIV Postiive

Kidriey Disease
Liver Disease
Measles

Migraihe Headaches
Miscarriage

Mononucleosis

Multiple Sclerosis

Mumps -

Pacemaker

Preumonia

Polio

MENonly

Breast lump
Eraction difficuliies

ump in tasticles

Penis discharge

Sore on penis

Dther

WOMEN only

Abnermal Pap Smear

Bleeding between perlods

Breast lump

Extreme menstrual pain

Hot flashas

Nipple discharge

Painful intercourse

Vaginal discharge

Dther

- Date of last

Date of last
menstual period

Pap Smear

Have you had
amammogram?

Are you pregnani?
Number of children

Prostate Problem

sychiafiic Care

heumatic Fever
carlet Fever

Siroke

Suicide Atternpt

Thyroid Problems

Tonsillitis

Tuberculosis

Typhoid Fever

Jlcers

\/aginal Infactions

Venereal Disease




{All information is strlcﬂy conﬁdentlai)

FAMILY HISTORY Fili In health mformatlon about your famt[y

T

Check (J) if your blood re!atwes had any of the fo!!owing

Relation | Age Si-tiggi?tgf %geit?li Cause of Degth Disease Relaticnship to you
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brothers Cancer
Chemlcal Dependency
Diabates
o Heart Disease, Strokes
Sisters High Blood Pressure
Kidnéy Disease
l Tubercu!ﬁsis
Gther .
HOSP!TALIZAT{ONS : T L & S PBEGNANCY HISTORY - '+ _
Year Hosp:tal - Reason for Hospitalization and Oufcome | &50f - Soint Complications If any.

‘¢

HEALTH HAB]TS Check (./) Which .

L substances you use and descnbe
“how much you use. ’ .

Caffeine
Have you ever had a blopd transfusion? ves Tno Tobaceo
if yes, please give approximate dates. Drugs
SERIOUS ILLNESS/INJURIES - DATE OUTEOME - Other
ﬁCGUPAT:ONAL CONGERNS;,.

Chéck {v) if your wark exposes youv "
" 1o the following:

Stress

‘Hazardous Substances

'Heavy Lifting

| Other

Your eccupation:

I certify that the above information Is corract to the best of my knowledge. | will not hold my doctor or any members of his/her staff

responsible for any eIrors or omlsssons that | may have made in the compleuon of this 1form

12

Signature

Date

Reviewad By

" Date




	Adult Patient Registration
	FILLABLE New Patient Registration 2021
	authorization for use or disclosure of health information
	Health History
	LTBBHealthConsentToTreat021521
	Notice of Privacy Practices021521
	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.
	As our patient you have the following rights when it comes to your health information:

	Patient Registration
	PatientRightsHandout021521


	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	PREFERRED NAMEALIAS: 
	SEX ON BC: 
	MARITAL STATUS: 
	ADDRESS 2: 
	CITY STATE ZIP: 
	HOME PHONE: 
	HOME PHONE CELL PHONE: 
	WORK PHONE EMAIL: 
	Check Box12: Off
	Check Box13: Off
	ENROLLMENT NUMBER OR LIST DESCENDANT: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box24: Off
	OTHER_2: 
	Check Box23: Off
	Check Box22: Off
	EMERGENCY CONTACT: 
	EMERGENCY CONTACT RELATIONSHIP: 
	PHONENUMBERS: 
	HRN: 
	NEXT OF KIN: 
	NEXT OF KIN RELATIONSHIP: 
	PHONE NUMBERS: 
	MOTHERS MAIDEN NAME: 
	M PHONE: 
	M DECEASED: 
	FATHERS LEGAL NAME: 
	F PHONE NUMBER: 
	F DECEASED: 
	MEDICARE IF YES ID: 
	MEDICAID IF YES ID: 
	PRIVATE INSURANCE IF YES NAME: 
	POLICY NUM: 
	POLICY  GROUP: 
	POLICY HOLDERS NAME: 
	PO LI CY HOLDERS DATE OF BIRTH: 
	Check Box43: Off
	Check Box39: Off
	EMPLOYER NAME: 
	EMPLOYER PHONE: 
	EMPLOYER ADDRESS: 
	Check Box40: Off
	Check Box42: Off
	Check Box41: Off
	BRANCH: 
	DISCHARGE REASON: 
	HRN_2: 
	DATE OF BIRTH: 
	SOCIAL SECURITY NUMBER: 
	CURRENT ADDRESS: 
	COUNTY: 
	WORK PHONE: 
	TRIBAL AFFILIATION: 
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	FULL LEGAL NAME: 
	ADDRESS: 
	ADDRESS_2: 
	CITY AND STATE OF BIRTH: 
	ENLISTMENT DATE: 
	DISCHARGE DATE: 
	OTHER: 
	Check Box29: Off
	Check Box30: Off
	I authorize the following persons to obtain my health information 1: 
	I authorize the following persons to obtain my health information 2: 
	I authorize the following persons to obtain my health information 3: 
	I authorize the following persons to obtain my health information 4: 
	I authorize the following persons to obtain my health information 5: 
	I authorize the following persons to obtain my health information 6: 
	DATE: 
	EXPIRATION DATE OF AUTHORIZATION: 
	Date: 
	Time: 
	Check Box31: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Todays Date: 
	Text42: 
	Text43: 
	Text44: 
	What is your reason fr visit: 
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box159: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	menstrual period: 
	Pap Smear: 
	a mammogram: 
	Are you pregnant: 
	Number of children: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Father: 
	Father_2: 
	Father_3: 
	Father_4: 
	Check Box45: Off
	Row2: 
	Row2_2: 
	Row2_3: 
	Row2_4: 
	Check Box46: Off
	Brothers: 
	Brothers_2: 
	Brothers_3: 
	Brothers_4: 
	Check Box47: Off
	Brothers_6: 
	Brothers_7: 
	Brothers_8: 
	Brothers_9: 
	Check Box48: Off
	Brothers_11: 
	Brothers_12: 
	Brothers_13: 
	Brothers_14: 
	Check Box49: Off
	Brothers_16: 
	Brothers_17: 
	Brothers_18: 
	Brothers_19: 
	Check Box50: Off
	Sisters: 
	Sisters_2: 
	Text61: 
	Text57: 
	Check Box51: Off
	Sisters_4: 
	Sisters_5: 
	Text62: 
	Text58: 
	Check Box52: Off
	Sisters_6: 
	Sisters_7: 
	Text63: 
	Text59: 
	Check Box53: Off
	Sisters_8: 
	Sisters_9: 
	Text64: 
	Text60: 
	Check Box54: Off
	Text55: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow1: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow1_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow1_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow1: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow1_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow1_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow2_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow2_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow2_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow2_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow3_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow3_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow3_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow3_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow4: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow4_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow4_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow4: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow4_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow4_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow5: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow5_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow5_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow5: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow5_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow5_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow6: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow6_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow6_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow6: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow6_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow6_3: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow7: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow7_2: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow7_3: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow7: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow7_2: 
	 PREGNANCY HISTORY   Yrt 5Jt Complications ir yRow7_3: 
	Text65: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow8: 
	HOSPITALiZATfONS Year Hospital  ReasonfQrHqspitaization and OutcomeRow8_2: 
	Text66: 
	Text68: 
	Text69: 
	Text67: 
	Text70: 
	Text71: 
	how much you use: 
	Check Box72: Off
	Check Box73: Off
	Tobacco: 
	If yes pf ease give approximate dates: 
	Drugs: 
	Other_2: 
	SEFIOUS ILLNESSINJURIESRow1: 
	DATERow1: 
	OUTCOMERow1: 
	OtherRow1: 
	Text90: 
	SEFIOUS ILLNESSINJURIESRow2: 
	DATERow2: 
	OUTCOMERow2: 
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	OtherRow2: 
	Text91: 
	Text74: 
	Text76: 
	Text78: 
	Text75: 
	Text77: 
	Text79: 
	Row1_4: 
	Row1_2: 
	Row1_3: 
	Check Box80: Off
	Row2_7: 
	Row2_8: 
	Row2_9: 
	Check Box81: Off
	Row3: 
	Row3_2: 
	Row3_3: 
	Check Box82: Off
	Row4: 
	Row4_2: 
	Row4_3: 
	Check Box83: Off
	Row5: 
	Row5_2: 
	Row5_3: 
	Row6: 
	Row6_2: 
	Row6_3: 
	Your occupation: 
	Date_2: 
	RELATIONSHIP TO THE PATIENT: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Patient Name: 
	Date of Birth: 
	undefined: 
	undefined_2: 
	Address: 
	City: 
	State: 
	Zip: 
	Disclose to: Off
	Receive from: Off
	Both Disclose to and receive from: Off
	Name: 
	Phone: 
	Address_2: 
	the following information relative to treatment received from: 
	to: 
	Laboratory Reports: Off
	Behavioral Health: Off
	Face Sheet: Off
	Test Results of: Off
	Dental Records: Off
	Alcohol and Substance Abuse Records: Off
	Medication Records: Off
	Immunization Record: Off
	Complete Medical Record designated record set: Off
	Dental Images: Off
	Other: Off
	Diabetes Management: Off
	undefined_3: 
	undefined_4: 
	The purpose for this request: 
	Legal: Off
	Insurance: Off
	Personal: Off
	Continuation of Care: Off
	This authorization of release of information will expire on: 
	Staff Person Releasing Information: 


