Kevin J. Baggett, D.O. & Becky L. Campbell, M.D.

Last Name First Name Ml

Mailing Address

City State Zip

Primary Phone # Alternate Phone # Sex: Male/Female
SSN# Date of Birth Marital Status
Race Primary Language Ethnicity: Hispanic/Non-Hispanic

Employer Name Work Phone # Email

Emergency Contact Phone # Relation

Pharmacy Name and Location

Please provide all insurance cards so that a copy may be kept on file.

Primary Insurance

Name of Insured Insured’s SSN#

Insured’s Date of Birth Relationship to Insured

Insured’s Employer

Secondary Insurance

Name of Insured Insured’s SSN#

Insured’s Date of Birth Relationship to Insured

Insured’s Employer

Assignment of Benefits and Release of Records

| have insurance coverage with the above policy and | assign payment directly to Dr. Kevin Baggett/Dr. Becky

Campbell all medical benefits, if any, payable under the terms of my insurance policy (including Medicare). |

understand that | am financially responsible for all charges whether or not covered by my insurance including

deductible, coinsurance, copayment, and non-covered services. | hereby authorize the physician to release any

medical information necessary to secure the payment of benefits requested by my insurance company. |

authorize the use of this signature on all my insurance submissions.

Signature of Insured/Guardian: Date




Acknowledge of Notice of Privacy Practices

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. You have the right to review our Notice before signing this form. As provided in our
Notice, the terms of our Notice may change. If we change our Notice, you may obtain a revised copy. You have
the right to request that we restrict how protected health information about you is used or disclosed for
treatment, payment and healthcare operations. We are not required to abide by this restriction, but if we do,
we are bound by the agreement. Our HIPAA policy in its entirety can be obtained through our office or viewed
on our office website at any time.

With this consent, Dr. Baggett/Dr. Campbell may, but not limited to:

1) Call my home or other alternative location and leave a message either with an individual or on an
answering machine in reference to any items that assist the practice in carrying out treatment, payment,
and other healthcare operations. These items include appointment reminders, insurance related items,
clinical care, etc. Test results will not be given to anyone other than the patient without a signed
consent.

2) Allow my legal guardian, parent, caretaker, and/or spouse to be present in the examination room during
my treatment.

3) If I am unable to pick up my written prescriptions, medication samples, letter or copies of test results,
etc., | give my permission for another party to do so on my behalf.

4) |give permission for my spouse, legal guardian, parent, or caretaker to discuss my billing account.

5) If you are 18 years old and older and would like another person to have access to your personal medical
records, please complete a medical records release form. This applies to parents and spouses.

6) We may make your medical information available electronically through state, regional, or national
exchange services which help make your medical information available to other healthcare providers
who may need access to it in order to provide care or treatment to you. Participation in health
information exchange services also provides that we may see information about you from other
participants.

7) | have received a copy of the Notice of Privacy Practices in the office or reviewed it on the practice
website.

By signing this form, you consent to our use and disclosure of protected health information about you for
treatment, payment, and healthcare operations as described in our Notice. You have the right to revoke this
consent, in writing, except where we have already made disclosures in reliance on your prior consent.

Consent to obtain External Prescription History

| authorize the providers and support staff to view my external prescription history via eClinicial Works
EHR system. | understand that this includes but it not limited to prescription history from other
unaffiliated medical providers, insurance companies, and/or pharmacies. initials

Please sign below to indicate that you have read and understand the above policies and agree to abide
by the policies of this practice.

Signature of Patient/Guardian Date




