Central Ozarks Medical Center
i e MAES MEDJCRE CENTES If you need help filling out this form, please let us know.

c @ M c PATIENT REGISTRATION

EBEH SEHOOL QUNIE— (Please Print)
Today’s Date: COMC Medical Provider: COMC Dental Provider:
PATIENTINFORMATION
Patient’s First Name: Middle Initial: Last Name: Social Security Number: Birth Date: Age: Sex:
(optional)
[ oMAQF

Street Address: City: State: Zip Code:
Mailing Address: ] same as above Marital Status: Q Separated

Q Married Q Single

Q Divorced Q Other:
Email Address: Home Phone Number: Cell Phone Number: Work Phone Number:

( ) ( ) ( )

May "‘(’je text you for appointment Preferred Pharmacy: Preferred method of contact for reminder calls and messages:
reminders:
QYes O No o Cell o Home o Work
O Parent/Guardian OR 0O Emergency Contact | Address: O Sameasabove Primary Phone Number:
Name:
Number: ( )

Does the patient have any problems with: O Vision 0O Hearing O Reading O Speaking Explain:

MEDICAL INSURANCE INFORMATION

(Please give your insurance card to the receptionist)

Person responsible for bill: Birth date: Address (if different): Primary Phone Number:

/ / ( )
Occupation: Employer: Employer Phone Number:

( )
Patients relationship to subscriber: O Self QO Spouse QA Chid QO Step Child Q Other
Primary Medical Insurance: O Medicare O Medicaid O Blue Cross Blue Shield ' Q Cigna Q Other:
Subscriber’s Name: Subscriber’s SSN: Birth Date: Policy #: Group #: Co-Payment:
[ $

Name of Secondary Medical Subscriber’s Name: Subscriber’s SSN: Birth Date: | Policy #:

Insurance (if applicable):
/ / | Group #:

DENTAL INSURANCE INFORMATION

(Please give your insurance card to the receptionist)

Primary Dental Insurance: Subscriber’s Name: Subscriber’s SSN:

Policy #: Group #: Subscriber’s Birth Date: / /

If you are enrolled in Medicare, please provide HIC number and sign below

I request payment of authorized medical benefits be made to Central Ozarks Medical Center, and also authorize any
holder of medical information about me to release to the above named Medigap insurer any information needed to
determine benefits payable for services from this provider.
HIC Number:

Signature: Date:

The above information is true to the best of my knowledge. I authorize assignment of benefits for services received to be paid directly to
Central Ozarks Medical Center. I understand that I am financially responsible for any balance. I also authorize COMC or my insurance
company to release any information required to process my claims.

Signature: Date:
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Circle of Care: Please list names of ALL providers who are treating you, including -

Behavioral Health, Dentists, and Specialists

Name:

Specialty:

Phone:

1)

2)

3)

Information requested below is for statistical purposes only. Please answer to the best of your ability.

Sex Assigned at Birth:

Gender Identity:

Sexual Orientation:

o Male 0 Male O Lesbian or Gay
o Female o Female O Heterosexual (straight)
Race: o Transgender Man O Bisexual
(Select ALL that Apply) 0 Transgender Woman o Other

o American Indian/Alaska Native

O Asian

O Asian Indian

o Chinese

o Filipino

O Japanese

o Unknown o Don't Know
o Other 0 Chose Not to Disclose
0 Chose Not to Disclose o Unknown

Ethnicity: Education:

O Korean

O Hispanic or Latino

Current Student: o Yes 0O No

o Viethamese

o Other Asian

o Mexican/Mexican American/
Chicano

Highest Level of Education:

o Black/African American

O Puerto Rican

o Not yet in School

o Native Hawaiian

o Other Pacific Islander

0 Other Hispanic, Latino or
Spanish Origin

o Pre-School / Kindergarten

o Grade School

o Guamanian or Chamorro

o0 Non-Hispanic or Latino

o Middle School

o High School

O Samoan

o White

Housing Status:

Are you currently:

O Homeless Shelter

Have you ever served in the
Military or Armed Forces?
(This includes: Air Force, Army,
Coast Guard, Marines, Navy,
National Guard, or Reserves)

0 High School Degree / GED

o Didn’t complete High School

o Technical / Trade School

0 Some College

o College Graduate

Employment Status:

o Full-Time o Part-Time

o Transitional Housing OYes oNo

o Doubling Up COMC is my

O Street Primary Medical Home
O Permanent Supportive Housing oYes oONo

o Migrant Worker

o Other (Own / Rent)

COMC Services Utlized:

0O Seasonal Migrant Worker

o Unknown

o Behavioral Health

0 Currently Unemployed

Primary Language:

o Dental

O Disabled

O English

o Medical

How did you hear about us?

O Spanish

O Russian

o Ukrainian

o | would like more
information about COMC

o Employee / Friend

o Newspaper/TV/Radio

o Social Media

o Other:

| am using COMC today
for an urgent need:

o Special Event

Are you interested in seein
if you qualify for Medicaid?

oYes oONo

o Website

o Other:

oYes 0ONo

Household Size:

Household Income:
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CENTRAL OZARKS MEDICAL CENTER

CeEMC

HDEH SEHoeL GUIE——

Sliding Fee Discount Program Eligibility is based solely on Family Size and Income

Central Ozarks Medical Centers
Sliding Fee Discount Schedule
Effective February 7, 2024

Office Fee Per Visit

Medical $30 $40 $60 $80 Full Fee
Behavioral
Health $30 $40 $60 $80 Full Fee
Dental $30 *Tier 1 - $40 *Tier 1 - $60 *Tier 1 - $80 Full Fee
(per procedure) **Tier 2 - 30% of Charges | **Tier 2 - 40% of Charges **Tier 2 - 50% of Charges
Hospital
(per day) $30 $40 $60 $80 Full Fee
Tier 1 - $100.00
Surgery Tier 2 - $300.00 40% of Charges 60% of Charges 80% of Charges Full Fee
Tier 3 - $500.00
Federal Poverty Guidelines (2024)
v Si Level A Level B Level C Level D Level E
Family Size (0-100% PFG) (101-133% PFG) (134-166% FPG) (167-200% FPG) (Above 200% FPG)
1 S0 - $ 15,060 $15,061 - $ 20,030 $20,031 - $ 25,000 $25,001 - $ 30,120 $30,121 and Above
2 1] - $ 20,440 $20,441 - $§ 27,185 $27,186 - $ 33,930 $33,931 - $ 40,880 $40,881 and Above
3 1] - $ 25,820 $25,821 - $ 34,341 $34,342 - $ 42,861 $42,862 - $ 51,640 $51,641 and Above
4 S0 - $ 31,200 $31,201 - $ 41,49% $41,497 - $ 51,792 $51,793 - $ 62,400 $62,401 and Above
5 S0 - $ 36,580 $36,581 - $§ 48,651 $48,652 - $ 60,723 $60,724 - §$ 73,160 $73,161 and Above
6 S0 - $ 41,960 $41,961 - $ 55,807 $55,808 - $ 69,654 $69,655 - $ 83,920 $83,921 and Above
7 S0 - $ 47,340 $47,341 - $ 62,962 $62,963 - $ 78,584 $78,585 - $ 94,680 $94,681 and Above
8 S0 - $ 52,720 $52,721 - $ 70,118 $70,119 - §$ 87,515 $87,516 - $ 105,440 | $105,441 and Above
9 o more Add $5,380 for each Add $7,155 for each Add $6,514 for each Add $8,931 for each Add $10,760 for each

additional member

additional member

additional member

additional member

additional member

*Tier 1 Services - Includes preventative care services such as new patient/recall exams, x-rays, polishing and fluoride*

**Tier 2 Services - Includes (but not limited to) restorative care services such as fillings, extractions, deep cleanings, or prosthetic devices
(such as crowns, partials and dentures)**

Revised 2/7/2024
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Patient Medical History

Allergies: 0O NKDA (No Known Drug Allergies)

Medications: O I do not take any medications

Have you ever had an adverse reaction to Anesthesia? [ Yes [ No
If yes, please explain:

Do you, or have you ever taken Bisphosphonate (medication used for bone loss)? O Yes [ No
If yes, which one?

Yes | No Yes | No Yes | No
Heart Inflammation Anemia Hepatitis A, B, C
Artificial Heart Valve Bleeding Disorder AIDS
Heart Murmur HIV Infection
Heart Trouble Seizures Tuberculosis / TB
Stroke Autism Hip / Knee Replacement
High Blood Pressure Alzheimer's / Dementia Arthritis
U B Bd 0
Liver Problems Diabetes Cancer |
Kidney Problems Mental Health Pregnant |
Thyroid Problems Immune System Breastfeeding
Taking Phentermine |

If you answered yes to any of the above, please explain:

Do you have any pertinent family medical history? ( i.e.. Cancer, Autoimmune Disorder, etc.):
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CENTRAL OZARKS MEDICAL CENTER

CeGMC

EHIDSH STHYeL GUIE—

HIPAA Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose
Protected Health Information (PHI).

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by
your signature that you have reviewed our notice before signing this consent. The terms of the notice
may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your PHI is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this
agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the
use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your PHI and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However,
such a revocation will not be retroactive.

By signing this form, I understand that:

e PHI may be disclosed or used for treatment, payment, or healthcare operations.

e The practice reserves the right to change the privacy policy as allowed by law.

e The practice has the right to restrict the use of the information but the practice does not
have to agree to those restrictions.

e The patient has the right to revoke this consent in writing at any time and all full
disclosures will then cease.

e The practice may condition receipt of treatment upon execution of this consent.

May we leave a message on your answering machine at home or on your cell phone? O Yes

Below, please list the individuals you consent for COMC to share your health record:

Name: Relationship: Phone #:

O No

Signature: Date:

Witness: Date:




CENTRAL OZARKS MEDICAL CENTER

CeGMC

ScHoGL e ——

Be proactive
COMC's Patient Portal i

Consent for Patient Portal

in the management of your healthcare!
s a secure, web-based, self-service portal that provides

on-line interaction between our patients and our practice.
Our Patient Portal allows you to submit requests for refills, referrals, view lab results,
send messages to your care team, view current and past statements, and much more!
Fill out this form to gain access to your Portal TODAY!

The portal is not to be used to communicate urgent or emergency issues.

Patient Name:

DOB:

Signature of Patient or Guardian:

Relationship to patient:

Email address:

Cell phone number:

Okay to text: o Yes o No

I would like to Opt-Out of Paper Statements, I understand by Opting-Out, I will receive my

statements via the Patient Portal

and not by US Mail: o Yes o No

Notice of Health Information Exchange Participation

COMC may participate in one or more health information exchanges (HIEs) and may electronically
share your medical information for treatment, payment, health care operations, and other
authorized purposes, to the extent permitted by law, with other participants in the HIEs. HIEs
allow your health care providers, health plan, and other authorized recipients to efficiently access
medical information necessary for your treatment, payment for your care, and other lawful
purposes. The types of medical information that may be shared through HIEs, includes, but is not
limited to: diagnoses, medications, allergies, lab test results, radiology reports, health plan
enroliment and eligibility. Such information may also include health information that may be
considered particularly sensitive to you, including: mental health information; HIV/AIDs information
and test results; genetic information and test results; STD treatment and test results, and family
planning information. The inclusion of your medical information in an HIE is voluntary and
subject to your right to opt-out. If you do not opt-out, we may provide your medical information
in accordance with applicable law to the HIEs in which we participate. More information on any HIE in
which we participate and how you can exercise your right to opt-out can be found at: www.mhc-
hie.org or you may call us at (877) 406-2662. If you choose to opt-out of data-sharing through
HIEs, your information will no longer be shared through an HIE, including in a medical
emergency; however, your opt-out will not modify how your information is otherwise accessed
and released to authorized individuals in accordance with the law, including being transmitted
through other secure mechanisms (i.e., by fax or an equivalent technology).
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CENTRAL OZARKS MEDICAL CENTER

CeGMC

ScHoGL e ——

Consent to Obtain External Prescription History

By authorizing Central Ozarks Medical Centers (COMC), and its affiliated providers, you allow us to view your external
prescription history via our electronic medical records system (eClinical Works). This will allow your provider to have
information regarding medications you're taking in order to minimize adverse drug reactions. By accepting this
consent you understand that prescription history from multiple unaffiliated medical providers, insurance companies,
and pharmacies may be viewed by my provider and authorized staff, and it may include prescriptions back in
time for several years. This consent will remain in effect until the day you revoke your consent. You may revoke this
consent at any time in writing but if you do, it will not have an effect on your treatment.

By signing this consent form you are agreeing that COMC, and its affiliated providers can request and use your
prescription medication history from other healthcare providers, insurance companies, and pharmacies.

My signature certifies that I read and understand the scope of my consent and that I authorize access.

Signature of Patient or Legal Guardian Date

Print Patient’s Name Patient’s Date of Birth

Print Legal Guardian’s Name, if applicable

About Our Notice of Privacy Practices

We are committed to protecting your personal health information in compliance with the law.
Our Notice of Privacy Practices detail the following:

Our obligation under the law with respect to your personal health information.

How we may use and disclose the health information that we keep about you.

Your rights relating to your personal health information.

Our rights to change our Notice of Privacy Practices.

How to file a complaint if you believe your privacy rights have been violated.

The conditions that apply to uses and disclosures not described in this notice.

To receive a copy of the Notice of Privacy Practices, please ask registration or visit www.centralozarks.org We are
required by law to obtain your written acknowledgment that you are aware of this notice and have been provided an
opportunity to obtain a copy.

Patient Acknowledgment of Receipt

I, , hereby acknowledge that I have been
prowded an opportunity to obtain a copy of the Notice of Privacy Practices and Notice of
Health Information Exchange Participation.

Signature of Patient, Guardian, or Power of Attorney:

Date:
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