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Patient Registration Form
Full Name: ____________________________________________________________

Date of Birth: ____________________ Age: ______ Sex: ☐ M ☐ F ☐ Other

Address: ____________________________________________________________________________
City: _________________________ State: ______ ZIP: ___________

Phone: _________________________ ☐ Mobile ☐ Home ☐ Work

Email: ___________________________________________________

Preferred Method of Contact (Check all that apply): ☐ Phone ☐ Text  ☐ Email

Would you like to receive emails on specials or updates?  ☐ Yes  ☐   No 

Occupation: _____________________________     Employer: ___________________________________
Ethnicity: Caucasian / African American / Hispanic / Asian / Other:  _______________________________
Marital Status: S / M / W
   Name of emergency contact:  _____________________________________
Relationship to you: ____________________________________    Phone # _________________________
Pharmacy Name: _______________________________________   Phone # _________________________
Please tell us how you heard about us?   ☐ Social Media  ☐ Referral   ☐ Website  ☐ Google Search 
What would you like to discuss with Dr. Halpern today? _______________________________________________________________________________________
Are you interested in learning about our Med Spa services?  
☐ HydraFacial  ☐ Morpheus8  ☐ Laser Hair Removal  ☐ IPL (Intense Photo Facial)  ☐ Botox  ☐ Filler 
☐ Other ________________________________________________________________________________________

I HEREBY STATE ALL OF THE ABOVE INFORMATION IS TRUE ANDCORRECT
________________________________________________________________________      __________________                                               PATIENT’S SIGNATURE
                                        
                                               DATE
Employee Initials: ___________
HIPAA & Patient Rights

Patient Consent for the Use and Disclosure of Health Information for
Treatment, Payment, or Healthcare Operations

As part of your healthcare, this practice originates and maintains paper and/or electronic records describing your health history, symptoms, examination, test results, diagnosis, treatment, and any plans for future care. In addition, it may become necessary to disclose health information to other healthcare providers, laboratories, insurance companies and/or other individuals or agents as permitted or required by state or federal law.

Notice of Patient Acknowledgment of Receipt of HIPAA and Privacy Practice
The Health Insurance Portability & Accountability Act (HIPAA) protects individual’s identifiable health information and gives patients rights with respect to that information. Privacy Practice describes the personal information (including obtaining photographs for medical records) we collect, and how and when we use or disclose “Protected Health Information” (PHI). 
Each time you visit our office, a record of your visit is made. This information serves as:

· A basis for planning your care and treatment.
· A means of communication between medical professionals who contribute to your care.
· A legal document describing care you have received.
Please note: This practice is committed to training and using (PHI) about you responsibly. As a responsible practice, we are required to:
· Maintain the privacy of your health information.
· Provide you with this notice as to our legal duties and privacy practices with respect to information we collect and maintain about you.
· Abide by the terms of this notice.
· Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations.
Although your health record is the physical property of this practice, you have certain rights you need to be aware of: 
· The right to read “Patient Health Information Privacy Protection Act” & “ Patient Bill of Rights and Responsibilities” prior to signing this consent.
· The right to request a copy of “Patient Health Information Privacy Protection Act” 

· The right to request restrictions as to how your health information may be used or disclosed to carry out treatment, payment, or healthcare operations

“ONLY AS PERMITTED OR REQUIRED BY FEDERAL OR STATE LAW”, WE MAY USE YOUR PROTECTED HEALTHCARE INFORMATION TO DO THE FOLLOWING:

· To disclose, as may be necessary, your health information (including HIV+/AIDS status, drug/alcohol abuse/dependency notes and qualified mental health notes) to other healthcare providers and healthcare entities (such as: referrals to or consultation with, other healthcare professionals, laboratories, hospitals, etc.) or to others as may be required by law or court order concerning your treatment, payment and/or healthcare.

· To request from other healthcare entities and/or healthcare providers (i.e. doctors, dentists, hospitals, labs, imaging centers, etc.) specific healthcare information we may need for planning your care and treatment.

· To submit the necessary information to your insurance company(s) for coverage verification as well as the diagnosis and treatment information to your insurance company(s), other agencies and/or individual(s) for payment of our services or treatment we provided to you.

· To leave appointment reminders or other minimum necessary information related to your healthcare or healthcare payments on your answering machine, mobile voice or text mail, email or with a household family member.

[ ] Please check here if you do not want us to leave messages on your answering machine or with a household family member.

[ ] Please check here if you do not want us to leave a message on your mobile voice/text mail.

[ ] Please check here if you authorize us to send your healthcare information by email. Please understand that email is an unsecured medium of transmission and is potentially accessible by others. In addition to checking the box, we reserve the right to request you to send us an email authorizing transmission of your healthcare information to you by unsecured email.

· To discuss your health or payment information (only the minimum necessary in our judgment) with family members or other people who are or may be involved with your healthcare treatment or payments.

· You may request a copy of and you have the right to read our “Notice of Patient Privacy Practices” prior to signing this authorization. The NPP provides a more complete description of health information uses and disclosures.

If you choose, please list by name and relationship the persons with whom we may share your healthcare or payment information_____________________________________ Relationship _______________________________
By signing this form, you are acknowledging that you understand the “Health Insurance Portability & Accountability Act” (HIPPA) & Privacy Practices providing a more complete description of health information uses and disclosures, and that you have read Patient’s Bill of Rights and Responsibilities and are fully aware of your patient rights. 

I UNDERSTAND, ACKNOWLEDGE AND ACCEPT THIS CONSENT

___________________________________________________             _____________________________________________________      ___ ____________

PRINT NAME



 
          SIGNATURE


  
                          DATE

*Our office does NOT file any insurance claims. *
Our office does not accept insurance as a form of payment for services provided. Payment for those services is to be paid directly to Joshua A. Halpern M.D., P.A.

I AGREE TO BE FULLY RESPONSIBLE FOR ALL PAYMENTS
___________________________________________________             _____________________________________________________          _____________
PRINT NAME



 
           SIGNATURE


  
                           DATE
FOR OFFICE USE ONLY
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