WELCOME

Thank you for selecting our healthcare team! We will strive to provide you with the best possible health care.
To help us meet all your healthcare needs, please fill out this form completely in ink. If you have any questions or
need assistance, please ask us - we will be happy to help you.

1. Patient Information Date

First Name: Last Name: Maiden Name:

Address: City: State: Zip:

Date of Birth: / / Social Security #

Primary Phone #: Secondary Phone #:

Check Appropriate Box: [ Minor [ Single O Married O Widowed O Separated O Divorced
Race: [ American Indian or Alaskan Native [ Asian O Black O Caucasian [ Other  OPacific Islander [ Declined
Ethnicity: [1Non-Hispanic [IHispanic  Language: Sex: [OMale [OFemale

2. Responsible Party

4. Insurance Information

Who is responsible for the bill? If same as above, check here: [ Primazy Insurance

Name of Insured:

Name:

Relationship to patient:

Relationship to patient:

Insured's birthdate:
Birthdate: / / SS#:
Driver's License# Employer:
Social Security#: Insurance Company:
Address: Group #:

Contract#:

City, State, Zip:

Secondary Insurance

Employer: Occuption:

Name of Insured:
Work Ph:( ) Home Ph:( )

Relationship to patient:
3. Emergency Contact Insured's birthdate:
In an emergency, who should we contact? SS#:

Employer:
Name: it

Insurance Company:
Relationship: Group #:
Work Ph:( ) Home/Cell Ph:( ) Contract#:

5. Authorization and Release

| authorize the release of any information including the diagnosis and the records of any treatments or examination rendered to me or my child during the period of such care to third party payers and/
or other health practitioners. | authorize and request my insurance company to pay directly to the doctor or doctor’s group insurance benefits otherwise payable to me. | understand that my insurance
carrier may pay less than the actual bill for services. | agree to be responsible for payment of all services rendered on my behalf or my dependents. | authorize West Michigan Family Medicine, PC
physicians to treat my child or me. | agree that West Michigan Family Medicine, PC can contact me by telephone at any telephone number associated with my account, including wireless telephone
numbers, which could result in charges to me. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable. West Michigan
Family Medicine, PC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or sex.

X

Signature of patient or parent if minor Date

6. Financial Arrangements

Payment for co-pays, deductibles and co-insurance is due at time of service. We accept the following form of payment. Cash, Check, MasterCard, Visa, Discover and Care Credit.



WEST MICHIGAN FAMILY MEDICINE
SHELLEY M. DREW, D.O., ASHLEY L. CONNER, M.D.,
JOHN B. MILLETT, M.D.

PATIENT INFORMATION

OUR OFFICE HOURS ARE MONDAY — FRIDAY 8:30 AM - 5:00 PM
OUR PHONE HOURS ARE MONDAY — FRIDAY 9:00 AM —4:30 PM 9/1-05/31

8:30 AM —4:00 PM 6/1-8/31
WE ARE CLOSED FOR LUNCH FROM 12:15 PM - 1:15 PM

PAYMENT FOR SERVICES IS EXPECTED AT THE TIME OF SERVICE. IF YOU HAVE A CO-PAY,
THIS WILL BE COLLECTED WHEN YOU REGISTER. IF YOU ARE UNABLE TO PAY YOUR CO-
PAY, YOU WILL BE ASKED TO RESCHEDULE YOUR APPOINTMENT. IT IS THE PATIENT'S
RESPONSIBILITY TO CHECK WITH THEIR INSURANCE COMPANY REGARDING COVERAGE
OF ANY TESTS OR PROCEDURES. WE ACCEPT CASH, CHECKS, VISA, MASTERCARD AND
DISCOVER. IF A CHECK IS RETURNED TO US FOR NON-SUFFICIENT FUNDS, YOU WILL BE
CHARGED $25.00.

A CHILD UNDER THE AGE OF 18 WILL NOT BE SEEN WITHOUT A LEGAL GUARDIAN. IF YOU
ABSOLUTELY CANNOT ACCOMPANY YOUR CHILD TO THE APPOINTMENT, YOU MUST
PROVIDE A WRITTEN CONSENT FOR US TO TREAT HIM OR HER.

PRESCRIPTION REFILLS WILL BE FILLED WITHIN 48-BUSINESS HOURS. WE RECOMMEND
YOU CALL THE OFFICE ONE WEEK BEFORE YOUR PRESCRIPTION EXPIRES.

APPOINTMENT CANCELLATION: WE REQUEST A 24- HOUR NOTICE IF YOU HAVE TO
CHANGE YOUR APPOINTMENT.

IF A 24 HOUR NOTICE IS NOT GIVEN YOU WILL BE CHARGED $20.00 FOR AN OFFICE
VISIT; FOR AN EXTENDED VISIT OR PROCEDURE YOU WILL BE CHARGED $40.00. [F
YOU ARRIVE LATE FOR YOUR APPOINTMENT, YOU MAY BE ASKED TO RESCHEDULE.

FORM FEE. PATIENTS REQUESTING A FORM TO BE COMPLETED BY THE PHSYICIAN WILL
BE CHARGED A FEE. THE DOLLAR AMOUNT WILL BE DETERMINED BY THE PHYSICIAN.

PLEASE NOTE
OUR AFTER-HOUR CALL SERVICE HAS INCREASED THEIR RATE PER PATIENT PHONE
CALL. FOR EXCESSIVE OR INAPPROPRIATE USE OF THIS SERVICE, THE CHARGES WILL BE
PASSED ON TO THE PATIENT.

YOUR HEALTH

PLEASE FEEL FREE TO TALK TO US. THE MORE WE KNOW ABOUT HOW YOU FEEL, THE
BETTER WE CAN HELP YOU.

I ACKNOWLEDGE THAT I HAVE RECEIVED AND READ THE PATIENT INFORMATION FORM.

PRINT NAME SIGNATURE
DATE




WEST MICHIGAN FAMILY MEDICINE. P.C.
1550 3 MILE ROAD NW
WALKER, MI 49544

SHELLEY M. DREW, D.O.
ASHLEY L. CONNER, M.D.
JOHN B. MILLETT, M.D.

I give West Michigan Family
Patients name
Medicine, P.C. my permission to release medical information regarding myself to
my
Who is receiving the information Relationship to patient

I understand that I may change my decision at any time by informing you of this in
writing.

Signature: Date:
Patient




Notice of Privacy Practices ‘ Form 7.20

West Michigan Family Medicine, PC

This nolice describes how medical information about you may be used and disclosed, and how you can gain access to this information.
Please review it carefully. .

Protected health information {PHI), about you, is maintained as a written and/or electronic record of your contacts or visifs
for healthcare services with our practice. Specifically, PH! is information about you, including demographic information (i.e.,
name, address, phone, efc.), that may identify you and relates to your past, present or future physical or mental health
condition and related healthcare services.

Our practice is required to follow specific rules on maintaining the confidentiality of your PHI, using your information, and
disclosing or sharing this information with other healthcare professionals involved in your care and freatment. This Notice
describes your rights fo access and control your PHI. It also describes how we follow applicable rules and use and disclose
your PHI to provide your tfreatment, obtain payment for services you receive, manage our healthcare operations and for
other purposes that are permitted or required by law.

Your Rights Under The Privacy Rule
Foliowing is a statement of your rights, under the Privacy Rule, in reference to your PHI. Please feel free to discuss any
qguestions with our staff.

You have the right to receive, and we are required to provide you with, a copy of this Notice of Privacy Practices - We are
required to follow the terms of this notice. We reserve the right to change the terms of our notice, at any time. Upon your
request, we will provide you with a revised Notice of Privacy Practices if you call our office and request that a revised copy
be sent fo you in the mail or ask for one at the time of your next appointment. The Notice will also be posted in a
conspicuous location within the practice, and if such is maintained by the practice, on it's web site.

You have the right to authorize other use and disclosure - This means you have the right fo authorize any use or disclosure of
PHI that is not specified within this notice. For example, we would need your written authorization to use or disclose your PHI
for marketing purposes, for most uses or disclosures of psychotherapy notes, or if we intended to sell your PHI. You may
revoke an authorization, at any time, in wrifing, except fo the extent that your healthcare provider, or our practice has
taken an action in refiance on the use or disclosure indicated in the authorization.

You have the right to request an alternative means of confidential communication - This means you have the right to ask us
to contact you about medical matters using an aiternative method (i.e.. email, telephone), and to a destination (i.e., cell
phone number, altemative address, etc.) designated by you. You must inform us in writing, using a form provided by our
practice, how you wish to be contacted if other than the address/phone number that we have on file. We will follow all
reasonable requests,

You have the right to inspect and cepy your PHI - This means you may inspect, and obfain a copy of your complete heaith
record. If your health record is maintained electronically, you will also have the right fo request a copy in electronic format.
We have the right to charge a reasonable fee for paper or electronic copies as established by professional, state, or federal
guidelines.

You have the right to request a restriction of your PHI - This means you may ask us, in writing, not to use or disclose any part
of your protected health information for the purposes of treatment, payment or healthcare operations. If we agree to the
requested restriction, we will abide by it, except in emergency circumstances when the information is needed for your
freatment. In certain cases, we may deny your request for a resfriction. You will have the right tfo request, in writing, that we
restrict communication to your health plan regarding a specific freatment or service that you, or someone on your behalf,
has paid for in full, out-of-pocket. We are not permitted to deny this specific type of requested restriction.

You may have the right to request an amendment to your protected health information - This means you may request an
amendment of your PHI for as long as we maintain this information. In certain cases, we may deny your request.

You have the right fo request a disclosure accountability - This means that you may request a listing of disclosures that we
have made, of your PHI, to entities or persons outside of our office.

You have the right to receive a privacy breach notice - You have the right fo receive written nofification if the practice
discovers a breach of your unsecured PHI, and determines through a risk assessment that notification is required.

If you have questions regarding your privacy rights, please feel free to contact our Privacy Manager. Contact information is

provided on the following page under Privacy Complaints.
. page 1 of 2



How We May Use or Disclose Protected Hedalth Information

Following are examples of uses and disclosures of your protected health information that we are permifted to make. These
examples are not meant fo be exhaustive, but to describe possible types of uses and disclosures.

Treatment - We may use and disclose your PHI to provide, coordinate, or manage your healthcare and any related services.
This includes the coordination or management of your healthcare with a third party that is involved in your care and
reatment. For example, we would disclose your PHI, as necessary, to a pharmacy that would fill your prescriptions. We will
also disclose PHI to other Healthcare Providers who may be involved in your care and freafment.

Special Notfices - We may use or disclose your PHI, as necessary, to contact you to remind you of your appointment. We
may confact you by phone or other means to provide results from exams or tests and to provide information that describes
or recommends treatment alternatives regarding your care. Also, we may contact you 1o provide information about
health-related benefits and services offered by our office, for fund-raising activities, or with respect to a group health plan,
to disclose information to the health plan sponsor. You will have the right to opt out of such special notfices, and each such
notice will include instructions for opting out.

Payment - Your PHI will be used, as needed, to obtain payment for your healthcare services. This may include certain
activities that your health insurance plan may undertake before it approves or pays for the healthcare services we
recommend for you such as, making a determination of eligibility or coverage for insurance benefits.

Healthcare Operations - We may use or disclose, as needed, your PHI in order fo support the business activities of our
practice. This includes, but is not limited to business planning and development, quality assessment and improvement,
medical review, legal services, auditing functions and patient safety acfivities.

Health Information Organization - The practice may elect fo use a health information organization, or other such
organization to facilitate the electronic exchange of information for the purposes of treatment, payment, or healthcare
operations.

To Others Involved in Your Healthcare - Unless you object, we may disclose to a member of your family, a relative, a close
friend or any other person, that you identify, your PHI that directly relates to that person's involvement in your healthcare. if
you are unable to agree or object to such a disclosure, we may disclose such information as necessary if we determine that
it is in your best interest based on our professional judgment. We may use or disclose PHI to notify or assist in notifying a
family member, personal representative or any other person that is responsible for your care, of your general condition or
death. If you are not present or able to agree or object to the use or disclosure of the PHI, then your healthcare provider
may, using professional judgment, determine whether the disclosure is in your best interest. In this case. only the PHI that is
necessary will be disclosed.

Other Permitted and Required Uses and Disclosures - We are also permitted fo use or disclose your PHI without your written
authorization for the following purposes: as required by law; for public health activities; health oversight activities; in cases
of abuse or neglect; to comply with Food and Drug Administration requirements; research purposes; legal proceedings; law
enforcement purposes; coroners; funeral directors; organ donation; criminal activity; military activity; national security;
worker's compensation; when an inmate in a correctional facility; and if requested by the Department of Health and
Human Services in order to investigate or determine our compliance with the requirements of the Privacy Rule.

Privacy Complaints

You have the right to complain to us, or directly fo the Secretary of the Department of Health and Human Services if you
believe your privacy rights have been violated by us. You may file a complaint with us by notifying the Privacy Manager at:

West Michigan Family Medicine, PC 1550 3 Mile Road NW Walker, MI 49544

We will not retaliate against you for filing a complaint.

Effective Date _7/3/2014 Publication Date _2/3/2014




WEST MICHIGAN FAMILY MEDICINE, PC
Acknowledgement of Receipt of Notice of Privacy Practices

By signing below | acknowledge that | have received a copy of the Notice of Privacy Practices.

Name of patient R ' - Date of Birth

Signature of patient or personal representative

If signed by personal representative, relationship to patient

Date

B e ——————————————————————————— ————————————————————————————]
Office Use Only:

Our practice will make a good faith effort to obtain a written acknowledgment of receipt of the Notice
provided to the individual. If written acknowledgement is not obtained, our practice must document
its good faith efforts to obtain such acknowledgment and record the reason why the acknowledgment
was not obtained.

Refused to Sign O Physically unable to Sign O

Other:

Employee Signature:

Date:




