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9 Halry Osteopattic

Patrick L Mallory, DO
Shari Lopez, PA-C

1548 N. Boise Avenue
Loveland, CO 80538
Telephone: (970) 669-9245
Fax: (970) 669-9247

DATE:

NAME:

PLEASE PRINT IN INK

AGE:

ADDRESS:

PHONE:

CITY:

STATE: ZIP:

BIRTHDATE:

EMPLOYER:

DRIVERS LICENSE # & STATE

WORK PHONE:

SPOUSE’S NAME:

PRIMARY PHYSICIAN:

ADDRESS:

HOW DID YOU HEAR ABOUT OUR PRACTICE?:

PREFERRED PHARMACY:

PHONE:

INSURANCE INFORMATION

INSURED PARTY (POLICY HOLDER):

INSURED PARTY BIRTHDATE (if different from patient):

INSURED PARTY EMPLOYER/PHONE:

INSURED PARTY ID:

GROUP #

INSURANCE COMPANY NAME:

ADDRESS:

PHONE:

CITY:

STATE: ZIP:

| Print Form |
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		INSURANCE INFORMATION   
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		INSURANCE COMPANY NAME: _______________________________________________________

		ADDRESS: _________________________________________________ PHONE: _________________

		CITY: _______________________________________  STATE: _______  ZIP: ___________________




A Mallory Osteopathic

@» family practice 1548 N. Boise Avenue
Patrick L Mallory, DO Loveland, CO 80538
Shari Lopez, PA-C Telephone: (970) 669-9245

Fax: (970) 669-9247

FINANCIAL AGREEMENT

We will be happy to file your insurance claims for you. You understand that the following conditions apply:

e You accept responsibility for providing us with a current valid insurance card for the purpose of identification and
verification of your insurance coverage.

e Your insurance co-pay is due at the time of service. If you are receiving multiple treatments during a week (e.g.
traction therapy), you may make one payment for all co-pays at the beginning of that week. Otherwise, you may
pay your co-pay on a daily basis.

e You are responsible for paying the outstanding balance on your account before seeing a provider.

e  You understand that you are responsible for any portion of your bill that your insurance company does not
pay.

e If your claim is denied because of lack of coverage or because your insurance company does not pay for the
service rendered, you will be responsible for the entire balance on your account.

e You understand that regardless of the type of insurance coverage you may have, policies are a contract between
yourself and the insurance carrier.

e You understand that services rendered you are charged directly to your account and that you are ultimately
responsible for payment.

e Accounts more than 90 days past due will be considered for collections processing and any legal/collection fees
incurred will be your responsibility. There is a $5.00 fee added to your account each time we must rebill for
outstanding balances.

e  We require a 2 hour notice for cancellation of appointments. If you fail to give proper notice to cancel your
scheduled appointment, you will be charged $50.00.

e We accept cash, Visa, MasterCard, Discover, American Express and personal checks. Any returned checks will
be assessed a $20.00 fee. The amount of the check and the fee are to be repaid within two weeks. If two checks
are returned, we will no longer accept check payments, and you will be required to provide cash or credit card
payments brought directly to our office.

I acknowledge that by signing this financial policy, | understand and agree to all of the stated conditions as they apply.

Patient/Guardian Signature Date

Print Name

| Print Form |
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NOTICE OF PRIVACY PRACTICES FOR
MALLORY OSTEOPATHIC FAMILY PRACTICE

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND
DISCLOSED, AND HOW YOU CAN ACCESS THIS INFORMATION. PLEASE READ IT
CAREFULLY.

At Mallory Osteopathic Family Practice, we will always keep your healthcare information secure and
confidential. We are required by law to continue maintaining the privacy of your health information, also known as
“Protected Health Information” or PHI, to give you this notice and to comply with this notice.

Federal HIPPA Privacy Rule does not require your authorization prior to using or disclosing your health
information for TREATMENT, PAYMENT, or HEALTHCARE OPERATIONS.

The law permits us to use or disclose your PHI to those involved in your treatment. For example, a review of
your file by a specialist doctor or healthcare practitioner who may be involved in your care.

We may use or disclose your PHI for payment-related activities. For example, we may send a report of your
progress to your Insurance Carrier or to our business associates who perform claim-processing services for us. We
have a written contract with each business associate that requires them to protect your privacy.

We may also use or disclose your PHI for our normal health care operations. For example, one of my staff
will file or enter your information into a computer.

We may use your information to contact you. For example, we may want to call and remind you about your
appointments. If you are not home, we may leave this information on your answering machine or with the person who
answers the phone.

In an emergency, we may disclose your health information to a family member or another person responsible
for your care.

We may release some or all of your health information when required by federal, state or local law.

If this practice is sold, your PHI will become the property of the new owner.

Except as described above, this practice will not use or disclose your PHI without your prior WRITTEN
AUTHORIZATION. You may request in writing, at any time, that we not use or disclose your PHI as described above,
and you may revoke, at any time, a previously written authorization. We will let you know if we can fulfill your
request. Some areas and circumstances are mandated to us.

You have the right to know of any uses or disclosures we make with your PHI beyond the above normal uses.
You also have the right to ask us to limit how we use and disclose your PHI as long as the request does not conflict
with what we are required or authorized to do.

As we will need to contact you from time to time, we will use whatever address or telephone number you
prefer. You need to tell us your preference.

You have the right to see and receive a copy of your PHI, with a few exceptions. You must give us a written
request addressed to our Privacy Officer regarding the information you want to see. In certain situations, we may deny
your request. If we do, we will tell you in writing the reasons for the denial and explain your right to have the denial
reviewed. If you want a copy of your records, we will charge a reasonable fee for the copies. X-rays and similar test
results will be charged to you at our cost.

You have the right to request an amendment or change to your PHI if you believe that the information we
have is incorrect or incomplete. You must submit your request in writing addressed to our Privacy Officer. If you wish
to include a statement in your health file, please give it to us in writing. We may or may not be able to make the
changes you request. If we agree to an amendment or change, we will not remove or alter earlier documents, but will
add new information. If we deny the requested amendment, we will tell you in writing and instruct you how to submit
a statement of disagreement.

You have the right to transfer copies of your PHI to another practice. We will mail your files for you.

You have a right to receive a copy of this notice.

If we change any of the details of this notice, we will notify you of the changes in writing.

If you have any questions or comments about our privacy practices or want information or assistance
regarding your PHI privacy, please contact our Office Manager.

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary,
Department of Health and Human Services, 200 Independence Ave, SW, Room 509F, HHH Building, Washington
D.C., 20201. You will not be retaliated against for filing a complaint.

This notice goes into effect as of April 14, 2003.

Acknowledgement
I have received a copy of the Mallory Osteopathic Family Practice Notice of Privacy Practices.
Signed Print Name Date
If signing as a parent or guardian, please note the name of the patient
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A Mallory Osteopathic

@» family practice 1548 N. Boise Avenue
Patrick L Mallory, DO Loveland, CO 80538
Shari Lopez, PA-C Telephone: (970) 669-9245

Fax: (970) 669-9247

PATIENT AUTHORIZATION AND GUARANTEES

Assignment of Insurance Benefits
| authorize the payment of authorized benefits to be made directly to Patrick Mallory, DO or Mallory Osteopathic
Family Practice for any services that are reimbursable by Medicare or any third party sources.

Valuables
I understand that Patrick Mallory, DO/ Mallory Osteopathic Family Practice are not responsible for valuables and
personal property brought to the facility.

Medicare

| certify that the information given by me in applying for payment under Title XVII of the Social Security Act is
correct. | authorize any holder of medical or other information about me to release to the Social Security
Administration or its intermediaries or carriers any such information needed for this or a related Medicare Claim. |
request that the payment of authorized benefits be made on my behalf. | understand that | am responsible for any
health insurance deductibles and co-insurance.

Patient/Guardian Signature Date

Print Name

| Print Form |
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PATIENT CONTACT INFORMATION

The HIPAA privacy rule provides the patient with the right to request confidential
communications or that a communication of Protected Health Information (PHI) be made by
alternative means, such as sending correspondence to the individual’s office instead of to the
individual’s home

I wish to be contacted in the following manner (check ALL that apply):

[0 Home telephone
[0 OK to leave message with detailed information
[ Leave message with call-back number only.

[ Cell Phone
[0 OK to leave message with detailed information
[ Leave message with call-back number only.

O Work telephone
[ OK to leave message with detailed information.
[ Leave message with call-back number only.

[0 Written communication
[0 OK to mail to home address
[0 OK to mail to my work/office address
[0 OK to FAX to this number
[0 OK to email to this address

[ Other
[ OK to share information with the following person(s):

Patient Signature Date

Print Name Birthdate
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1
B2 Mallory Qsteopathic 1548 N. Boise Avenue
Patrick L Mallory, DO Loveland, CO 80538
Shari Lopez, PA-C Telephone: (970) 669-9245
Fax (970) 669-9247
Personal Medical History: Do you have or have you had any of the following:
3 High blood pressure 0 Diabetes I High cholesterol [0 Stroke
[T Heart attack [T Heart failure 1 Abnormal heart rhythm
0 Thyroid disorder [ Cancer (Specify: )
[T Blood clots in the legs or lungs 0 Asthma [ Emphysema I COPD
T Depression T Other psychiatric problem: ( )
I Alcohol or substance abuse: ( )
[0 Other: ( )
Females:
How old were you when you started having periods:
Are your periods regular: 1 Yes [l No (If no, please describe: )

How long do your periods last:

How long do you go between periods:

How old were you when you stopped having periods:
How many times have you been pregnant:

Have you ever had any abnormal PAP smears: 1 No [l Yes (If yes, please expand:

How many babies have you delivered: How many pregnancies have you lost:

Medications: Please list the medications that you are currently taking, including over-the-counter medicines.
Medication Dose How often do you take it

(Continue on reverse if needed.)

Allergies: [} Seafood/Shellfish O “Hay fever” [ Dust [ Pollen [ Grass
[ Cats [ Dogs [ Other: (please specify: )

Please list any medications that you are allergic to and what the reaction is that you have to them.
Medication Reaction

Patient’s Name & DOB: Date:






Surgical History: Please list all surgeries (operations) that you have had. (continue on reverse if needed)
Operation Date Hospital/Location

Family History: Please check the boxes if you have family members who have or have had the following:
(Indicate in the space what family member it is/was using M= Mother, F= Father, B= Brother, S= Sister, PGF= Paternal Grandfather,
MGM= Maternal Grandmother, MA= Maternal Aunt, PU= Paternal Uncle etc.)

T High blood pressure [T Diabetes

D High cholesterol D Stroke

[T Heart attack [T Heart failure

T Abnormal heart rhythm 1 Thyroid disorder

D Cancer (specify: )
[T Blood clots in the legs or lungs 1 Asthma

I Emphysema I cCoPD

0 Other

Social History:
What is your occupation:
Are you O Married [ Single O Divorced
Please list your family members below from oldest to youngest (continue on reverse if needed):

Spouse / Significant Other: (name) (age)
0 Son /T Daughter : (name) (age)
0 Son /T Daughter : (name) (age)
0 Son /[T Daughter : (name) (age)
0 Son /[T Daughter : (name) (age)
Do you live [ alone 0 with family (please circle the family members you live with or list them below)

Do you use or have you used tobacco I No [ Yes [ cigarettes [ cigars I smokeless [l pipe)
How many cigarettes do you smoke per day:
How long have you smoked / did you smoke:
How much smokeless tobacco do/did you use:
How long have you used / did you use smokeless tobacco:
Do you drink alcoholic beverages [ No 1 Yes (How many drinks per week )
Do you use or have you used “street drugs”:

Patient’s Name & DOB: Date:






3

Review of Systems: Please indicate if you have any of the following by checking the boxes (xI). Boxes left
empty are assumed to reflect an answer of “No, I do not have this.”

Consitutional: T Fevers T Drenching night sweats [T Chills T Swollen glands
Cardiovascular: [ Abnormal heart beat/palpitations 1 Chest pain

[0 Difficulty breathing 1 Swelling in the arms or legs
Heme: D Easy bruising [T Prolonged bleeding

Respiratory: 1 Shortness of breath[Jl Difficulty breathing [T Easily winded
I Cough I Wheezing

Gl: [ Constipation 1 Diarrhea [ Blood in your stool [T Heart burn
[T Difficulty swallowing T Incontinence of stool

Urinary: I Pain on urination 1 Blood in your urine I Abnormal urine stream
I Incontinence of Urine

Neurologic: [ Headaches [ Dizziness [ Numbness or tingling
[T Difficulty with memory or thought processes

Vision: [ Blurred vision I Double vision [T Loss of vision [0 Glasses/contacts

ENT: O Chronic runny nose [l Chronic nasal congestion T Itchy / watery eyes
1 Recurrent sinus headaches or infections

Musculoskeletal: Il Back pain I Neck Pain
3 Joint pain (specify: )
O Other pain:

Reproductive: 1 Pain with intercourse [l Inability to get / maintain an erection
1 Difficulty getting pregnant 1 Other:

Skin: [ Rash T Moles or pigmented spots that have changed T New skin lesions

Patient’s Name & DOB: Date:






Briefly describe your injury, pain, or the reason for your visit. (Continue on reverse if needed.)

PAIN DIAGRAM

Draw the location of your pain on the body outlines below. Use the appropriate colors to
denote the quality of the pain that you experience. Using a pen, draw all of the scars that
are on your body.

On ascale of 1 to 10, with 1 being little to no pain and 10 being the worst pain you can imagine, please
rate

A) The average intensity of your pain on a daily basis:

B) How intense your pain gets when it is at its worst:

Patient’s Name & DOB: Date:
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