Center for Health and Wellness
Don Diggs, L.Ac., Dipl.OM, AD
Patient Registration Form
Today's Date: ___/___/___
Referral Source: _________________________________

Age: _______

Height_______

Weight_________
Name:  Last __________________First _____________M.I. ____   Date of Birth ______

Home Address___________________________________________________________ 

City __________________ State ___________ Zip ____________

Phone #: Home (____) _____-_______  Work (____) _____-_______ Cell Phone(___)______

Gender _________ email address_____________________


Marital Status circle: ___single      ___   married      ___divorced      ___widowed       ___separated 

Employer Name/Occupation   ________________________________________________

Name of Insurance Co. & member #___________________________________________

Family or Primary Care Physician name ________________________________________

Address______________________________________________Ph.#(___)___________

Emergency Contact: _________________________  Relationship: _________________

Address: ______________________________________ Home Ph.#_________________








        Bus. Ph.#
__________________

Is today's Illness Job Related? Yes ____  No ____
If yes, please specify:

Date of Accident/Injury _________
Type of Accident/Injury ______________________

Purpose of visit: _______________________________________________________________

____________________________________________________________________________________________________________________________________________________________

*** For our female Patients: Are you pregnant?   Yes ___     No ___ ***


If yes - how many weeks?   _____________________________
OFFICE PAYMENT POLICY
This office does not render services on the assumption that our charges will be paid by an insurance company.  All professional services are charged directly to the patient and payment for services are required at the time of treatment.  Your receipt is designed to satisfy your insurance company's requirements for reimbursement to you.  

CANCELLATION   POLICY

Patients are required to give at least a 24 hour notice for not being able to meet a scheduled appointment.  Otherwise, payment for missed appointments will be charged to the patient.

Center for Health and Wellness

Don Diggs, L.Ac., Dipl.OM, AD
8218 Wisconsin Avenue. Ste # 304 . Bethesda . MD 20814

5009 Durham Road East, Columbia, MD 21044
Patient Consent and Acknowledgement of Receipt of Privacy Notice

I understand that as part of the provision of health care services, The Center for Health and Wellness creates and maintains health records and other information describing among other things, my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care for treatments.

I have been provided with a Notice of Privacy Practices that provides a more complete description of the uses and disclosures of certain health information.  I understand that the organization reserves the right to change their Notice of Privacy Practices. I understand the changes will not take effect until they are reflected in a revised Notice and posted in the waiting area of the office.

By signing the form, I consent to the use and disclosure of protected health information about me for the purposes of treatment, payment and health care operations.  I have the right to revoke this consent, in writing, except where disclosures have already been made in reliance on my prior consent.

This consent is give freely with the understanding that:

1. Any and all records, whether written or oral or in electronic format, are confidential and cannot be disclosed for reasons outside of treatment, payment or health care operations without my prior written authorization, except as otherwise provided by law.

2. A photocopy or fax of this consent is as valid as the original.

3. I have the right to request that the use of my Protected Health Information (PHI), which is used or disclosed for the purposes of treatment, payment or health care operation, be restricted.  I also understand that the Center for Health and Wellness and I must agree to any restriction in writing that I request on the use and disclosure of my PHI which have been previously agreed upon.

________________________________________


_____________

Patient’s name printed







Date

________________________________________


_____________

Patient’s signature







Date

Center for Health and Wellness

Don Diggs, L.Ac., Dipl.OM, AD

8218 Wisconsin Avenue. Ste # 304, Bethesda, MD 20814

5009 Durham Road East, Columbia, MD 21044
We welcome you to our office and assure you that you will receive our best efforts in courteous and responsible health care.

OFFICE PAYMENT POLICY
Payment for services rendered is required at the time of Consultation.  Otherwise, this office does not render services on the assumption that our fees will be paid by an insurance company.  All professional services are charged directly to the client except in the above cases where an arrangement was made beforehand.
CANCELLATION   POLICY – Please read carefully
Patients are required to give at least a 24-hour notice by phone, text, email or in person for not being able to meet a scheduled appointment.  Otherwise, payment for the full fee of the missed appointment will be billed to the client.  Insurance does not pay for missed appointments.
I have read and fully understand my responsibility concerning the payment of services rendered.
________________________________________
_________________

Client Signature or Parent or Guardian

Date

