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WELCOME TO

ADDRESS:
PHONE:

FAX:

HOURS:
AFTER-HOURS:

Dear

Thank you for trusting Baptist Health Medical Group with your care. Our team of physicians and staff are
committed to providing you with the most advanced care in a comfortable, healing environment. Our goal is
to make sure your visit goes as smoothly and pleasantly as possible.

Your appointment with is scheduled on at

Enclosed in this new patient packet are the following:
- Patient forms to be completed prior to your visit.
« Policies and procedures.

We want to do our best to ensure the timeliness of your visit. In order to do so, we ask that you please plan
to arrive 30 minutes prior to your scheduled appointment time so that our staff can complete your
registration. Additionally, we ask that you bring any applicable items listed below.

v Attached forms completed in full.

v Photo ID.

v Insurance cards.

v’ Medications and supplements (in their original bottles).

v’ Any payment you may have (copayment, coinsurance, prepay).

v’ Medical records from your previous primary care provider and/or your specialist.

We hope your experience at Baptist Health is a great one. Please feel free to call us at the phone number
listed above if you have any questions, feedback or concerns about our office. We are dedicated to resolving

your requests in a timely fashion, and strive to provide quality service and care to all our patients.

Sincerely,

Your Healthcare Team at Baptist Health Medical Group
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Please print legibly.
MEDICAL GROUP

Date:

Full Name: Date of Birth: SSN:
Age: Sex: Address:

City: State: Zip Code:

Home Ph: Work Ph: Cell Ph:
Email Address: Marital Status: Religion:

Ethnicity: UHispanic/Latino  Non-Hispanic/Latino
Race: UWhite [Black/African American Asian Native American/Alaskan

UNative Hawaiian/Pacific Islander
Preferred Language: Written Language: Needs Interpreter? UYes WNo
Do you have an Advanced Directive/Living Will? dYes UWNo
Do you have a Power of Attorney? dYes No
Special Accommodations (Select as many that apply): QHearing WVisual ~WSpeech
AOther
Are you a veteran? Yes WNo
Employment Status: AFull Time  QPart Time Not Employed QMilitary Duty  Self-Employed

UDisabled  QStudent Full Time QStudent Part Time  UWRetired

Employer: Ph:
Employer Address:
Primary Physician (First and Last name): Ph:
Referring Physician (First and Last name):
Emergency Contact: Relationship:

Ph:

Guarantor Information: (Information of person financially responsible)
dSame as patient-Skip to Insurance/Subscriber section

Guarantor Name: Relationship to Patient:
Address:

City: State: ____ Zip Code:

SSN: Sex: ___ Date of Birth:

Home Ph: Work Ph: Cell Ph:

Are you a veteran? Yes WNo

Employment Status: AFull Time  QPart Time dNot Employed QMilitary Duty  Self-Employed
WDisabled  WStudent Full Time  UStudent Part Time  URetired

Guarantor Employer: Ph:

Address:
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Insurance/Subscriber Information

Primary Insurance: Plan (E.g. PPO, HMO):

Member ID #: Claims Address:

Subscriber Name: Patient Relationship to Subscriber:
Group #: Subscriber SSN:

Subscriber Sex: __ Subscriber Date of Birth:

Subscriber Address:

Employment Status of Subscriber: Employer Name:

Ph: Address:

Secondary Insurance: Plan (E.g. PPO, HMO):

Member ID #: Claims Address:

Subscriber Name: Patient Relationship to Subscriber:
Group #: Subscriber SSN:

Subscriber Sex: _ Subscriber Date of Birth:

Subscriber Address:

Employment Status of Subscriber: Employer Name:

Ph: Address:
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Preferred Pharmacy: URetail Mail Order
Pharmacy Name: Phone:
Address:

City: State: __ Zip Code:

Current Medications
Please list all prescriptions & over-the-counter medications, herbal drugs and vitamins (include dose & frequency):

Name of Drug/Medicine Dosage | How many | Name of Drug/Medicine | Dosage | How many
/Vitamins (If known) Daily? /Vitamins (If known) Daily?
1 7.
2 8.
3. 9.
4. 10.
5. 1.
6. 12.

Please list any drug allergies below:

1.

2.

3.

4.

UN/A
Food and/or Other Allergies: (List all that apply.) Immunization/Vaccination: (Check to indicate and list
1. Latex: dYes WNo date received.)
2. Qinfluenza
3. WUPneumococcal
4. AShingles
5. WTetanus
6. UWRubella




Patient name:

Date of birth:

History of Present lllness
What is the main reason for today’s visit?
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When did your symptoms begin?
Are your symptoms getting worse?

Does anything trigger your symptoms?

Have you found anything that improves your symptoms?
Have you found things that make your symptoms worse?
Is there anything else you have found that is associated with your symptoms?

Have you noticed a pattern with your symptoms?
If you have seen any other doctor’s office for this problem, please list them below.

If you have had any test done for this problem, please list them below.

Have you been treated for this problem before? If so, how have you been treated?

Past Medical History: Check box if you have ever had the following:

WAllergies - Environmental
WAmyotrophic Lateral Sclerosis
UAneurysm

WAngina

WAnxiety/Panic Attacks
UArthritis
UAsthma/Emphysema
QAtrial Fibrillation

UBell's Palsy

UBladder Problems
UBleeding Disorder
UBlood Clotting Disorders
UBlood Disorders/Anemia
UBlood Transfusion (reaction: dYes No)
WBrain Tumor
WBowel/Stomach Problems
WCataracts/Glaucoma
UCancer/Type:

UCarotid Disease

UCarpal Tunnel

UCervical Spine Disease
UChanges in gait
WChronic Bronchitis
UCirrhosis

QColitis

WCongestive Heart Failure
UCOPD

WCoronary Artery Disease
WDeep Vein Thrombosis (DVT)
WDementia

WDepression

WDevelopmental Delay
UDiabetic Neuropathy
UDiabetes (Sugar)
WDiverticulitis
UDizziness
UEpilepsy/Seizures
WExposure to Toxins
WFainting
UFibromyalgia

UGall Stones

UGout

WFractures
WUHeadache - Cluster
WHeadache - Migraine
UHeadache - Tension
WHearing Loss

UHeart Attack

UHeart Failure

WHeart Murmur
UKidney Infections
UKidney Stones
UHepatitis/Liver Disease
WHigh Blood Pressure
QHIV/AIDS
QHyperlipidemia
UHypertension
Wintracranial Bleed
ULiver Disease

ULupus or Scleroderma
UMental lliness/Anxiety
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UMemory Loss
WMovement Disorder
WMultiple Sclerosis
UNeuropathy
WNeuromuscular Disease

WUNumbness/Tingling

QPeripheral Vascular Disease

QPacemaker
WPancreatitis
QPolio

WPositive TB Test
URheumatic Fever
USeizures
WShingles

USleep Apnea
QStroke

WSyncope

UThyroid Disease
aTIA
UThrombophlebitis
UThyroid Disease
UTrigeminal Neuralgia
UTuberculosis
QUlcers

WValve Replacements
UVRE/MRSA/C-Diff
WWalking Difficulty
UWeakness
UOther:
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Social History
Do you now, or have you ever used recreational drugs? dYes No If so, what kind?

How much per day? Per month?

When did you quit?

Alcohol: UNever UCurrent - drinks per week
Smoker: ANever UCurrent - type/start date

UFormer - date stopped

For how many years?

dFormer - date stopped

Packs per day

Smokeless tobacco/chewing tobacco: UNever

dFormer - date stopped

Vape/e-cigarettes: ANever Current - daily usage
Street drugs: UNever UType of drug
WFormer - date stopped

dCurrent - daily usage

Do you live alone or with family?

ACurrent - daily usage

UFormer - date stopped

Family History: List any significant illness in your immediate family members.

Indicate Family Member

Indicate Family Member

Arthritis Liver Disease
Aneurysm Mental lllness/Suicide
Ataxia Migraine Headaches
Alcoholism Multiple Sclerosis

Alzheimer’s Disease

Neurofibromatosis

Brain Tumor

Neuromuscular Disease

Chorea Neuropathy

Cancer/Type: Obesity

Diabetes Osteoporosis

Dementia Other Neurological Disease
Epilepsy Parkinson’s Disease

Heart Disease Suicide

High Blood Pressure Stroke

High Cholesterol

Thyroid Disease

Kidney Disease

Other:
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Date of birth:

Surgical History (including biopsies):
List all operations with approximate dates or age.
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Type When Location Doctor

1.

2.

3.

4.

5.

6.
Review of systems
Check the box if you are experiencing any of the following.
Constitution Eyes Endocrine Allergic/immunologic
QActivity change Discharge UCold intolerance JEnvironmental allergies
QAppetite change Qitching WHeat intolerance dFood allergies
QAChills QPain WPolydipsia dIimmunocompromised
QDiaphoresis dRedness QPolyphagia Neurological
QFatigue dPhotophobia WPolyuria ADizziness
QFever AVisual disturbance Genitourinary dFacial asymmetry

QUnexpected weight change

HENT
JdCongestion
dDental problem
ADrooling
Ear discharge
JEar pain
Facial swelling
dHearing loss
dMouth sores
INosebleeds
APostnasal drip
dRhinorrhea
ASinus pressure
ASneezing
dSore throat
ATinnitus
dTrouble swallowing
AVoice change
Skin

dColor change
APallor

dRash

dWound

Respiratory
JApnea

dChest tightness
AChoking
dCough
AShortness of breath
AStridor
AWheezing
Cardiovascular
AChest pain
dLeg swelling
dPalpitations
Gastrointestinal
JAbdomen distention
JAbdominal pain
JAnal bleeding
Blood in stool
JConstipation
ADiarrhea
ANausea
JRectal pain
AVomiting

UDifficulty urinating
WDyspareunia
WDysuria
WEnuresis

QFlank pain
UFrequency
UGenital sore
UHematuria
UMenstrual problem
QPelvic pain
QUrgency

WUrine decreased
WVaginal bleeding
WVaginal discharge
WVaginal pain
Musculoskeletal
UArthralgias
WBack pain

UGait problem
WJoint swelling
UMyalgias

WNeck pain
UNeck stiffness

JHeadaches
dLight-headed
ANumbness
ASeizures
ASpeech difficulty
ASyncope
JATremors
AWeakness
Hematologic
JAdenopathy
dBruises/bleeds easily
Psychiatric
JAgitation
dBehavior problem
dConfusion
(ADecreased concentration
ADysphoric mood
AHallucinations
QHyperactive
WNervous/anxious
ASelf-injury
ASleep disturbance
ASuicidal ideas
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MyChart

Patients who sign up for MyChart will have free access to their Baptist Health medical records.

Additional benefits of MyChart include the ability to schedule appointments, request prescription refills, and
send messages to your provider. To set up your account, provide your email address when registering for
your appointment, or go to: https://mychart.baptisthealth.com.

Billing

Baptist Health files your assigned insurance claims for you as an additional service. Please remember that
your insurance policy is a contract between you and the insurance company. You may need to contact your
insurance company to resolve payment disputes. Payment for services is your responsibility and will be
expected from you if insurance denies payment for services.

Patient Balances

Copayments (copays) are required the day of service. If your copay is not paid at the time of your visit,
your appointment may be rescheduled. Self-pay patients are required to pay the day of service as well. If
you have an outstanding balance, you will be expected to pay the balance, plus your copay or current visit
charges, prior to seeing the provider. Other payment arrangements may be made prior to a visit in some
circumstances. Outstanding accounts may be turned over to a collection agency.

Appointment Cancellation

Please give at least a 24-hour notice of cancellation by calling our practice. This will allow time for another
patient to be scheduled. Patients who have multiple, same-day cancellations or appointment no shows, may
be dismissed from the practice at the provider’s discretion.

Late Arrivals
Please call our practice as soon as you know you may be late. Depending on how late you arrive, you may be
worked in, or asked to reschedule your appointment.

Phone Messages

Please allow 24 hours for a return call. Phone messages may not be returned until the end of the day once
the last patient in the office has been seen. Phone calls are returned according to the urgency of a patient’s
medical situation. If you call us outside of clinic hours, your call will be sent to our after-hours line.

Referrals

Please allow up to five business days for scheduling referral appointments and outpatient procedures.
Urgent appointments will be scheduled as soon as possible. This amount of time is required to verify
insurance prior authorization requirements. If you need to change the appointment, you may contact the
referral office to reschedule. Please check with your insurance company to see if prior approval is needed, as
it is ultimately the patient’s responsibility to know their insurance coverage.

Prescriptions

Please allow a 48-hour notification for prescription refills. To ensure the correct prescription is called in to
the correct pharmacy, when leaving refill information, please specify your name and date of birth; the
medication name, dosage, directions, quantity of the medication; and the pharmacy’s name and phone
number. The prescription refill process may be different for certain prescription types.
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Test Results

The clinical staff will review results from labs or other tests when received by our practice. If anything needs
to be addressed immediately, you will be notified by phone. If you have not heard anything after two weeks,
please call our practice to check the status of your results.

Medical Records

You are entitled to one free copy of your medical records. Once a valid release is on file, please allow 30
days for the request to be processed. After the free copy, a charge of $1 per page applies. Requests by
outside parties, such as an attorney, will be sent once a valid release and fee are received.

Documentation Requests

There may be a fee for documentation services. Such services include completing FMLA forms, life
insurance forms, and letters written on behalf of the patient. Payment must be made before documentation
is completed. The practice can provide an estimate of the fee based on your specific paperwork needs.

Patient Updates

Please be sure to notify us of any address and/or phone changes so that we can communicate your health
status with you.
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Sign up for MyChart

Baptist Health’s Patient Portal

To activate MyChart, you will need:

- Activation code
- Your date of birth
- Last four digits of your Social Security Number

You will likely receive an activation code in the “MyChart Signup” section of your After Visit
Summary, which you receive after visiting a Baptist Health facility. You can also call the MyChart
Help Desk at 1.844.764.7820 to get an activation code. The Help Desk will send a code via email or

letter. Regardless of how you receive the activation code, the sign-up process is the same.

Once you have your activation code in hand, follow these steps to sign up:
1. Go to the MyChart website at MyChart.BaptistHealth.com.
2. Click the “Sign up Now” button.

3. Enter the activation code, the last four digits of your Social Security Number and your birthdate.

4. Click “Next.”

5. Enter a user username, password and security question.

6. Click “Next.”

7. Enter your email address for notifications (or select “no” if you do not wish to receive).
8. Click “Sign in.”

9. Accept terms and conditions.

10. You're now signed up for MyChart!

If you don’t have an activation code, follow these directions to obtain one:
1. Go to the MyChart website: MyChart.BaptistHealth.com

2. Click the “Sign up online” button in the right-hand column.

3. Fill out the form to request your activation code online.

4. Click “submit.”

5. The MyChart Help Desk will contact you with an activation code via email or letter.
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