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Dear New Friend of Health First:

I would like to personally welcome you to our clinic.  I also extend my personal gratitude that you have chosen Health First Medical Center for your needs.  My staff and I promise to provide you with the best medical, chiropractic and rehabilitative care possible.  If your condition requires a hospital stay, Dr. Franz, our Medical Director has privileges at Highlands Hospital.

Our clinic provides quality care at a convenient location for local assess, which eliminates the need to travel to Pittsburgh for quality health care.  Time saved traveling allows for more time focused on getting better which allows more quality time with your family and friends.  Health First Medical Center is unique and proud to offer the following types of treatment and services:

· Family Medical Care

· Chiropractic Care

· Physical Therapy

· Physical Therapeutic Exercise

· Weight Loss & Nutrition Programs

· Biofeedback

· Laboratory/Blood Drawing

· Diagnostic Testing, including X-rays

· Dental Care

Our team of physicians has treated over 50,000 patients from Fayette, Green and Westmoreland Counties.  We have treated and helped hundreds of patients with the conditions listed below:

· Injuries resulting from work-related injuries

· Injuries resulting from automobile accidents

· Headaches (including migraine headaches)

· Whiplash

· Back Pain

· Arm/Shoulder/Hand Pain

· Carpal Tunnel Syndrome 

· Sciatica

· Fibromyalgia

· Osteoporosis

· Disc Herniation

· High/Low Blood Pressure

· Diabetes

· Colds/Flu/Upper Respiratory Infections
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Please be assured my staff and I will do everything within our power to give you the best treatment possible.  You have our word.
The highest compliment you could ever give my staff and I would be to refer your family and friends to our clinic for care.  If you have loved ones that are suffering with pain and not enjoying a good quality of life, please refer them to our clinic and let us help.  We provide complimentary consultation, at no charge.  Simply stop by our front desk or phone our office at 724-628-6677 to schedule an appointment.
For Your Good Health,

Dr. Fred C. Edge, Clinical Director

Dr. Mark G. Franz, Medical Director

Health First Staff

NEW PATIENT REFERRAL FORM

Date:  ____________________________________________________________________
Patient Name:  ____________________________________________________________

Address:  _________________________________________________________________

Phone Number:  ___________________________________________________________

E-mail Address:  ___________________________________________________________
 Have you ever been a Health First patient before? (Please circle one)         Yes        No
	Where did you hear about Health First?

___Newspaper (Please circle all 

                            that apply)

· Herald Standard

· Courier

· Senior Times

· Other (Please specify name

                   of newspaper)

         ________________
___Radio Commercials (please circle)

· Froggy

· WMBS

___Telemarketing 
___Yellow Pages (please specify

       which edition)


___Uniontown


___Connellsville


___Mt Pleasant


___Brownsville

___EZ Pages
___Yellow Book USA
___Internet-Website
___Newsletter/Postcard
___Brochure

	___Friends/Family 

         (Please specify name of friend    

               or family member) 

      _____________________________

___ Health First Employee (please specify name)

 _____________________________

___Outside Script (Family Physician/ 

                                    Surgeon Referral)
___Work / Employer has contract
___Insurance
___Location

___Community Event (Please specify)

      _____________________________

___Previous Patient
___Local Business / Poster Display

Please specify business name

            _________________________

___Senior Center 


___Connellsville


___Bullskin

___Uniontown

___Other (Please specify)

       _______________________




Do you subscribe to the newspaper?   Yes    No  (circle one)

                                          *If yes, which of the following:

                                                  ___Herald Standard

                                                  ___Courier

                                                  ___Senior Times

                                                  ___Tribune Review

                                                  ___Other (Please specify)_________________

THANK YOU FOR YOUR TIME(
Internal Use Only:
Met With: ________

Phone Call:  ______

Follow-Up:  _______

Ortho, FP or TRIMM                                                                                                                                                                                                                                                                               
Date:
____________________________



        Patient Number:
__________________
HEALTH FIRST PAIN AND FITNESS SURVEY
Name:
_____________________________________________________
Date of Birth:
__________________

Phone (Home): ______________________________________________ (Work):
________________________

Address: __________________________________________________________________________________

City:
________________________________________________  State: _______   ZIP: _________________

Social Security Number: ________________________

Emergency Contact Name:
______________________________ Phone Number: ______________________

Name of Employer:
____________________________________

Address of Employer:
________________________________________________________________________

Phone Number of Employer:
______________________________

Policy Holder Employer:
______________________________   Phone Number: _____________________

Policy Holder Date of Birth:
______________________________

Are you currently seeing a: (please circle your answer)


Medical Doctor

Osteopath

Chiropractor

Physical Therapist

Date of Last Visit: ________________________

Name of Nearest Family Member or Friend:
____________________________________

Address: ________________________________________________________________

Phone Number: ______________________________

How did you hear about Health First? ___________________________________________________________

Major Complaint: ___________________________________________________________________________

Have you had this problem longer than a week or two?
Yes
No

If yes, how long? _________

Have you had this problem more than 2 or 3 times?

Yes
No

If yes, how long? _________

What have you tried to get rid of the problem that did not work? (What medications? Ice? Heat? Exercise? Things to reduce stress? Change in diet? Avoiding upsets?): _________________________________________

__________________________________________________________________________________________

Before you began to suffer with this problem, was there an earlier accident, injury, or condition that may have brought about this condition or be related to it?  (example: fall, auto injury, work injury, sports trauma, repetitive motion on the job)

Yes
No

Describe: _________________________________________________________________________________

_________________________________________________________________________________________

Have you been worried at all about getting this problem handled?

Yes
No

Describe how it feels when this problem is at its worst:
__________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

List Any Allergies (drug or other): _____________________________________________________________
Any Current Medications: ____________________________________________________________________

_________________________________________________________________________________________

Are you pregnant?
Yes
No

1. Check off any of the following symptoms you have experienced in the past 6 months:

 Headaches


 Hip Pain



 Tension Across Top of Shoulders
 Migraine headaches
 Pain Between Shoulder Blades
 Numbness/Tingling in Arms/Hands

 Carpal Tunnel

 Knee Pain



 Numbness/Tingling in Legs/Feet

 Low Back Pain/Sciatica
 Ankle/Foot Pain


 Loss of Grip Strength

 Neck Pain


 Joint Pain



 Stiff Muscles

 Wrist/Hand Pain

 Work Related Injury

 Burning in Arms/Legs

 Elbow Pain


 Automobile Accident Injury
 Cold Feeling in Arms/Legs

 Shoulder Pain

 Sports Injury

2. Do you suffer from:
3. Do you experience:

 Asthma


 Fatigue



 Anxiety

 Diabetes


 Difficulty Sleeping


 Painful/Frequent Urination

 Blood Pressure Problems
 Ringing in Ears


 Heartburn

 Allergies


 Nervousness


 Constipation

 Gout


 Dizziness



 Diarrhea

 Osteoarthritis

 Digestion Disturbances

 Other:

 Rheumatoid Arthritis
 Depression

4. Do you have a family doctor?
 Yes

 No

When was your last visit with your family doctor?
____________________________


When was your last gynecological/prostate exam?
____________________________

5. Do you have a family dentist?
 Yes

 No


When was your last dental exam
________________________________________


Do you wear dentures?
 Yes

 No



If yes, do your dentures need:  Cleaned/Polished
 Re-aligned
 Repaired
 Replaced
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Mark lines (/////) where you have numbness/tingling.

Mark circles (oooooo) where you have pain.

Reviewed by: _______________________

(Doctor or PA-C)
AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize the use or disclosure of my individually identifiable health information as described below.  I understand this authorization is voluntary.  I understand that if the organization authorized to receive the information is not a health plan or health care provider, the released information may no longer by protected by federal privacy regulations, and that it may be re-disclosed by the recipient.

Patient Name:
_____________________________________________________

Organization Providing the Information:  Health First Medical Center, P.C.

Organization(s) or Person(s) Receiving the Information:  ________________________________________________________________________________________________________________________________________________

Specific Description of Information Disclosed: ________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Purpose of Disclosure: ____________________________________________________

________________________________________________________________________________________________________________________________________________

If this Authorization is for marketing purposes, remuneration is/is not involved (Provider circle one)

Date of Services:
______/______/______(DD/MM/YYYY)

You must read and initial the following statements:

1. I understand this Authorization will expire on ___/___/___(DD/MM/YYY)

Or on the following event _________________________.   Initials: ____

2. I understand that I may revoke this Authorization at any time by notifying [Name of Practice] in writing, but if I do, it will not have any effect on any actions [Name of Practice] took before they received the revocation.

Initials: _____

____________________________________
____________________________

Signature of Patient or Representative

____________________________________
Date _________________________


Relationship to Patient

You may refuse to sign this Authorization.  We cannot condition treatment on your signing this Authorization.
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

I ACKNOWLEDGE THAT I HAVE RECEIVED Health First Medical Center, P.C.’s Notice of Privacy Practices for protected health information.

Date:
____________________
Name of Patient: ___________________________










Print Name






_________________________________________






Signature of Patient/Personal Representative

Documentation of Good Faith Effort to Obtain Written Acknowledgement

I made a good faith effort to obtain the patient’s written acknowledgement of our Notice of Privacy Practices for protected health information by (check all that apply):

‪
Showing the patient the Notice of Privacy Practices posted in our office.

‪
Giving the patient a copy of our Notice of Privacy Practices to read prior to 


receiving any treatment or service.

‪
Giving the patient all necessary information to obtain our Notice of Privacy


Practices on our website. 

‪
Asking the patient to sign this Acknowledgement form.

‪
Other (explain in detail)______________________________________________


_________________________________________________________________


_________________________________________________________________

Date: _________________


Name: __________________________

Notes:
This written Acknowledgement must be completed no later than the first date health care services or treatment are provided to the patient after April 14, 2003.  This Acknowledgement must be retained in the patient’s permanent records.

HEALTH FIRST MEDICAL CENTER, P.C.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

There are a number of situations where we may use or disclose to other persons or entities your confidential medical information.   Certain uses and disclosures will require you to sign an Acknowledgement that you received our Notice of Privacy Practices, including treatment, payment and health car operations.  Any use of disclosure of you protected health information required for anything other than treatment, payment of health circumstances, may be made without your Acknowledgement or Authorization.  Under any circumstances, we will use or disclose only the minimum amount of information necessary from your medical records to accomplish the intended purpose of the disclosure.

Use and Disclosure without Patient Acknowledgement of this Notice

We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use and disclose your confidential medical information for the following purposes:

Treatment:
We will use your medical information to make decisions about the provision, coordination or management of your health care, including diagnosing your condition and determining the appropriate treatment for that condition.  It may also be necessary to share your medical information with another health care provider whom we need to consult with respect to your care.  We may also disclose certain information to a pharmacist for the purpose of filling a prescription for you, to a physical therapist to provide physical therapy under appropriate circumstances, or to a facility or other providers should you require surgery or other hospital care.  These are only examples of uses and disclosures of medical information for treatment purposes that may or may not be necessary in your case.

Payment: 
We may need to use or disclose information in your medical record to obtain reimbursement from you or your health insurance plan, or another insurer for our services rendered to you.  This may also include determinations of eligibility or coverage under the appropriate health plan, pre-certification and pre-authorization of services or review of services for purposes of reimbursement.  This information may also be used for billing, claims management and collection purposes together with related health care data processing through our system.

Operations:
Your medical records may be used in our business planning and development operations, including improvement in our methods of operation, and general administrative functions.  We may also use the information in our overall compliance planning, medical review activities, and arranging for legal and auditing functions.

Use and Disclosure Without Acknowledgement or Authorization

There are certain circumstances under which we may use or disclose your medical information without first obtaining your Acknowledgement or Authorization.  Those circumstances generally involve public health and oversight activities, law enforcement activities, judicial and administrative proceedings and in the event of death.  Specifically, we are required to report to certain agencies information concerning certain communicable diseases, sexually transmitted diseases and HIV/AIDS status.  We are also required to report instances of suspected or documented abuse, neglect or domestic violence.  We are required to report to appropriate agencies and law enforcement official’s information that you or another person are in immediate threat of danger to your health or safety as a result of violent activity.  We must also provide medical record information when ordered by a court of law to do so.

Authorization for Use or Disclosure

Except as outlined in the above sections, your medical information will not be used or disclosed to any other person or entity without your specific Authorization, which may be revoked at any time.  In particular, except to the extent disclosure has been made to governmental entities required by law to maintain the confidentiality of the information, information will not be further disclosed to any other person or entity with respect to information concerning mental health treatment, drug and alcohol abuse, HIV/AIDS, or sexually transmitted diseases which may be contained in your medical records.  We likewise will not disclose your medical record information to an employer for purposes of making employment decisions, to a liability insurer or attorney as a result of injuries sustained in an automobile accident, or to educational authorities, without your written authorization.

Additional Uses and Disclosures

We may contact you from time to time to provide appointment reminders of information about treatment alternatives or other health-related benefits and services that may be of interest to you.

Individual Rights

You have certain rights with respect to your medical record information, as follows:

1. You may request that we restrict the uses and disclosures of your medical records information for treatment, payment and operations, or restrictions involving your care or payment related to that care.  We are not required to agree to the restriction; however, if we agree, we will comply with it, except with respect to emergencies, disclosure of the information to you, or if we are otherwise required by law to make a full disclosure without restriction.  

2. You have the right to request receipt of confidential communications of your medical information by an alternative means or at an alternative location.  If you require such an accommodation, you will be charged a fee for the accommodation and will be required to specify the alternative address or method of contact and how payment will be handled.

3. You have the right to inspect, copy and request amendment to your medical records.  Access to your medical records will not include psychotherapy notes contained in them, or information compiled in anticipation of or for use in a civil, criminal or administrative action or proceeding or for which your access is otherwise restricted by law.  We will charge a reasonable fee for providing a copy of your medical records, or a summary of those records, at your request, which includes the cost of copying, postage, or preparation of an explanation or summary of the information.

4. All requests for inspection, copying and/or amending information in your medical records must be made in writing and by addressed to “Privacy Department” at our address.  We will respond to your request in a timely fashion.

5. You have a limited right to receive an accounting of all disclosures we make to other persons or entities of your medical records information except for disclosures required for treatment, payment and health care operations, disclosures that require an Authorization, disclosures incidental to another permissible use or disclosure, and otherwise as allowed by law.  We will not charge you for the first accounting in any 12-month period; however, we will charge you a reasonable fee for each subsequent request for an accounting within the same 12-month period.

6. You have the right to obtain a paper copy of this notice if the notice was initially provided to you electronically, and to take one home with you if you wish.

7. All requests related to your rights herein must be made in writing and addressed to “Privacy Department” at the address noted below.

Our Duties

We have the following duties with respect to the maintenance, use and disclosure of your medical records:

1. We are required by law to maintain the privacy of the protected health 

Information in your medical records and to provide you with this notice of its

legal duties and privacy practices with respect to that information.

2. We are required to abide by the terms of this Notice currently in effect.

3. We reserve the right to change the terms of this Notice at any time, making the 

New provisions effective for all health information and medical records we 

Have and continue to maintain.  All changes in this Notice will be prominently 

displayed in the front desk/lobby area and available at our office.

Complaints

You may file a written complaint to us or to the Secretary of Health and Human Services if you believe your privacy rights with respect to confidential information in your medical records have been violated.  All complaints must be in writing and must be addressed to the Privacy Department (in the case of  a complaint to us) or to the person designated by the U.S. Department of Health and Human Services if we cannot resolve your concerns.  You will not be retaliated against for filing such a complaint.  More information is available about complaints on line at the government’s website:  http://www.hhs.gov/ocr/hipaa.

Contact Person

All questions concerning this Notice or requests made pursuant to it should be addressed to:

Privacy Department

Health First Medical Center, P.C.

1829 University Drive

Dunbar, PA 15431

724-628-6677

Effective Date

This Notice is effective April 14, 2003 and applies to all protected health information contained in your medical records maintained by us.

