MEDI

PLAQUEMINES

CAL CENTER

27136 Highway 23
Port Sulphur, LA 70083
Phone: 504-564-3344 Fax: 504-564-0174

PATIENT INFORMATION

Patient’s Last Name: First: Middle: |5 mr O Miss Marital status (circle one)
Q Mrs. O Ms. Single / Mar / Div / Sep / Wid
Preferred Pharmacy: Email Address: Birth Date: Race: I Age: l Sex:
oM OF
Street Address: Social Security No.: Home/Cell Phone No.:
( )
P.0. Box: l City: I State: I Z Code:
Occupation: I Employer: I Employer Phone No.:

o )

Is this visit the result of an accident? Yes or No
REASON FOR TODAY’S VISIT:

Did this accident occur at work? Yes or No

Are you a new patient? Yesor No

INSURANCE INFORMATION

Person responsible for bill: Birth Date: Race: Home Phone No.:
/ / ( )
Address (If different ):
Occupation: Employer: Employer Address: Employer Phone No.:
( )
Is this patient covered by insurance?d Yes O No

Please indicate primary insurance:Q Blue Cross/Blue Shield Q Medicaid Q United Q LAHe_aIthCare
HealthCare Connections
Q Amerigroup O Humana Q Medicare Q oOther  Q Aetna
Subscriber’s Name: Subscriber’s S.S. No.: Birth Date: Group No.: Policy No.: Co-payment:
!/ $
lPatient's relationship to subscriber: O Self Q Spouse Q Child Q Other
Name of Secondary Insurance: Subscriber’s Name: Group No.: Policy No.:

IN CASE OF EMERGENCY

Name of Relative or Friend:

Relationship to patient: Home phone no.:

( ) ( )

Work phone no.:

Patient/Guardian signature:

Relation to patient:

Date:




PLAQUEMINES
/ ##4 MEDICAL CENTER

INFORMED CONSENT

Patient Name: DOB:

Is this visit work related? YES NO (if yes, please read the addendum below)

| consent to treatment for myself or named minor child. | understand that the examination and/or medical treatment | receive
is not intended to replace complete medical care by my personal primary care physician.

| am aware that | will be responsible for my co-payment or a down payment at the time of service. Any pre-certification that my
insurance company requires is my responsibility to make. Furthermore, | allow Plaguemines Medical Center to release
treatment and billing information to my insurance company as requested to process my claim. | allow Plaquemines Medical
Center to accept assigned payments made by my insurance company on my behalf. | understand if my insurance company
denies payment, | am responsible for payment in full for services rendered. My failure to pay may resultin collection
proceedings.

| authorize Plaguemines Medical Center to release to my primary care physician or specialty referral all information related to
my treatment at this facility. | also consent to Plaguemines Medical Center to review my previous prescription history for
treatment purposes.

This consent is effective on the signature date and will remain in effect for one calendar year.

Patient signature (parent/guardian of a minor) DATE
Printed name of patient or parent/guardian Relation to patient
Witness DATE

27136 Highway 23

Port Sulphur, LA 70083
Phone: (504) 564-3344 Fax: (504) 564-0174
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ACKNOWLEDGMENT OF
NOTICE OF PRIVACY PRACTICES

By signing below, I acknowledge that the Notice of Privacy Practices for Plaquemines
Medical Center, which describes how health information about myself may be used or
disclosed and how I can obtain access to this information is available for viewing and
if requested, a copy of the practices will be provided.

Print Name of Patient Witness
Patient Signature (parent/guardian if a minor) Patient’s Date of Birth
Relation to patient Date

FOR OFFICE USE ONLY:

Documentation of Failure to Obtain Signed Acknowledgement:

On , this Acknowledgement of Notice

of Privacy Practices was presented to (the

Patient/Guardian). The Patient /Guardian refused to provide a signature when

requested.

Privacy Officer :

Leslie R. Prest, CEO
27136 Highway 23

Port Sulphur, LA 70083
(504) 564-3344

www.plaqueminesmedicalcenter.com






