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Patient Information Form   
Date:   ____ _      _ _            

Legal Name:





                       Preferred name:

                     
        Pronouns: 


                  
Date of Birth: 
____    Gender:  
__    Social Security #: _________________
Patient’s Address:                             

City: _______________________________ State: ___________              Zip: _____________                                        
Phone:  May we leave a text or voice message about your personal health information? Please circle: 
Yes/No cell #:

__ _
__ 
Yes/No home#:

__ _
__          
  

Circle If Applicable: 
  Single      Married       Committed Partnership       Divorced      Separated
Partner/Spouse Name:









Dependent’s Names/Ages:









Emergency contact:





phone:




Responsible Party (if other than patient)
Name:





Relationship to Patient:




Date of Birth: 

Gender:
          Social Security #: 




Address:












City:



            
State:


Zip:




Phone:


work:



cell:





Primary Insurance Company:








Plan Name:



ID#:

            
Group #:


Address: 











City:




State:



Zip:



Phone:


    Deductible:


   Co-pay:




Secondary Insurance Company:









Plan Name:



ID#:

             
Group #:


Address: 











City:




State:



Zip:



Phone:


    Deductible:


   Co-pay:



Responsible Party’s Employer:









Employer’s Address:










City:

  
      State:           Zip:

 
Phone:





Referring Health Provider:




                     





Contact info (website/ office number):





















I am the patient or responsible party and by signing below acknowledge that I have received a copy of Health Roots Natural Medicine’s notice of privacy practices.  I authorize Health Roots Natural Medicine to use my health information for the purpose of treatment, payment and health care operation.  I understand that I have the right to inspect and copy my health information and to revoke this authorization.
SIGNATURE:______________________________________ __  Date:__________________                                                                                                                                                                              










Effective Date: 8/12/2020
Notice of Privacy Practices

Of Health Roots Natural Medicine
Health Roots Natural Medicine refers to Dr. Miles Cash, 
 observing student doctors, staff and contracted employees.

This notice describes how medical information about you may be used and disclosed; and how you can get access to this information.  Please review it carefully. We are legally obligated to provide this information to you.  It is subject to change and updated versions are always available from Dr. Cash. 

Health Roots Natural Medicine is the private medical practice of Dr. Cash, who is usually the only person with access to your medical information; however, there are a few instances in which pertinent information about you may be shared for the purposes of treatment, payment or health care operations.  Your health information may be disclosed to other health professionals or their staff who may consult on your treatment or the coordination of your health care.  Unless you notify us that you object, we may share your health information with family or friends who are involved with coordination of your care. For example, a spouse may pick up a supplement for you or schedule an appointment.


Health Roots Natural Medicine also uses and discloses your health information for billing and payment collection from you, an insurance company, or someone else for health care services you receive from us.  We may also tell your insurance company about your proposed treatment to determine whether your plan will pay for the treatment.  

We may use and disclose your health information in order to run the necessary administrative, educational, quality assurance, and business functions of Health Roots Natural Medicine. Data about effectiveness of treatments and what services we should offer may be gathered from patient’s health information.  We may also use and disclose your health information to contact you regarding treatment options, products or services and for appointment reminders.  

Other potential instances in which your health information could be disclosed without your explicit permission include legal obligations at the federal, state or local level to disclose to specified parties for purposes including subpoenas/ court orders, public health risks, governmental agency oversight of health care, threats to health or safety, disaster relief, national security, for identification of deceased persons, or for the purpose of organ or tissue transplantation. Military command or government authority may acquire information about veterans or members of the military. Correctional institutions may acquire information about inmates for purpose of providing health care and safety. Information about employees can be disclosed to employers regarding worker’s compensation type programs.    

With some rare exceptions, you have the right to access and get a copy of any data regarding your health information from Health Roots Natural Medicine.  In the exceptional cases in which we are permitted to withhold information from you, you may ask that the denial be reviewed.  You have the right to amend your health information. We will amend the information, except if it a) is not information that we created, (unless the source of the information is no longer available to make the amendment), b) is not part of the health information that we keep c) is of a type that you would not be permitted to inspect and copy; d) is already accurate and complete. 

Dr. Cash and all associates and employees of Health Roots Natural Medicine seek to maintain confidentiality regarding your health information.  We are happy to discuss your concerns about these matters and consider further restricting use and disclosure of your health information. 

