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Patient Registration

Name (Last) (First) (MI)
SSN Date of Birth Marital Status . M_ S D W
Address Sex _ M _F
City State Zip Home Phone #( )
Cellular Phone #( ) Daytime Phone #( )
Employment Information
____Employed ___ Disabled ____Unemployed ___Retired ____Self Employed ____ Student
Employer Name:
Address: City
State Zip Employer Phone #( ) Ext.
Spouse or Parent Information
Name Relationship to Patient
____Employed ___ Disabled ____Unemployed ___Retired ____Self Employed ____ Student
Date of Birth SSN Daytime Phone # ( )
Employer Name
City State Zip Work Phone # ( )
Current Family or Referring Physician
Physician Name Office Phone# ( )
Address City
State Zip Apprx. Date of your last visit

Pharmacy Name

Pharmacy Address

City

Pharmacy Information

Phone # ( )

State

Zip




Name

Emergency Contact Information

Relationship

Home Phone # ( )

Cell Phone # ( )

Primary Insurance Carrier

Insurance Information

Insurance Company

Claims Address

City

State Zip

Customer Service Phone # ( )

Insured Party’s Name

Relationship to Patient

Insured Party’s Address

City

State Zip

Insured Party’s Date of Birth

Secondary Insurance Carrier

Insurance Company

Claims Address

State Zip

Insured Party’s Name

Insured Party’s Address

State Zip

Insured Party’s Date of Birth

Insured Party’s Home Phone # ( )
Insurance |ID# Group #
City
Customer Service Phone # ( )
Relationship to Patient
City
Insured Party’s Home Phone # ( )
Insurance |ID# Group #

Freekkeekkk Assignment of Insurance Benefitg*rxsxrrkx - *
| hereby authorize direct payments of medical benefi  ts to Diabetes & Endocrinology Center of Ohio,
LLC for services rendered by them in person or unde r their supervision. | understand that by signing
this form, | am financially responsible for payment of any balances due.
**********Consent to Treatment********* *
| hereby authorize treatment by the physician and st aff as they deem medically necessary for
conditions they have diagnosed.

Signature Date
FAILURE TO COMPLETE ALL INFORMATION MAY RESULT IN PATIENT BEING BILLED DIRECTLY FOR
SERVICES.



Office and Financial Policy

All co-pays are due prior to treatment. It is your responsibility to know what your co-pay is. If you do not have your co-
payment, it may be necessary to reschedule your appointment. Financial responsibility is determined only by patient
registration forms. The responsible party agrees to pay any amounts not covered by insurance within 30 days of billing.
Failure to keep your account current may result in suspension of treatment or the termination of the patient/physician
relationship. Unpaid accounts will be sent to a collection agency for collection and may be assessed a 35% service
charge. We accept cash, check, debit cards, Mastercard®©, Visa®©, and Discover®©.

All non insurance patients, ie; cash patients, must pay for their visits at the time of service. Please contact the office
manager prior to your visit if you have any questions or need to set up a payment agreement.

As a courtesy we file primary insurance claims. Remember your insurance contract is between you and your insurance.
We cannot guarantee that your insurance plan accepts this office as a participating provider; therefore, they may or may
not pay for services rendered in this office. It is your responsibility to check with your insurance company to see if our
physician is covered under your plan. All insurance companies do not carry the same benefits; therefore, you are
responsible to know what your insurance does or does not cover and if and when you need a referral. You must

provide us with your insurance card at each visit i f you want us to bill your insurance company . Please be sure
to inform us any time you have a change in your insurance company or benefits.

Under special circumstances, payment arrangements may be made with our Billing Office. If upon receipt of statement
you are unable to pay the entire amount, please contact the Billing office immediately to discuss payment
arrangements. Our billing manager Kelley can be reached at 614.764.0707.

All laboratory specimens will be sent to LabCorp, Inc. for processing unless otherwise specified. It is your responsibility
to notify the staff if your insurance company requires that specimens be sent to a different laboratory.

Please notify us as soon as possible any time you need to reschedule or cancel an appointment. Failure to show or
cancel appointments may result in being dismissed from this practice. Since we strive to be on time for appointments, if
you are more than 15 minutes late for an appointment, you may be asked to reschedule.

It is the policy of Diabetes & Endocrinology Center of Ohio, LLC to keep your medical records confidential. You will be
asked to sign a release of records form whenever you wish to have something copied from your medical chart. If you
call in for test results, you may be asked to give your social security number to verify your identity to maintain
confidentiality. A copy of this signed policy is available to the patient at any time free of charge.

| have read, and understand the policies of this practice.

Patient or Authorized Representative Signature Date



Diabetes & Endocrinology Center of Ohio, LLC
7281 Sawmill Rd Suite 100
Dublin, Ohio 43016
614.764.0707

Privacy Notice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Policy describes how we migg and disclose your protected health informafdl) to carry out treatment, payment or
health care operations (TPO) and for other purpthedsare permitted or required by law. It alsoatib®s your rights to access and control your
protected health information. “Protected Healttotniation” is information about you, including demaghic information, that may identify

you and that relates to your past, present, ordyphysical or mental health or condition and eslatealth care services.

Uses and Disclosures of Protected Health Informatio

Your protected health information may be used aadased by your physician, our office staff, artders outside of our office that are
involved in your care and treatment for the purpafseroviding health care services to you, to paynhealth care bills, to support the operatiol
of the physician’s practice, and any other useirediby law.

Treatment: We will use and disclose your protected healfbrimation to provide, coordinate, or manage youwlthecare and any related
services. This includes the coordination or manageraf your health care with a third party. Forrepée, we would disclose your protected
information as necessary, to a home health agératyptovides care to you. For example, your pretkbiealth information may be provided to
a physician to whom you have been referred to ernthat the physician has the necessary informadialiagnose or treat you.

Payment Your protected health information will be usednegded to obtain payment for your health caresesvFor example, obtaining
approval for a hospital stay may require that yelgvant protected health information be disclasetihe health plan to obtain approval for the
hospital admission.

Healthcare Operations We may use or disclose, as needed, your pratdetelth information in order to support the busiactivities of your
physician’s practice. These activities include, &gt not limited to, quality assessment activiteaployee review activities, training of medical
students, licensing, and conducting or arrangimgtber business activities. For example, we magldse your protected health information to
medical school students that see patients at digeofn addition, we may use a sign-in sheet atrégistration desk where you will be asked to
sign your name and indicate your physician. We alag call you by name in the waiting room when yplysician is ready to see you. We
may use or disclose your protected health inforomatas necessary, to contact you to remind yowof gppointment.

We may use your protected health information inftlewing situations without your authorizationh@se situations include: as required by
law public health issues as required by law, conipalle diseases, health oversight, abuse or negleotl and Drug Administration
requirements; legal proceedings; law enforcememgreers; funeral directors and organ donation,ame$e criminal activity; military activity
and national security, and workers compensation.

Required Uses and Disclosures: Under the law, w&t make disclosures to you and when required bgtuweetary of the Department of
Health and Human Services to investigate or detexraur compliance with the requirements of sectie4.500.



Other Permitted and Required Uses and Disclosuilebavmade only with your consent, authorizatigropportunity to object unless required

by law.

Your Rights: The following is a statement of your rights withspect to your protected health information.

1.

You have the right to inspect and copy your prote@d health information. Under Federal law, however, you may not inspect o
copy the following records: psychotherapy notefrimation compiled in reasonable anticipation efuse in, a civil, criminal, or
administrative action or proceeding, and protetiealth information that is subject to law that pbitis access to protected health
information.

You have the right to request a restriction of yourprotected health information. This means you may ask us not to use or disclos
any part of your protected health information fog purposes of treatment, payment, or healthcagetipns. You may also request
that any part of your protected health informatiah be disclosed to family members or friends wtay nibe involved in your care or
for notification purposes as described in this btf Privacy Practices. Your request must staespiecific restriction requested and
to whom you want the restriction to apply. Your pityan is not required to agree to a restrictiat ffou may request. If the physician
believes it is in your best interest to permit aimd disclosure of your protected health informatiaur protected health information
will not be restricted. You then have the rightise another healthcare professional.

You have the right to request to receive confidersi communications from us by alternative mean or aén alternative location
You have the right to obtain a paper copy of tlisage from us, upon request, even if you have afjte@ccept this notice alternatively
(i.e. electronically).

You have the right to have your physician amend yauprotected health information. If we deny your request for amendment, you
have the right to file a statement of disagreemétiit us and we may prepare a rebuttal to your state and will provide you with a
copy of such rebuttal.

You have the right to receive an accounting of cesfn disclosures we have made, if any, of your protéed health information.

We reserve the right to change the terms of thik@@and will inform you by mail of any changes.rthen have the right to object of withdraw
as provided in this notice.

Complaints

You may complain to us of the Secretary of Healtti Buman Services if you believe your privacy rightive been violated by us. You may
file a complaint with us by notifying our privacymtact of your complainiVe will not retaliate against you for filing a comphint.

This notice was published and becomes effect oorbefpril 14, 2003

We are required by law to maintain the privacyaoiy provide individuals with, this notice of oug# duties and privacy practices with respect
to protected health information. If you have anjechons to this form please ask to speak withiii#AA Compliance Officer in person or at
our main phone number.



Diabetes & Endocrinology Center of Ohio, LLC
7281 Sawmill Rd. Suite 100
Dublin, Ohio 43016
614.764.0707

PRIVACY NOTICE ACKNOWLEDGEMENT

| acknowledge that | have received a copy of the Privacy Notice ftwe@is & Endocrinology Center of Ohio, LLC.

Privacy Notice Revision Date: April 14, 2003

Patient or Personal Representative Signature Date

Personal Representative Relation to Patient

ABOVE — PATIENT OR PERSONAL REPRESENTAIVE USE ONLY
BELOW- PROVIDER USE ONLY

DOCUMENTATION OF GOOD FAITH EFFORT

The patient identified was provided with a copy of the Provider’'s Privacy Noticesodatd. A good faith effort was
made to obtain a written acknowledgement of the patient’s receipt of the Pigticg. However acknowledgement ha:
not been obtained because:

____Patient refused to sign the Privacy Notice Acknowledgment.

Patient was unable to sign because:

There was a medical emergency. Provider will attempt to obtain acknowledggment
soon as practical.

Other reasons, described below:

Patient Name Date

Employee Signature Date



Important Information Regarding Appointments

We welcome you to Diabetes & Endocrinology Center of Ohio. At DECO, we strive itteprav patients with quality
care. It is our goal to see patients at their scheduled appointment time to allow the patienttttieengh the
physician. Therefore, we adhere to a strict appointment policy.

DECO Appointment Policy

If an established patient is more than 15 minutes late for an appointmenthey must reschedule. If the patient
would like to wait for an available opening on the same day, they are welcome buistnot a guarantee that they
will be seen.

Any established patient that does not call to cancel their appointmeistt least 1 hour prior to their scheduled time
will be assessed a no show fee of $25.00. This fee must be paid prior to any o#pgointments.

Established patients that do not fulfill their requirements prior to their next visit, ie: future lab work, recording
blood glucose values, may be asked to reschedule their visit. If you are unable &zf your obligations we ask that
you notify the office in advance so that arrangements can be made.

Patient Signature: Date:

Print Name:




Patient History Questionnaire

Patient Name: Date:

Marital Status S M W D Occupation:

History of Present lliness — What are you being seen for today?

Current Medication
Please list all prescribed medications along with any over the counter dbdlenedications

Medication Strength/Dose Times per day

(Please attach a separate sheet if additional space is needed.)

Allergies or Sensitivities to Medicationgexample: Penicillin — Rash) No Know Drug Allergies

Name of Medication Reaction

Surgeries & Hospitalization
Please list all surgeries & hospitalizations

Year Hospitalization Surgery




Patient & Family Medical History - Pleasemark yes or no for each question.

*** Please indicate maternal or paternal relationship***

Diabetes = Typel  Type 2
Hypoglycemia

Hypothyroidism

Hyperthyroidism

Pituitary Disorders/Tumors
Adrenal Disorders

Coronary Artery Disease
Congestive Heart Failure
Hypertension

High Cholesterol

Cancer Type:
Asthma/Lung Disease
Depression

Stroke

Social History

Do you currently smoke?

Do you use other forms of tobacco?
Do you drink alcohol?

Do you use street/recreational drugs?
Are you on a special diet?

Do you exercise?

Patient

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

No

Yes

Yes

Yes

Yes

Family Relation to patient
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No
No Yes No

No If yes how many cigarettes per day

Cigar Pipe Chew

No If yes how often?

No

No If yes please explain

No If yes please explain

| certify that the information given on this questionnaire is filled out to the besy ability. | understand that the staff
of DECO, LLC will review my history with me at the initial exam.

Signature

Date

For office use only: reviewed and entered into ECWYes No Initials



