THOMPSON SURGICAL ASSOCIATES, INC.
JEFFREY H. THOMPSON, M.D.

General, Vascular and Laparoscopic Surgery

317 Medical Center Drive S.W. = Fort Payne, AL 35968
Telephone: (256) 845-3336

Date Home Phone
Cell Phone
Patient Information Email Address
Name Soc. Sec. #
Last Name First Name Initial
Mailing Address
City State Zip
Sex Male/Female Age Birth date Marital Status Race/Ethnicity
Employer Occupation
Business Address Business Phone
Whom may we thank for referring you? Phone
In case of emergency who should be notified? Phone
Closest friend or relative not living in your household Name Phone
May we leave messages concerning your health information on your answering machine? Yes/ No
Primary Insurance
Person Responsible for Account
Last Name First Name Initial
Relation to Patient Birth date Soc. Sec. #
Address (if different from patient's) Phone
City State Zip
Employer Occupation
Business Address Business Phone
Insurance Company
Contract # Group # Subscriber #

Additional Insurance
[s patient covered by additional Insurance?  Yes/No

Subscriber Name Relation to Patient Birth date
Address (if different from patient's) Phone

City State Zip
Employer Business Phone
Insurance Company Soc. Sec. #

Contract # Group # Subscriber #

Assignment and Release

I, the undersigned certify that I (or my dependent) have insurance coverage with

Name of Insurance company
and assign directly to Thompson Surgical Associates, Inc. all insurance benefits, if any, otherwise payable to me for services rendered.

[ understand that I am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release
all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship Date

Registration Form Medical Systems 539-7320  50058-1258



(Confidential)

Patient Name Today's Date

Date of last physical examination

What is your reason for visit?

Check (v) symptoms you currently have or have had in the past year,

Symptoms

GENERAL GASTROINTESTINAL EYE, EAR, NOSE, THROAT MEN only
[ Chills O Appetite poor O Bleeding gums [0 Breastlump
O Depression [ Bioating [0 Blurred vision [ Erection difficulties
[ Dizziness O Bowel changes [0 Crossed eyes O Lump in testicles
O Fainting O Constipation O Difficulty swallowing O Penis discharge
O Fever O Diarrhea O Double vision O Sore on penis
O Forgetfulness O Excessive hunger O Earache O Other
O Headache [0 Excessive thirst O Eardischarge
O Loss of sleep O Gas O Hay fever i WOMEN only
O Nervousness O Hemorrhoids O Hoarseness [0 Abnormal Pap Smear
O Numbness O Indigestion O Loss of hearing [0 Bleeding between periods
O Sweats O Nausea O Nosebleeds O Breastlump
O Rectal bleeding O Persistent cough O Extreme menstrual pain
MUSCLE/JOINT/BONE O Stomach pain O Ringing in ears [O Hot flashes
Pain, weakness, numbness in: [ Vomiting [ Sinus problems [ Nipple discharge
O Arms O Hips O Vomiting blood [0 Vision - Flashes O Painful intercourse
O Back O Legs O Vision - Halos O Vaginal discharge
O Feet O Nec.::k CARDIOVASCULAR O Other
O Hands [ Shoulders O Chest pain SKIN Date of last
O High blood pressure O Bruise easily Menstrual period
GENITO-URINARY O Irregular heart beat O Hives Date of last
O Blood in urine O Low blood pressure O Itching Pap Smear
O Frequent urination O Poor circulation O Change in moles Date of last
O Lack of bladder control [0 Rapid heart beat O Rash Mammogram o
O Painful urination O Swelling of ankles O Scars Are you pregnant?
O Varicose veins O Sore that won't heal Number of children
L
CO‘ndbt!:O'l’lé’ Check () conditions you currently have or have had in the past year.
O AlDs O Chemical Dependency O High Cholesterol O Prostate Problem
[0 Alcoholism O Chicken Pox O HIV positive O Psychiatric Care
O Anemia O Diabetes O Kidney Disease O Rheumatic Fever
O Anorexia O Emphysema [ Liver Disease [0 Scarlet Fever
O Appendicitis O Epilepsy O Measles O Stroke
O Arthritis O Glaucoma O Migraine Headaches O Suicide Attempt
O Asthma O Goiter [0 Miscarriage O Thyroid Problems
O Bleeding Disorders O Gonorrhea O Mononucleosis O Tonsilitis
O Breast Lump O Gout O Multiple Sclerosis O Tuberculosis
O Bronchitis [0 Heart Disease O Mumps [0 Typhoid Fever
O Bulimia O Hepatitis [0 Pacemaker O Ulcers
O cancer O Hernia O Pneumonia O Vaginal Infections
O Cataracts O Herpes O Polio [0 Veneral Disease

Medicationsy

List medications you are currently taking.

:
fg\

Pharmacy Name Phone

HWWVHWOY)/ PLEASE TURN OVER

MEDICAL SYSTEMS (256) §30.7320




- -
FW H Wtoy:y Fill in health information about your family.

; 3 : Check if, bl i d ing:
Relation s State of | Age at s Dot () if, your blood relatives had any of the following
Health | Death Disease Relationship to you
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brothers Cancer

Chemical Dependency

Diabetes

Heart Disease, Strokes

Sisters High Blood Pressure

Kidney Disease

Tuberculosis

Other

Have you ever had a blood transfusion? OCOMPMDOML Healﬂl/ Hal)":t;”

Check (v ) which substances you use and

O ves O No f;:if::n(;) if, your work exposes you to the describe how much you use.
If yes, please give approximate dates. Caffeine
Stress Hazardous Substances Tobacco
Heavy Lifting Other Drugs
Occupation Other

Medical Problems

Swrgeries

Surgeries Date Outcome

| certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of his/her staff responsible for any
errors or omissions that | may have made in the completion of this form.

Signature Date

Reviewed By Date



THOMPSON SURGICAL ASSOCIATES, INC.

317 Medical Center Drive S.W. + Fort Payne, AL 35968
Telephone: (256) 845-3336

PATIENT CONTACT INFORMATION

Patient Name:

Social Security Number:

Dr. Jeffrey H. Thompson or staff has my permission to discuss my account and medical condition
which may include symptoms, treatment, diagnosis, test results, medications and any other protected
health information with the following persons in order to facilitate and coordinate my care, treatment
and payment.

Name Phone Number

Relationship

Name Phone Number

Relationship

Name Phone Number

Relationship

Name Phone Number

Relationship

I understand that authorizing release of my information to the above individual(s) is voluntary and
does not affect my access to treatment. I can refuse to sign this form. I can revoke or change it at any
time by completing a new form. This authorization will remain in effect until I change or revoke it.

I understand that if information is shared with the above individual(s) it may be subject to redisclosure.

Patient Signature: Date:

PLEASE TURN OVER ’



PATIENT CONSENT FORM

The Department of Health and Human Services has established a "Privacy Rule" to help
insure that personal health care information is protected for privacy. The Privacy Rule was also
created in order to provide a standard for certain health care providers to obtain their patients' consent
for uses and disclosures of health information about the patient to carry out treatment, payment, or
health care operations.

As our patient we want you to know that we respect the privacy of your personal medical
records and will do all we can to secure and protect that privacy. We strive to always take reasonable
precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum
necessary information to only those we feel are in need of your health care information and information
about treatment, payment or health care operations, in order to provide health care that is in your best
interest.

We also want you to know that we support your full access to your personal medical records.
We may have indirect treatment relationships with you (such as laboratories that only interact with
physicians and not patients), and may have to disclose personal health information for purposes of
treatment, payment, or health care operations. These entities are most often required to obtain
patient consent.

You may refuse to consent to the use or disclosure of your personal health information, but
this must be in writing. Under this law, we have the right to refuse to treat you should you choose to
refuse to disclose your Personal Health Information (PHI). If you choose to give consent in this
document, at some future time you may request to refuse all or part of your PHI. You may not revoke
actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Compliance
Officer.

You have the right to review our privacy notice, to request restrictions and revoke consent in
writing after you have reviewed our privacy notice.

Print Name: Signature: Date:

__COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS

To Our Valued Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem
causing patients inconvenience, aggravation, and money. We want you to know that all of our employees,
managers and doctors continually undergo training so that they may understand and comply with
government rules and regulations regarding the Health Insurance Portability and Accountability Act
(HIPAA) with particular emphasis on the "Privacy Rule". We strive to achieve the very highest standards
of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate uses of PHI in accordance with the government
rules, laws and regulations. We want to ensure that our practice never contributes in any way to the
growing problem of improper disclosure of PHI. As part of this plan, we have implemented a Compliance
Program that we believe will help us to prevent any inappropriate use of PHI.

We also know that we are not perfect! Because of this fact, our policy is to listen to our
employees and our patients without any thought of penalization if they feel that an event in any way
compromises our policy of integrity. More so, we welcome your input regarding any service problem so
that we may remedy the situation promptly.

Thank you for being one of our.highly valued patients.



