Patient Information BAYV%?T??W

Last Name First Middle Initial Social Security No.
Address City State Zip Code
Sex Marital Status Birthdate Age Occupation Employer

B v JF s ol qw]

g Home Phone Work Phone Cell Phone

S

ol Email Address: Preferred Contact Method:
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ff Race Ethnicity Preferred Language
. Native Hawaiian or other Pacific Islander Other race |:|Dec|ine Not Hispanic or Latino
. American Indian or Alaska Native Asian Hispanic or Latino

Black or African American White/Caucasian Decline Decline

Emergency Contact Name Relationship Phone

Responsible Party - Last Name First Middle Initial Birthdate Social Security No.

2 / /

Kl Address City State Zip Code
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2

28 Home Phone Work Phone Cell Phone

2
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[/l Relationship to Patient Occupation Employer

HIPAA Acknowledgements: All patients must initial all that apply:

| hereby acknowledge that | have been provided with a copy of the Bayview Physicians Group Notice of Privacy Policies.

Is it ok to leave a message regarding your health information at your : |:|Home |:|Ce|| |:|No Messages Initials:
By default, no other persons may have access to my medical record except the following people:

Name & Relationship

For your convenience, we will assist you or supply you with the information necessary to file your medical insurance. Please allow Us to copy your insurance cards.

Company Name Company Name
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fl <]!D No. Group No. s|'D No. Group No.
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@ % Subscriber's Name Date of Birth % Subscriber's Name Date of Birth
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£|Relation to Patient SS#: £ |Relation to Patient SS#:

Deemed Consent - Consent for Treatment - Release of Medical Information - Electronic Communications - No Guarantee
Under Virginia Law, if any employee or agent of the practice is exposed to your blood or other body fluids in a manner which may transm
human immunodeficiency virus (HIV) or Hepatitis B or C viruses, you shall be deemed to have consented to testing for infectious with HIV o

Financial Agreement - Insurance Agreement

| hereby authorize treatment to patient by any Bayview Physicians Group provider and/or affiliated medical staff member(s). | further authoriz

release of any and all medical and/or billing information as is necessary for reimbursement from any insurance carrier, Tricare or Medicare

| authorize direct payment from said insurer(s) to this practice. | accept responsibility for payment of all treatment that payor determines does nc

constitute as covered services, including denied Worker's Compensation claims, as well as attorney fees of 33 1/3% and other related costs o

collection should such action become necessary.

Signature of Patient/Responsible Party Relationship to Patient Date
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