Kidney Care Centers Patient Registration

Patient Name: ____________________________________________________________________________________

Social Security #: ____________________________	Sex: ______________________    DOB:__________________

Address:_________________________________________________________________________________________

City: _____________________________________	State:_____________________	Zip:________________

Home Phone: ________________________________		Cell Phone: _________________________________

Email: ___________________________________________________________________________________________

Marital Status: 	Single		Married	Divorced	Legally Separated	Widowed

Preferred Language: ___________________________________

Primary Race: ________________________________		Ethnicity: ____________________________________


Emergency Contact 1: ____________________________________________________________________________

Relation: ___________________________________		Phone: ______________________________________

Emergency Contact 2: ____________________________________________________________________________

Relation: ___________________________________		Phone: ______________________________________


Employment Status (Circle One):	Disabled	Full Time 	Not Employed	Active Military Duty
Part Time	Retired	Self Employed	Student – Full Time	      Student- Part Time        Unknown


Local Pharmacy Name: ___________________________________________________________________________

Phone Number: ________________________________	Town: _______________________________________

Mail Away Pharmacy Name: _______________________________________________________________________


MyChart 

You will be receiving an email from donotreply@davitaphysicians.com with an invitation to join our MyChart. The MyChart you create for our practice can be linked to your other MyCharts from Meridian and other MyChart facilities. Please ask a staff member if you need assistance in setting up your MyChart. We do request all refill requests and messages for your doctor to be sent via MyChart. 

Authorization for Release of Information
Many of our patients allow family members such as their spouses, parents or other family members to call and request results of tests and procedures. Under the requirements of HIPAA, we are not allowed to give this information to anyone without the patient’s written consent. If you wish to have your test results or prescriptions released to family members you must complete and sign this form. 
I authorize Kidney Care Centers to speak with my family members regarding office visits, blood work results, prescriptions, appointment scheduling, collection of demographic information, and insurance or billing inquires. Please list all person(s) below whom we are to release this information to, and their relation to you: 

-Name _________________________________________________________________________________________	 
Phone #:_____________________________________					Relation________________

-Name _________________________________________________________________________________________	 
Phone #:_____________________________________					Relation________________

-Name _________________________________________________________________________________________	 
Phone #:_____________________________________					Relation________________

-Name _________________________________________________________________________________________	 
Phone #:_____________________________________					Relation________________

-Name _________________________________________________________________________________________	 
Phone #:_____________________________________					Relation________________


Print Patient Name __________________________________________________

Patient Signature _______________________________________	    

Date___________



Appointment No Show/Cancellation Policy
DEFINITION
A patient no-show is defined as not showing up for a scheduled office appointment without notifying our office or canceling with at least 24 hours’ notice. An excused absence will not count as a no-show and is defined as a medical emergency or other significant hardship. 

BUSINESS PRACTICE
We understand unexpected circumstances can happen. These can make a patient late to appointments or unable to get to them at all. We will always do our best to be flexible and deliver the planned care needed. However, when there are repeated no-shows, we will follow the following guidelines:

-Late Arrivals: Patients are provided with a 15-minute grace period for arrival of their scheduled appointment time.  If arrival exceeds the grace period, it is considered a no show.  It is up to provider discretion to determine if the patient will be seen or needs to be rescheduled.

-First No-Show: No action will be taken.

-Second No-Show: The patient will receive written or electronic communication notifying them of the two missed appointments. It will outline the potential consequences of additional no-shows.

-Third No-Show: If a patient has three or more cumulative no-shows within a one-year period, the patient’s ability to make a new appointment with any KIDNEY CARE CENTERS provider will be suspended for one year. Practice staff will notify the respective provider who may choose to override this policy at their discretion.


Patient Signature _______________________________________	Date: ______________________________


Please initial next to each statement, sign and date at the bottom. 

_________	I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA) I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to: 
-Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly
-Obtain payment from third-party payers
-Conduct normal healthcare operations such as quality assessments and physician certifications

__________	I hereby give permission to Kidney Care Centers to administer appropriate medical care necessary in the diagnosis and/or treatment on my medical condition.

_________	I hereby give permission to Kidney Care Centers to submit a claim to my insurance carrier or its intermediaries for all services rendered and to release medical information to my insurance carrier for the purpose of claims payment.
	
__________	I understand that if my insurance company denies treatment as non-covered under the terms on my insurance contract, I will be responsible for all charges. 

__________	I understand that I am financially responsible to Kidney Care Centers for insurance deductible, co-insurance, and any balance not covered by my insurance carrier. 

__________	I am aware that failure to resolve outstanding balances and/or chronic non-payment of bills may result in my termination from the practice. 

__________	I am aware that I will have to pay $50 for missed, no show, or cancelled appointments within 24 hours of my appointment. 

Patient Name: _____________________________________________________

Patient Signature: __________________________________________________

Date: ________________________


Medical History
Primary Care Provider: ____________________________________________________________________________

Referring Provider: ________________________________________________________________________________

Please list any other specialists you see: 

Name: ____________________________________________	Specialty: _______________________________

Name: ____________________________________________	Specialty: _______________________________

Name: ____________________________________________	Specialty: _______________________________

Name: ____________________________________________	Specialty: _______________________________

Name: ____________________________________________	Specialty: _______________________________


Briefly tell us why you are here today:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please circle all Medical Problems that apply to you:

Allergies				Deep Vein Thrombosis			Kidney Cysts
Anemia				Depression					Kidney Stones
Anxiety				Diabetes- Type 1 or Type 2			Migraines
Arthritis				Diverticulitis					Neuropathy	
Asthma				Emphysema					Pneumonia/TB
Atrial Fibrillation			Erectile Dysfunction				Polycystic Kidney Disease
Auto Immune Disease		Fibromyalgia					Retinopathy
Bleeding Problems			GERD/Acid Reflux				Rheumatoid Arthritis		
BPH					Gout						Seizures
Cancer 				Hepatitis					Sleep Apnea
Congestive Heart Failure		High Cholesterol				Stroke
Chronic Kidney Disease		High Blood Pressure				Urinary Tract Infections
Coronary Artery Disease		Hypothyroidism/Hyperthyroidism		Vitamin D Deficiency
COPD					Insomnia											
Any other medical conditions not listed above: _____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Family History
--Have you or anyone in your family ever had any history of kidney disease, nephritis, kidney failure, dialysis, kidney transplant, kidney stones, or kidney surgery? 	YES	or	NO
If Yes, please explain: ______________________________________

Mother:				Living		Deceased		
-Medical Problems: _______________________________________________________________________________
Father:				Living		Deceased		
-Medical Problems: _______________________________________________________________________________
Brother/Sister: (circle one)		Living		Deceased		
-Medical Problems: _______________________________________________________________________________
Brother/Sister: (circle one)		Living		Deceased		
-Medical Problems: _______________________________________________________________________________
Son/Daughter: (circle one)		Living		Deceased		
-Medical Problems: _______________________________________________________________________________
Son/Daughter: (circle one)		Living		Deceased		
-Medical Problems: _______________________________________________________________________________

Any other pertinent Family History? 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgical History

Type of Surgery								Year/Date

_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
_____________________________________________________________				_____________
Social History

Smoking:			Never		Former	Everyday	Some Days	Unknown	
	-If yes, how long did you smoke for? _____________________________________________________
-If yes, when did you quit? ______________________________________________________________
	-How much did/do you smoke? _________________________________________________________
Smokeless: 			Never		Former	Everyday	Some Days	Unknown

E-Cigarettes/Vaping: 	Never		Former	Everyday	Some Days	Unknown

Alcohol Use:			Yes		Not Currently		Never		Defer
	-If yes, how often? _________________________________________________________________________
	-How many drinks: 
		-Glasses of Wine: ___________________________
		-Cans of Beer: ______________________________
		-Shots of Liquor: ____________________________
		-Standard Drinks or Equivalent: _______________

Drug Use:			Yes		Not Currently		Never		Defer
	-If yes, how often? _________________________________________________________________________
	-Types: ____________________________________________________________________________________

Circle all symptoms that apply
Weight Loss			Chest Pain			Frequent Urination		Weakness
Weight Gain			Palpitations			Burning Urination		Tremors
Diarrhea			Shortness of Breath		Blood in urine			Rashes
Black/Tarry Stool		Difficulty sleeping flat	Foul smelling urine		Cough/Wheezing
Constipation			Fluid buildup in legs		Frothy/Foamy urine		Headaches
Nausea/Vomiting		Dizziness			Foul smelling urine		Backaches
Jaundice			Blurry/Double Vision		Urinating at night 		Abdominal Pain

-Any other pertinent information to share with the doctor?
__________________________________________________________________________________________________________________________________________________
