Next Century Medical Care, LLC
Patient Registration Form

Patient Information

Date: Social Security #: Provider: Wilbur for Primary Care
(Circle One) Estes for Allergy, Asthma, and Immunology
Last Name: First Name: M.l
Street Address: Apt #: City, State, Zip:
DOB: | Gender: O M O F Marital Status: (Circle One) Single Married Divorced Widowed Separated

Home Phone #: Work Phone #: Cell Phone #: Email:

Preferred Method of Contact: (Circle One) Home Work Cell | Accept Texts: [0 Yes[d No | Accept Emails:[J Yes[ No

Do you authorize Next Century Medical Care to retrieve your prescription history for your care? [] Yes [] No

Emergency Contact Information

Last Name: First Name: Contact #:

Responsible Party’s Information (Bill to)
(If patient, please leave blank. If patient is under 18 years old, please complete with parent/guardian’s information.)

Last Name: First Name: M.l,:

DOB: Social Security #: Contact #: Relationship with patient:

Referral Information

Referring Source: Internet Search Website Friend Relative Healthcare Provider Employee Phonebook

(Circle all that apply) Other:

Primary Care Provider (PCP): Referring Healthcare Provider:

Insurance Information

Primary Insurance: Policy #: Group #:
Effective Date: PCP Copay: Specialist Copay:
Name of Subscriber: Social Security #: DOB:

Patient’s Relationship to Subscriber: (Circle One)  Self Spouse Child Other:

Secondary Insurance: Policy #: Group #:
Effective Date: PCP Copay: Specialist Copay:
Name of Subscriber: Social Security #: DOB:

Patient’s Relationship to Subscriber: (Circle One)  Self Spouse Child Other:

| hereby assign all medical and/or surgical benefits to include: Medicare, Medicaid, commercial or any and all other health insurance
plans to which | am entitled to: Next Century Medical Care, LLC. This assignment will remain in effect until revoked by me in writing.
A photocopy of this assignment is to be considered as valid as an original. | hereby authorize said assignee to release all information
necessary to secure payment. | understand that | am financially responsible for all charges whether or not paid by my insurance
carrier. | authorize use of this form for all of my insurance submissions. | authorize release of information to my insurance company.
| authorize my healthcare provider(s) to act as my agent in helping me obtain payment from my insurance company. | understand
that | am responsible for obtaining any referrals that are needed. | understand that any or all of my medical information may be
used for blinded-data research in which none of the data will be linked to my identity. | understand that my medical information
may be electronically submitted to any or all of my treating healthcare providers, hospitals and/or healthcare entities.

Signature: Relationship to Patient: Date:
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I ay
N C (,> Suite A4
ext entury Q Wilmington, DE 19809

MEDICAL CARE LLC+By Nurse Practitioners Phone: (302) 375-6746
Fax: (302) 375-6822

Patient Information About Office Practices
We would like to thank you for choosing Next Century Medical Care, LLC as your partner in your health
and wellness. We are committed to working with you to ensure the best medical care.

Patient Rights

1. To reasonable access to the medical services without regard to race color, national origin, age, sex,
disability, or financial status.

2. To receive considerate, respectful, and compassionate care.

3. To be informed about and to participate in decisions regarding your care including the refusal of treatment.
4. To be involved in all aspects of care, and to be allowed to participate in that care.

5. To refuse treatment to the extent permitted by law and to be informed of the medical consequences of
your actions.

6. To have clinical and educational information about your treatment in language and terms that you
understand.

7. To voice complaints about your care, and to have those complaints reviewed and, when possible, resolved.
8. To information about any research activities that involve your treatment, including benefits and risks,
procedures involved, and alternative treatments.

9. To security, privacy, and confidentiality in all patient care areas as you undergo tests or treatments.

10. To know who is responsible for providing your immediate, direct care.

11. To information about the financial aspects of services and alternative choices.

12. To request an itemized statement of billed services.

Patient Responsibilities:

1. To give complete and accurate information about your condition and care, including the reporting of
unexpected changes in your condition.

2. To adhere to the mutually agreed upon plan of care, including keeping follow-up office visits.

3. To report unexpected changes in your condition to your healthcare provider.

4. To bring a current copy of your advance directives to be placed in your medical record, if available.

5. To accept responsibility for refusing treatment.

6. To show consideration for other patients by following all common courtesies pertaining to smoking, noise
and general conduct.

7. To accept all financial obligations associated with your care.

8. To be considerate of staff who are caring for you. A mutual spirit of respect and cooperation allows us to
serve you best.

9. To advise us of any dissatisfaction you may have regarding your care. There is a patient satisfaction survey
under our “Contact Us” link on our website.
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Financial Practices

For our patients with medical insurance benefits:

We participate with most major medical insurance plans. Our revenue cycle management company will
submit claims for any services rendered to a patient who is a member of one of these medical insurance plans.
We will assist you in any way we reasonably can help get your claims paid. It is the patient’s responsibility to
provide all necessary information before leaving the office. If you have a secondary insurance plan, we will
automatically file a claim with them as soon as the primary insurance plan has paid. Your medical insurance
plan may need you to supply certain information directly. It is your responsibility to comply with their request.

Please bring your state issued identification card and insurance card with you to each of your office
visits. This will ensure we have the most up to date insurance information for you. However, if you change
your medical insurance plan, it is best to notify us immediately so that we can ensure you can be seen with us
at your next office visit.

If you are insured by a medical insurance plan we participate with but do not have your insurance card
with you, payment in full for each visit is required until we can verify your coverage. If a patient is a member of
a medical insurance plan with which we do not participate with, payment in full is due at the time of service.
We will submit our charges to your insurance company to collect any out of network benefits that may be
available to you, but ultimately the patient is responsible for any unpaid balances.

Call our office to verify if we accept your medical insurance plan. Your medical insurance plan requires
us to collect co-payments at the time of service. Waiver of co-payments may constitute fraud under state and
federal law. For your convenience we accept cash and credit cards: Visa, Mastercard, and Discover. If you do
not have your co-payment, your office visit may be rescheduled. You may also have co-insurance and/or
deductible amounts required by your medical insurance plan. Any outstanding balance on your account, after
adjusting for all your medical insurance plan responsibilities, will addressed at your office visit.

It is the policy of Next Century Medical Care, LLC to treat all patients in an equitable fashion related to
account balances. We do not waive, fail to collect, or discount co-payments, co-insurance, deductibles, or
other patient financial responsibility in accordance with state and federal law, as well as participating
agreements with medical insurance plans.

Medical services that are considered by your medical insurance plan to be non-covered, out of
network, or not medically necessary will be your responsibility.

For our patients without medical insurance benefits:

If you do not have group or individual medical insurance plan coverage, payment for all professional
services is expected at the time of your office visit. In the setting of financial hardship, we can make payment
arrangements on a case by case basis.

Payment plan for patient with and without medical insurance benefits:

If you are unable to pay your total balance at once, a payment plan option may be available to you. All
payment plans are expected to be paid off within twelve months. To set up a payment plan, please call the
office at (302) 375-6746.

Appointment Confirmation and Patient Attendance Policies

Appointment Confirmation

It is very important to confirm your appointment when the appointment confirmation system contacts
you. We only have so many appointments per day and cannot continually “waste” appointments when
patients “No Show.” If you do not confirm your appointment, your appointment will be cancelled. \We will
reschedule unconfirmed appointments with patients that need the appointment.

Late Office Visit Arrivals
A patient who arrives more than 15 minutes for a primary care office visit or 15 minutes for an allergy,
asthma and immunology office visit is considered a late arrival. A late arrival, not considered to be the

4.12.2023




responsibility of the practice, will be registered and worked into the schedule as soon as possible, including
rescheduling to another day.

No Show for Office Visit

Any patient who fails to arrive for a scheduled office visit without cancelling at least 24 hours prior to
the scheduled appointment is considered a “No Show.” A “No Show” patient may be charged $40.00 fee, as
set by the practice for failure to show. An established patient who is “No Show” for three office visits may be
dismissed from the practice. New patients that “No Show” for the first appointment will not be seen and
cannot reschedule.

Patient Forms Request Policy

Based on insurance policies, patients requesting forms to be completed that are not related to patient
disease management (i.e. Asthma Action Plan, Food Action Plan, etc.) will be charged a $20.00 administrative
fee per set of forms. The fee will be for each time the form is requested to be completed. Please allow a 1-
week turnaround time.

Prescription Renewal Request Policy

If you require a prescription renewal in-between routine office visits, please call the office to notify the
front desk. They will take your pertinent information and pass along to the healthcare provider who
prescribed the medication. Please allow a 72-hour turnaround time for prescription renewals. If a prescription
cannot be renewed, you will receive a phone call back stating so.

If you are due for an office visit, you may need to schedule a visit before a renewal can be ordered. If
an office visit is not available before running out of the medication and the healthcare provider is legally able
to do so, an adjusted prescription renewal may be issued until the date of the scheduled office visit.

By signing below, you indicate that you have read, understand, and accept Next Century Medical Care, LLC’s
policies. Please let us know if you have any questions or concerns.

Patient’s printed name:

Patient’s DOB:

Signature of Patient, Guarantor, or Personal Representative

Date:
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MEDICAL CARE LLC+By Nurse Practitioners

Authorization to Discuss Protected Health Information

[ authorize Next Century
Medical Care, LLC to release or discuss information related to my medical condition (including
information related to my treatment plan, medical information and/or billing information) to the
following named persons:

1. Full Name:
Phone Number:
Relationship to Patient:

2. Full Name:
Phone Number:
Relationship to Patient:

3. Full Name:
Phone Number:
Relationship to Patient:

4. Full Name:
Phone Number:
Relationship to Patient:

Please be advised that any person not referred to on this list will not be given any information
related to your care, including billing information. You may change, restrict, or expand this listing at
any time. You are not required to list any name if you do not so choose.

Patient’s Signature: Date:

Printed Patient Name: DOB:

Phone: (302) 375-6746  Fax: (302) 375-6822
NextCenturyMedicalCare@outlook.com
NextCenturyMedicalCare.com

1400 Philadelphia Pike Suite A4
Wilmington, DE 19809
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1400 Philadelphia Pike
Suite A4

> Wilmington, DE 19809
Nex’r Ce N TU 'y O Phone: (302) 375-6746

Fax: (302) 375-6822

MEDICAL CARE LLC =By Nurse Practitioners

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health
Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive.

By signing this form, | understand that:
e  Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
e  The practice reserves the right to change the privacy policy as allowed by law.
e  The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
e  The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
e  The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO

May we leave a message on your answering machine at home or on your cell phone? YES NO

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:
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MEDICAL CARE LLC+ By Nurse Proctitioners

Date form completed:
Name: Date of Birth:
Pharmacy Name and Phone Number:

Reason for today's visit:

Drug Allergies for you: (Attach list if needed.)

Drug Name Severity Symptoms Onset
(Mild/Moderate/Severe) (Childhood/Adulthood/Unknown)

Food Allergies for you: (Attach list if needed.)

Food Severity Symptoms Onset
(Mild/Moderate/Severe) (Childhood/Adulthood/Unknown)

Environmental Allergies for you: (Attach list if needed.)

Allergen Severity Symptoms Onset
(Mild/Moderate/Severe) (Childhood/Adulthood/Unknown)

All Drugs you take: (Attach list if needed.)

Drug Name Dosage How often To treat

11.12.2020 Page 1



Family History (Please check all that apply to your biological family.):

If adopted, please check here. D

Circle One & | Anxiety | Cancer | Depression Diabetes Heart High Stroke Other:
Indicate Age Disease Blood (Explain)
Pressure
Mother Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
Deceased
Age:
Father Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
Deceased
Age:
Alive
Brother Deceased Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
Age:
Alive
Sister Deceased Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
Age:
Maternal Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
GM Deceased
Age:
Maternal Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
GF Deceased
Age:
Paternal Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
GM Deceased
Age:
Paternal Alive Yes/No | Yes/No Yes/No Yes/No Yes/No Yes/No Yes/No
GF Deceased
Age:
11.12.2020 Page 2




Preventative Care for you:

Testing/Care

Date last performed

Bone density scan

Colonoscopy

Eye exam

Mammogram

Pap smear

Prostate exam

Hemoglobin sugar test (Hgb A1C)

Social History for you:

Occupation:

Employer:

Marital status: Single Married Divorced Separated Widowed

Number of children:

Tobaccouse: Yes/No  Type: How much: For how long:
Secondhand tobacco exposure: Yes/No Where:

Vaping: Yes/No Type: How much: For how long:
Alcohol use:  Yes/No Type(s): How much: For how long:
lllicit drug dependency: Yes/No Type: How much: For how long:
Controlled substances: Yes/No Type(s): How much: For how long:

Immunizations:

Immunization

Date when last administered

Flu (Influenza)

Pneumonia (Pneumovax 23)

Pneumonia (Prevnar 13)

Tetanus Diphtheria w/ or w/o Pertussis (Td/Tdap)

Shingles (Zostavax/Shingrix)

11.12.2020

Page 3




Date

Patient Name

OPIOID RISK TOOL

1. Family History of Substance Abuse Alcohol

Illegal Drugs
Prescription Drugs

2. Personal History of Substance Abuse  Alcohol

3. Age (Mark box if 16 —45)

Illegal Drugs
Prescription Drugs

4. History of Preadolescent Sexual Abuse

5. Psychological Disease

TOTAL

Total Score Risk Category

Attention Deficit
Disorder

Mark each

box that applies
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]

Obsessive Compulsive

Disorder
Bipolar
Schizophrenia

Depression

Low Risk 0 -3

[

]

Item Score
If Female

1

4

EENVS

Moderate Risk 4 —7

Item Score
If Male

3
3
4

EENVS

High Risk > 8



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE.:

Over the last 2 weeks, how often have you been

bothered by any of the following problems?

More than
(use "v'"to indicate your answer) Notatal | Several | = - ..o Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2, Feeling down, depressed, or hopeless 0 1 2 :
. . . 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 :
5. Poor appetite or overeating 0 1 2 .
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite — being so figety or 0 1 5 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns + +
(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).
10. If you checked off any problems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get .
Very difficult
along with other people?
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD®© is a trademark of Pfizer Inc.
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GAD-7

Over the last 2 weeks, how often have you Not Several More than Nearly

been bothered by the following problems? at all days hzl;:f;e every day

(Use “#” to indicate your answer)

1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying too much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful 0 1 2 3
might happen
(For office coding: Total Score T = + + )

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an
educational grant from Pfizer Inc. No permission required to reproduce, translate, display or distribute.
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