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

 
Last Name____________________________First Name_________________________MI__________ 

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 

 
I have insurance coverage with the above policy and I 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). I understand that I am 
financially responsible for all charges whether or not covered by my insurance including deductible, coinsurance, 
copayment, and non-covered services.  I hereby authorize the physician to release any medical information necessary to 
secure the payment of benefits requested by my insurance company. I 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 
 
I 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 
 
I authorize the providers and support staff to view my external prescription history via eClinicial Works EHR 
system.  I 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 I 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 I am unable to pick up my written prescriptions, medication samples, letter or copies of test results, etc., I give 
my permission for another party to do so on my behalf. 

4) I 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) I 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 _______________________________________________ 
 
 
 
 
 
 
 
 
 
 



 
 



 
 



 


