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




OFFICE POLICIES

Financial Policy

We appreciate your confidence in choosing our providers to meet your healthcare needs. We are committed
to your treatment being successful. Please understand that payment of your bill is considered a part of your
treatment. It is imperative that you give accurate and updated insurance and personal information at each
visit. Many managed care plans have strict guidelines regarding timely filing which makes collecting this
information at your visit a necessity. You are responsible for any balance on your account after 90 days of
submission of claim to insurance company, whether your insurance has paid or not.

Our providers are in network with most insurance companies. We do not participate or file claims to workers
compensation or auto insurance. All copayments, deductibles, coinsurance, and/or non-covered services are
due at time of service. Inform the office if you have a HRA/HSA and if money is available. It is your
responsibility to check with your insurance company prior to services being rendered to determine if services
will be covered. Review your insurance plan to determine if laboratory and pharmacy services are covered in
the office. If you do not have a valid insurance card at time of service, payment is due in full.

We accept cash, check, Visa, MasterCard, and Discover for payment. All returned checks will incur a $30.00 service
charge. If you incur a balance with the office, communication with the billing office is essential if payment arrangements
are needed. Failure to pay will result in collection agency involvement and a $50.00 service charge will be added to your
account. You may also be responsible for any court costs involved. Dr. Baggett/Dr. Campbell reserves the right to
discharge you from the practice for nonpayment. Initials

Missed Appointments

There is a $50.00 charge for appointments that are not cancelled or rescheduled 24 hours in advance. Please
contact the office by phone or the patient portal to cancel your appointment. This fee must be paid in full
prior to being seen. If this policy is abused, Dr. Baggett/Dr. Campbell reserves the right to dismiss you from
the practice. Initials

Photo Authorization

| authorize Dr. Kevin Baggett/Dr. Becky Campbell to use my photo as part of my protected health record for
identification and treatment purposes only. Initials




Prescription Refills

The best way to prevent any complications with refilling your medications is to make sure you request needed
refills during your office visit. If you are in need of a refill between visits with your physician, please contact
the office or send a request through our patient portal. Requests from the pharmacies will not be honored as
they are done usually without the patient’s knowledge. Please allow 48 hours to process your request.
Requests for refills may not be honored if you have missed follow up appointments. Initials

Form Fee and Medical Records

You may obtain a copy of your medical records with a signed medical records release form. The following fees
apply: $0.97 per page for pages 1-20, $.83 per page for pages 21-100, and $0.66 per page over 100. The State
Office of Planning and Budget sets the fee schedule for copying medical records.

If you need a letter or form completed the following fee schedule applies per request:
1) FMLA paperwork $50.00
2) All other forms and letters $25.00+

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

MY SIGNATURE CERTIFIES THAT | HAVE READ AND UNDERSTAND THE OFFICE POLICIES STATED
ABOVE AND AGREE TO ACCEPT RESPONSIBILITY AS DESCRIBED.

Signature: 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  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.

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

Print Patient Name




The Office of Dr. Kevin Baggett & Dr. Becky Campbell

Medical History Information Sheet

Patient Name: Date:

Reason for today’s visit- Give reason and brief description

If more than one reason, list in order of priority since some problems may be addressed at future visits

Current Medications
Medication Dosage | - Frequency Prescribing

Doctor

List any medical diagnosis given-to-you by a physician
(ie: hypertension, diabetes, high cholesterol, asthma, COPD, hypothyroidism, GERD, glaucoma, allergic rhinitis,

osteoarthritis, rheumatoid arthritis, HIV, Hepatitis, any history of cancer, stroke, seizures, depression, heart
problems, colon polyps, and others)

Date diagnosed Diagnosis/Medical Conditions

List a ecialists that you see and reason for treatment

Allergies/Intolerance [ Check if no known allergies
Medication/Substance | Reaction

Page1of3
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The Office of Dr. Kevin Baggett & Dr. Becky Campbell

Surgical History/ Colonosco Hospitalizations other than for surgery
Date/Year Surgery/Scopes Date/Year Reason

Family Medical History
List all chronic medical problems for the following family members. Indicate if the family member is

Living or Deceased. If the family is still living, we want to know the year they were born to the best of
your knowledge or the age they were at the time of death. If you are unsure of the age of death you can
write 70’s or early 60’s.

Family Member | Alive or Year of | Age of lliness/health issues
Deceased | Birth Death ;

Father

Mother

Paternal
Grandfather

Paternal
Grandmother

Maternal
Grandfather

Maternal
Grandmother

Siblings (number)
__Brothers
__ Sisters

Children (number)
Sons

___Daughters

Social History Tobacco Use/ Smoking
Areyoua.. Current Smoker How many cigarettes do you smoke daily?
o current Smoker How often do you smoke cigarettes? o5 orless 0 6-10
o former smoker D every day 011-20 0 21-30
O non-smoker o some days, but not every day 0 30 or more

Former Smoker; How long has it been since you last smoked?
o<1month ©1-3 months 0 3-6 months ©06-12 months o1-5years o0 5-10years 0> 10 years

Page 2 of 3



The Office

of Dr. Kevin Baggett & Dr. Becky Campbell

How soon after you wake up do you smoke your first cigarette?
O within 5 mins. 0 6-30 mins. o 31-60 mins. 0 after 60 mins
Are you interested in quitting?

Oready to quit o thinking about quitting o not ready

Have you used drugs other than those for medical reasons in the past 12 months?
ONo oVYes Ifyes, explain

Did you drink containing alcohol in the pastyear? oYes oNo

If yes-How often did you have a drink containing alcohol in the past year?
O Never 0 2-3 times a week

0 monthly or less O 4 or more times a week

0 2-4 times a month

How many drinks did you have on a typical day when you were drinking in the past year?

0 1-2 drinks O 7-9 drinks

O 3-4 drinks 0 10 or more drinks

O 5-6 drinks

How often did you have 6 or more drinks on one occasion in the past year?
O never o weekly

o less than monthly o daily or almost daily

0 monthly

Check if you currently have any of the following symptoms

Constitutional  Eyes Ears, Nose, Throat  Endocrine Lungs
O Fever O Tearing O Hearing loss 0 Unable to tolerate hotorcold o Cough
a Chills o Blurring O Ear pain O Increased thirst o Shortness of breath
o Fatigue o Double vision O Sore throat o Flushing o Wheezing
O Weight loss o Sensitivity to light O Runny Nose o Coughing up blood
O Weight gain o Sinus congestion/pain/pressure
Heart Gastrointestinal Hematology Urinary Musculoskeletal
ast pain O Nausea 0 Unusual bleeding o Difficulty urinating o Neck/back pain
o Palpitations o Vomiting O Unusual bruising O Frequency o Painful joints
o Shortness of breath o Diarrhea o Urgency o Painful muscles
o Swelling o Constipation 0 Urinating more than 1x at night “win
O Rectal bleeding O Decreased stream =L
Havre o Black stool 0 Impotency/erectile dysfunction © Rash
O Dizziness o Abdominal pain o Itchllng
O Seizures O Lesions
O Fainting P_syc_h‘
0 Weakness B Afety ) _
o Numbness 0 Depression For staffluse only
o Numbness/tingling O Insomnia ::Y,ered into computer Page 3 of 3
0 Headache Dt




