PLEASE GIVE THIS COMPLETED FORM TO THE NURSE
AFTER YOU ARE CALLED BACK

PATIENT NAME:
*CURRENT PROBLEMS NO PROBLEMS TODAY - ROUTINE VISIT
REASON FOR YOUR VISIT TODAY INDICATE AFFECTED SIDE STATUS (NEW OR DATE OF ONSET
(IF APPLICABLE) ONGOING PROBLEM)
*SURGICAL HISTORY NO HISTORY OF SURGERIES
TYPE OF PROCEDURE PROCEDURE DATE
*MEDICATIONS NO MEDICATIONS TAKEN
NAME OF MEDICATION DOSE
PHARMACY OF CHOICE:
*VACCINATIONS NO HISTORY OF VACCINATIONS
TYPE DATE GIVEN CLINIC/FACILITY WHERE ADMINISTERED
*ALLERGIES NO KNOWN ALLERGIES
ALLERGIC TO/ALLERGEN TYPE OF REACTION SEVERITY DATE OF ONSET
(MILD,MODERATE,SEVERE)

*SOCIAL HISTORY (CIRCLE ALL THAT APPLY)
(CIRCLE SMOKING STATUS): NEVER SMOKED - FORMER SMOKER - CURRENT EVERY DAY SMOKER - CURRENT SOME DAY SMOKER - UNKNOWN  OTHER TOBACCO USE: YES/NO
SMOKED OR TOBACCO USE SINCE AGE: ____ YEARSOF USE:______ ALCOHOL USE: YES/NO HOW OFTEN DO YOU USE ALCOHOL: EVERY DAY/SOCIALLY

DIET: CAFFEINE USE: YES/NO ADVANCE DIRECTIVE: YES/NO CURRENTLY PREGNANT: YES/NO
CHANGES IN FAMILY OR SOCIAL SITUATION: YES/NO  LEGALLY BLIND: YES/NO  HARD OF HEARING OR DEAF: YES/NO  SEAT BELT OR CAR SEAT USED ROUTINELY: YES/NO
MOSQUITO REPELLENT USED ROUTINELY: YES/NO  SUNSCREEN USED ROUTINELY: YES/NO  SMOKE DETECTORS IN HOME: YES/NO

NUMBER OF SIBLINGS: POOL EXPOSURE (FOR CHILDREN): YES/NO SPORTING ACTIVITIES:

USE BACK OF FORM FOR MORE COMMENTS IF NEEDED



PATIENT NAME:

PLEASE GIVE THIS COMPLETED FORM TO THE NURSE
AFTER YOU ARE CALLED BACK

*PAST MEDICAL HISTORY (CIRCLE ALL THAT APPLY)

ADD/ADHD

ABNORMAL PAP
ABUSE/DOMESTIC VIOLENCE
ACID REFLUX (GERD)

ACNE

ALLERGIES

ANEMIA

ANESTHESIA COMPLICATIONS
ANXIETY DISORDER
ARTHRITIS

ASTHMA

AUTISM SPECTRUM DISORDER
AUTOIMMUNE DISORDER
BEDWETTING

BIRTH DEFECTS/INHERITED DISEASE
BLADDER PROBLEMS

BLOOD DISEASES

BLOOD TRANSFUSIONS
BREAST CANCER

BREAST PROBLEM

COPD

CANCER

CHICKEN POX

CONGENITAL ANOMALIES
CONSTIPATION

CORONARY ARTERY DISEASE

DEPRESSION
DEVELOPMENTAL DISORDERS
DIABETES

DIVERTICULITIS

EAR OR HEARING PROBLEMS
EATING DISORDER

ECZEMA

ENDOMETRIOSIS
FIBROMYLAGIA

Gl PROBLEMS

GYN PROBLEMS

GOUT

HIV

HEAD INJURY/CONCUSSION
HEADACHES/MIGRAINES
HEART DISEASE

HEART PROBLEMS/MURMUR
HEPATITIS

HIGH BLOOD PRESSURE
HIGH CHOLESTEROL
HOSPITAL ADMISSION
HYPERTHYROIDISM
INFERTILITY

KIDNEY DISEASE/KIDNEY STONES
LIVER DISEASE

LUNG DISEASE

[ INOTOALL
MENTAL ILLNESS

MUSCLE PROBLEMS
JOINT/BONE PROBLEMS
NEUROLOGICAL DISORDER
OSTEOPOROSIS

OVARIAN CANCER
PHLEBITIS

POLYPS

PRE-ECLAMPSIA
PSYCHIATRIC ILLNESS
PULMONARY EMBOLISM
STD

SEIZURES/EPILEPSY

SKIN PROBLEMS

STROKE
THROMBOPHILIAS
THYROID PROBLEMS
TUBERCULOSIS
VARICOSITIES (VARICOSE VEINS)
VISION OR EYE PROBLEMS

IF OTHER AND NOT LISTED, PLEASE WRITE BELOW:

*FAMILY HISTORY UNKNOWN
RELATION PROBLEM ONSET AGE DIED AT AGE
*PRENATAL AND BIRTH HISTORIES (IF APPLICABLE)
NUMBER OF PREGNANCIES NUMBER OF LIVE BIRTHS
PROBLENM DATE

*OTHER PHYSICIANS OR SPECIALISTS YOU ARE CURRENTLY UNDER THE CARE OF

NAME

SPECIALITY

PHONE

USE BACK OF FORM FOR MORE COMMENTS IF NEEDED
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Patient Registration

Patient Information

Last Name First Name Middle Initial
Mailing Address City, State Zip
Physical Address City, State Zip
Home Phone Number Social Security Number Date of Birth Age

Cell Phone Number

E-Mail

Marital Status:

In Case of an Emergency

Phone Number

Relationship to Patient

How did you hear about our office?

Referring Physician (if applicable)

Is this:
[ 1 Injury [ ]orlliness

Work Related?
[ 1Yes [ ]No

Auto Accident Related?
[ 1Yes [ ] No

Other Accident Related?
[ 1Yes [ ] No

Do you have an Advance Directive or Living Will?

[]1Yes[] No

ex: [ ] Male [ ]Female

Ethnicity (check one or more): [ ] Hispanic or Latino/Spanish

[ ] Not Hispanic or Latino
[ ] Latin American/Latin, Latino

[ 1Central American
[ ]1Cuban
[ 1 Dominican

[ 1 Mexican
[ ]1Puerto Rican
[ 1South American

Responsible Party Name:

Responsible Party Date of Birth:

Pharmacy Name

Address

Phone Number

Insurance Coverage # 1

Insurance Company Name

Employer's Name

Employer's Phone
Number

ID Number

Group Number

Insurance Company Phone Number

Policy Holder Name

Relationship to Policy Holder: [ ]1Self [ ]Spouse [ ] Child

Policyholder Date of Birth:

Policyholder SSN:

Insurance Address

City

State

Zip

Insurance Coverage # 2

Insurance Company Name

Employer's Name

Employer's Phone Number

ID Number

Group Number

Insurance Company Phone Number

Policy Holder Name

Relationship to Policy Holder:

[ 1Self [ ]Spouse [ ]Child

Insurance Address

City

State

Zip




Patient Registration (Continued)

ASSIGNMENT AND RELEASE: | hereby assign my insurance benefits to be paid directly to the physician. | also authorize the
physician to release all information contained in my financial and medical records to my insurance company or health plan, or
any other person or entity that is responsible for paying or processing for payment any portion of my bill. | understand that I am
totally responsible for payment of all fees and services rendered. | permit a copy of this authorization to use in place of the
original.

MEDICARE BENEFICIARY ASSIGNMENT AND RELEASE: | request payment of authorized Medicare benefits to me or on my
behalf for any services furnished me by Yoakum Family Practice. | authorize any holder of medical or other information about
me to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.

NO SHOW POLICY: After three no-shows to your appointment, you are subject to be terminated as a patient of Yoakum Family
Practice. Please notify us 24 hours in advance if you need to cancel or reschedule your appointment.

FINANCIAL OBLIGATION: | hereby acknowledge that | understand there may be services provided that will not be covered by
my insurance carrier, and fully understand that | am totally fully responsible for payment of all fees and services rendered,
regardless of insurance coverage or other responsibilities and ultimately responsible for payment in full if my insurance
company does not pay in a timely manner.

CONSENT FOR TREATMENT: | hereby authorize the physicians, nurse practitioners or APRN's, physician assistants or PA-C,
nurses (RN's or LVN's), medical assistants, and staff to conduct such examinations, and to administer treatment and medications
as they deem necessary and advisable.

SHARING OF HIGHLY SENSTIVE HEALTH INFORMATION FOR TREATMENT PURPOSES: | understand that Yoakum Family Practice
participates in an electronic Health Information Exchange (HIE) to facilitate secure sharing of my health information for
treatment purposes. | understand that | am automatically enrolled but can opt-out at any time by requesting and signing a YCH
HIE Opt-Out Request Form. | understand that Highly Sensitive Health Information may be shared to the Health Information
Exchange.

Examples of Highly Sensitive Health Information

Highly sensitive health information may include, but is not limited to:
e Mental health evaluations, diagnoses, treatment plans, counseling notes, and psychotherapy records
e  Substance use disorder, alcohol abuse, or drug abuse treatment and diagnosis information
e  HIV/AIDS status, testing, treatment, and related laboratory results
e Genetic testing results, inherited disease information, genetic markers, and family genetic history
e  Sexually transmitted infection (STI) testing and treatment information
e  Reproductive health services and related treatment records, as permitted by applicable law
e Information related to domestic violence, sexual assault, or abuse counseling and treatment
e  Other health information afforded special protections under federal or state law

| understand as indicated by my initials, that if | do not want my health information, including any of the
highly sensitive information listed above, shared through a Health Information Exchange (HIE), | should request
and complete an HIE Opt-Out Request Form. Opting out of HIE participation will prevent my information from
being electronically shared through participating HIE networks, except as otherwise required or permitted by
law.

I have read each of the statements above and authorize, understand, and agree to each statement.

Signature of Patient or Responsible Party: Date:

Printed Name of Patient or Responsible Party: Relationship to Patient:
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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.

Yoakum Family Practice has created this Privacy Notice in order to demonstrate our firm commitment to your privacy and the protection
of your information. As part of the normal operation of the clinic, we collect and, in some instances, disclose information about you. To
better protect your privacy we provide this notice explaining our information practices and the choices you can make about the way
your information is collected and used.

Permitted Uses and Disclosures

The following sections describe the way we are permitted to use or disclose your health information without obtaining your prior
authorization. There may be situations in which laws other than HIPAA (such as laws governing a patient’s substance use disorder
records) prohibit or materially alter how we use or disclose your health information. In those situations, we will comply with the more
stringent law. More restrictive laws are summarized in the section “Exception for More Restrictive Laws”.

In order to treat patients, we must obtain information about your past and present medical history. This information is often referred
to as Protected Health Information (PHI). All PHI disclosed will be limited to only the amount reasonably necessary to carry out
treatment, payment, and health care operations.

As part of your treatment, your physician will do a history and physical, nursing staff will perform their nursing assessments, document
this information, and a record of treatments and test results may be used to treat you as a patient. This information may be sent to a
referring physician.

The registration personnel will obtain your demographic information (like your zip code, address, etc.), and insurance information to
accurately file a claim for payment.

In order to continuously improve quality in clinic operations, Yoakum Family Practice will look at procedures performed, diagnoses, and
outcomes of surgeries and procedures. Your information may be included.

We never use or share the PHI provided without also providing you an opportunity to opt-out or otherwise prohibit such unrelated uses.
Yoakum Family Practice will never willfully release any PHI about you without first receiving your written authorization.

Yoakum Family Practice cannot ensure that all of your PHI will never be disclosed in ways not described in this Privacy Notice. For
example, we may be required to disclose personally identifiable information to the government or by court order under certain
circumstances, or other situations may arise requiring such disclosure. Other disclosures of your PHI can be made without written
consent in the following cases: emergency circumstances, disaster relief purposes, as required by state or federal law, OSHA reporting,
public health authority, state health authority, FDA, and regulatory agencies.

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

Yoakum Family Practice may disclose demographic information and/or dates of care to business associates for the purpose of raising
funds for the clinic’s benefit, without written authorization.

Yoakum Family Practice participates in electronic Health Information Exchanges (HIEs). HIEs allow Yoakum Family Practice to
electronically share certain information from your health records. For example, if you go to an emergency room, that emergency room
and hospital may be able to access parts of your Yoakum Family Practice electronic medical record so that they can treat you more safely
and quickly. We will allow your electronic medical records to be seen by other participating health care providers for your treatment
unless you inform us that you do not want the other participating providers to see your electronic medical records.

Page 1 - Template-HIPAA-064 Form A - Notice of Privacy Practices_FY26.SUD Update



Other Uses of Protected Health Information

Other uses and disclosures of your protected health information not covered by this notice or the laws that apply to us will be made only
with your written permission. If you provide us with permission to use or disclose your protected health information, you may revoke
that permission, in writing, at any time.

If you revoke your permission, we will no longer use or disclose your protected health information for the reasons covered by your
written authorization; however, we are unable to take back any disclosures we have already made with your permission. Additionally,

information that was previously lawfully disclosed by us is subject to redisclosure by the recipient and is no longer protected.

Exception for More Restrictive Laws

If we receive or maintain any information or record about you from a substance use disorder (SUD) treatment program that is covered
by 42 CFR Part 2 (a “Part 2 Program”) and you have consented to us receiving this information for treatment, payment and health care
operations activities, then we may further disclose your SUD Part 2 Program information in accordance with HIPAA (except as provided
in the two paragraphs immediately below).

In no event will we use or disclose your SUD Part 2 Program record, or testimony that describes the information contained in your Part
2 Program record, in any civil, criminal, administrative or legislative proceedings by any Federal, State, or local authority, against you,

unless authorized by your consent or the order of a court after it provides you notice of the court order.

We will not use or disclose your Part 2 Program record for our fundraising purposes without first giving you a clear and conspicuous
opportunity to elect to receive any fundraising communications.

Patient’s Rights

You have the right to request restrictions on certain uses and disclosures of PHI; however, Yoakum Family Practice is not required to
agree to the restrictions.

You have the right to receive confidential communications of PHI from Yoakum Family Practice by alternative means or at alternative
locations. You have a right to inspect a copy of PHI, and the right to amend PHI as outlined in HIPAA regulations.

You have a right to receive an accounting of disclosures of PHI; you have the right to receive a paper or electronic copy of this notice.

Yoakum Family Practice is required by law to maintain the privacy of PHI and to provide you with notice of the clinic’s legal duties and
privacy practices with respect to PHI. Yoakum Family Practice is required to abide by the terms of this notice.

Yoakum Family Practice reserves the right to change the terms of this notice and to make the new notice provisions effective for all PHI
that the clinic maintains. The new notice will be made available on the clinic’s website or upon request.

Complaints

You may submit a complaint to Yoakum Family Practice and to the Secretary of the U.S. Department of Health and Human Services, if
you believe your privacy rights have been violated. You may file the complaint with the Health Information Manager of Yoakum Family
Practice at Yoakum Community Hospital. Contact the Health Information Manager, at 361-293-2321 ext. 121 for further information.
You will not be retaliated against for filing a complaint.

Page 2 - Template-HIPAA-064 Form A - Notice of Privacy Practices_FY26.SUD Update



®. Yoakum
Famll Practice

at Yo: 11<um Community Hospital

NOTICE OF PRIVACY PRACTICES
PATIENT ACKNOWLEDGEMENT FORM

| have been given a copy of Yoakum Family Practice’s Notice of Privacy Practices, which includes the special
protections for Substance Use Disorder (SUD) records required under 42 CFR Part 2.

By signing this form, | consent to Yoakum Family Practice’s use and disclosure of protected health information
about myself for treatment, payment and health care operations, as well as for those purposes set forth in the
Notice of Privacy Practices.

| have the right to revoke this authorization, in writing, except where Yoakum Family Practice or the other entities
identified in this notice has already made disclosures in reliance on my prior consent.

Patient Signature Patient / Representative Date

Printed Patient Name / Representative

For internal Use

The above named Patient/Representative was provided the “Notice of Privacy Practices”, and a good
faith effort was made to obtain written acknowledgment of receipt, but such acknowledgment could
not be obtained because:

1 Patient/Personal Representative refused to sign.

1 Patient/Personal Representative was unable to sign.

1 The Patient had a medical emergency and an attempt to obtain the acknowledgment will be
made at the next available opportunity.

Qa

Other reason (please
specify):

/
Signature of Staff Member Completing Form Date / Time

Printed Name of Staff Member

Original to be maintained in Patient’s medical record



®, Yoakum

Famll Practice
ac Yoskum u sy o NOTICE REGARDING YOUR LAB WORK

It has come to our attention that several insurance companies are denying Lab Tests that are drawn in our office and
sent to an outside lab. It may be to your best interest to contact your insurance company before having your lab drawn.
You will be responsible for charges that are denied by your insurance company.

Patient’s Printed Name Date

Signature of Patient or Responsible Party
FINANCIAL POLICY

To reduce confusion and misunderstanding between our patients and practice, we have adopted the following financial
policies. If you have any questions regarding these policies, please discuss them with our office manager. We are
dedicated to providing the best possible care and service to you and regard your complete understanding of your
financial responsibilities as an essential element of your care and treatment. Unless other arrangements have been
made in advance by either you or your health insurance carrier, full payment is due at the time of service. For your
convenience we accept all major credit cards.

Your Insurance

e We have made prior arrangements with many insurers and health plans to accept an assignment of benefits.
This means that we will bill those plans for which we have an agreement and will only require you to pay the
authorized copayment at the time of service. This office’s policy is to collect this copayment when you arrive for
your appointment.

e If you have insurance coverage with a plan for which we do not have a prior agreement, we will prepare and
send the claim for you on an unassigned basis. This means that your insurer will send the payment directly to
you. Consequently, the charges for your care and treatment and are due at the time of service.

e Inthe event that your health plan (Medicare/Medicaid/Commercial insurance) determines a service to be “not
covered,” you will be responsible for the complete charge. Payment is due upon receipt of a statement from
our office.

o We will bill your health plan for all services provided in the hospital. Any balance due is your responsibility and is
due upon receipt of a statement from our office.

e Prior arrangements will need to be made with our office for all worker’s compensation claims. We only file
claims for specific providers within our practice and only to insurance companies with whom we are in-network
with.

e For all services rendered to minor patients, we will look to the adult accompanying the patient and the parent or
guardian with custody for payment.

Yearly Wellness visits are to develop or update your personalized plan to help prevent disease or disability, based on your
current health and risk factors. If your visit consists of anything more than this you may be charged an additional office
visit.

| have read and understand the financial policy of the practice, and | agree to be bound by its terms. | also understand
and agree that the practice may amend such terms from time to time.

Patient’s Printed Name Date

Signature of Patient or Responsible Party



®, Yoakum
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PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of
their protected health information (PHI). The individual is also provided the right to request confidential
communications or that a communication of PHI is made by alternative means, such as sending correspondence to
the individual’s office instead of the individual’s home.

| wish to be contacted in the following manner (check all that apply):

Home Telephone Written Communication:
1 Leave message with detailed information 1 Mail to my home address
1 Leave message with call-back number only 0 Mail to my work/office address

O Fax to this number

Work Telephone

(1 Leave message with detailed information

1 Leave message with call-back number only

RELEASE OF HEALTH INFORMATION AND/OR RECORDS

[ I authorize the release of my health information and/or records. This information may be released to the

following individual(s):

Name: Name:
Relationship: Relationship:
Phone Number: Phone Number:

This Release of Health Information and/or Records will remain in effect until terminated by me in writing.

[0 My health information and/or records are not to be released to anyone.

Patient’s Printed Name Date

Signature of Patient or Responsible Party Birthdate
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CONSENT FORM FOR ePRESCRIBE PROGRAM

ePrescribe Program

ePrescribing is way for doctors to send electronically an accurate, error free, and understandable prescription from the
doctor’s office to the pharmacy. The ePrescribe Program also includes:

Formulary and benefit transactions - Gives the health care provider information about which drugs are covered by
your drug benefit plan.

Fill status notification - Allows the health care provider to receive an electronic notice from the pharmacy telling
them if your prescription has been picked up, not picked up, or partially filled.

Medication history transactions - Provides the health care provider with information about your current and past
prescriptions. This allows health care providers to be better informed about potential medication issues and to use
that information to improve safety and quality. Medication history data can indicate: compliance with prescribed
regimens; therapeutic interventions; drug-drug and drug-allergy interactions; adverse drug reactions; and
duplicative therapy.

The medication history information would include medications prescribed by your health care provider at Yoakum
Family Practice as well as other health care providers involved in your care and may include sensitive information
including, but not limited to, medications related to mental health conditions, venereal diseases/sexually transmitted
diseases, abortion(s), rape/sexual assault, substance (drug and alcohol) abuse, genetic diseases, and HIV/AIDS.

As part of this Consent Form, you specifically consent to the release of this and other sensitive health information.

Consent

1. Prescription refill policy — It is the policy of Yoakum Family Practice that medication refills will be processed
within two business days (no weekends or holidays) of receipt of the request.

2. By signing this consent form you are agreeing that your provider at Yoakum Family Practice may request and use
your prescription medication history from other healthcare providers and/or third party pharmacy benefit
payors for treatment purposes.

3. You may decide not to sign this form. Your choice will not affect your ability to get medical care, payment for
your medical care, or your medical care benefits. Your choice to give or to deny consent may not be the basis for
denial of health services. You also have a right to receive a copy of this form after you have signed it.

4. This consent form will remain in effect until the day you revoke your consent. You may revoke this consent at
any time in writing but if you do, it will not have an effect on any actions taken prior to receiving the revocation.

Understanding all of the above, | hereby provide informed consent to Yoakum Family Practice to enroll me in this
ePrescribe Program. | have had the chance to ask questions and all of my questions have been answered to my
satisfaction.

Patient’s Printed Name Date

Signature of Patient or Responsible Party Birthdate
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PATIENT PORTAL TERMS AND CONDITIONS AGREEMENT

Yoakum Family Practice provides a patient portal through a third party vendor for the exclusive use of its patients. The
patient portal is designed to enhance the ability of our patients to view a limited portion of their confidential patient
information. All users must be established through registration as a Yoakum Family Practice patient. The patient portal is
provided as a courtesy to our patients. However, if abuse or negligent usage of patient portal persists, we reserve the
right at our own discretion to terminate patient portal offering, suspend user access, or modify services offered through
the patient portal.

Guidelines and Security

Yoakum Family Practice offers secure viewing of limited health information to our patients who wish to view parts of
their records online. The patient portal is provided through a third party vendor on a HIPAA compliant VPN with
encryption that meets HIPAA standards. While we believe that the IT infrastructure and data are safe and secure, it does
not guarantee unforeseen adverse events cannot occur. All new and established patients have signed and have been
offered a copy of our HIPAA Notice of Privacy Practice. If you do not recall having signed the HIPPA Notice of Privacy or
need to reacquaint with our policy, a copy can be provided to you for your review. This patient portal is a valuable tool,

but has certain risks. In order to manage these risks we need to impose some conditions of participation. By providing
Yoakum Family Practice with your e-mail address you accept the risks and agree to the conditions of participation. Once
your email is provided and the Patient Portal Terms and Conditions Agreement is signed you will receive an email
notification that instructs you how to log in for the first time. Please keep this email in a safe place for future reference.
Following the instructions on the email, you should be able to log in using the link received in the initial email.

Registration
You agree that the information that you provide upon registration to use the Patient Portal and at all other times will be

true, accurate, current, and complete. You also agree that you will ensure that this information is kept accurate and up
to date at all times. In particular, you must keep your e-mail address up to date. If you change your mind and wish to opt
out of the Portal, you must contact us at Yoakum Family Practice. We are unable to opt out of the Portal over the phone.

User ID and Password
When you register, you will be asked to provide a password. Since you will be responsible for all of the activities that

occur with respect to your User Account, we ask that you keep your password confidential. Your Account is solely for
your personal use, and you shall not authorize others to use your User Account, including your profile or email address.
You must notify us of any unauthorized use of your password or if you believe that your password is no longer
confidential.

Emergency-related Questions via the Patient Portal

The Patient Portal is not to be used for emergency related health care issues. Please call Yoakum Family Practice directly
with any question that you would like answered within 24 hours. If you are experiencing a health care emergency, call
911 or visit the nearest emergency room.




PATIENT PORTAL TERMS AND CONDITIONS AGREEMENT (CONTINUED)

Patient Portal Limitation of Liability

To the fullest extent allowed by law, in no event shall Yoakum Family Practice (or any of its officers, directors,
shareholders, employees, agents, representatives, successors and assigns) have any liability to you for any indirect,
special, incidental, exemplary, punitive or consequential damages whether arising in contract, equity, negligence,
intended conduct, or otherwise (including breach of warranty, negligence, gross negligence, willful misconduct, and
strict liability in tort), including, without limitation, damages arising from delay, loss of goodwill, loss of or damage to
data, lost profits, revenue or savings (actual or anticipated), or other economic loss or lost profits in connection with or
ensuing from (1) the use or inability to use the patient portal, (II) any transactions conducted through or facilitated by the
patient portal, including any offers or incentives realized by you through your use of the patient portal; (Ill) any claim
attributable to errors, omissions, or other inaccuracies in the patient portal, (IV) any unauthorized access to or alteration
of your transmissions or data, or (V) any other matter related to the patient portal or any content or information
provided on the patient portal, even if one has been advised of the possibility of such damages.

| have read and fully understand this consent. | understand the risks associated with online communications. By checking
"l accept"” below | intend to sign this consent, | hereby give my informed consent to participate in the patient portal, and
| hereby agree to and accept all of the provisions contained above. A copy of this agreement will be included in my
medical record.

Indicate your acceptance to be bound by the terms of this agreement by checking "l Accept" below and following the
other instructions in the registration process.

If you choose not to become a member of the portal check “l Do Not Accept”
[ 1 Accept - Patient email address:
[] 1 Do Not Accept or Choose to Opt Out

Signature of Patient/Parent/Conservator/Guardian Date/Time

Printed Name

Authority/Relationship to Patient

Witness

A minor individual's signature is required for the release of certain types of information, including for example, the
release of information related to certain types of reproductive care, sexually transmitted diseases, and drug, alcohol or
substance abuse, and mental health treatment (See, e.g., Tex. Fam. Code 32.003).

Signature of Minor Date



®, Yoakum
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at Yoa 1k.um Community Hospital

Acknowledgement of Receipt of Patient Portal FAQ’s and Information Regarding
Use of 3™ Party Apps to Import Health Information

A patient portal is a secure online website that gives you convenient 24-hour access to your personal
health information and medical records called an Electronic Health Record or EHR from anywhere with
an Internet connection. Yoakum Family Practice provides access to a patient portal through
Athenahealth with the ability to connect 3™ party apps to import health information through an API.

| acknowledge | have received a copy of Yoakum Family Practice’s Patient Portal frequently asked

questions along with information regarding patient’s availability and use of 3™ party apps to import
health information.

I have read each of the statements above and authorize, understand, and agree to each statement.

Patient’s Signature: Date:

Patient Name (please print):




®, Yoakum
Famll Practice

at \0.1kum Community Hospirtal
1200 Carl Ramert Drive, Suite D

Yoakum, TX 77995
P:361.293.7061 CONSENT TO RELEASE MEDICAL INFORMATION

F:361.293.6559

1. | hereby authorize:

Previous provider name and/or clinic name:

Previous provider address:

Previous provider phone number:

To release the following heath care records of:

Patient name:

Patient address:

Patient SSN: Patient DOB:

2. Information to be released:

[ Copy of complete medical records O Including information related to HIV testing and/or results
O History and physical O Other:

3. Information to be released to:

4. Purpose of disclosure:

5. Specification of the date, event or condition upon which the consent expires:

I understand this consent can be REVOKED at any time except to the extent that disclosure made in good faith has
already occurred in reliance on this consent. The facility, its employees, officers, and providers are released from
legal responsibility or liability for the release of the above information to the extent indicated and authorized
herein.

Patient/Guardian Signature Date

Relationship to Patient

Witness Date



Yoakum
() Famll Practice

at Eudkum Community Hespital

WELCOME TO OUR PRACTICE

Date:

Name:

Address:

City/Zip:

Appointment Date & Time:

We are pleased that you have chosen us for all your healthcare needs. Attached you will find
the required paperwork for your appointment. Please complete all the paperwork and return it
at your appointment time, for this will reduce waiting time. There is also a check list in this
packet for more information that is also needed.

Please bring the following with you to your appointment:

1. All paperwork completed

2. All medication presently taking

3. Driver’s license

4. Insurance cards (medicare/medicaid/commercial)
5. Immunization record for children (shot record

6. Payment for your services (private pay/co-pay/deductible)

Thank you in advance!

Yoakum Family Practice



	1 - QUESTIONARRE  FOR REGISTRATION PACKET
	2 - Patient Registration Form Revised Jul 2026
	3a -Template-HIPAA-064 Form A - Notice of Privacy Practices_FY26.SUD Update
	3b - Template-HIPAA-064 Form B - Notice of Privacy Practices Acknowledgement_FY26.SUD Update
	4 - Lab + Financial Responsibility Consents
	5 - Hipaa Disclosure New Form - Copy
	6 - ePrescibe Program Consent Form New
	7 - Patient Portal Terms and Conditions of Agreement REVISED
	8 - Ack of Receipt of Pt Portal & 3rd Party Apps FAQs
	9 -Consent to release medical information
	10 - Patient Cover Letter

