HealthLink Information for Admission

PATIENT INFORMATION

NAME: SOCIAL SECURITY #:

DATE OF BIRTH: / / AGE: DATE OF SURGERY/INJURY:
STREET ADDRESS:

CITY: STATE: ZIP CODE:
PHONE: ALTERNATE PHONE:

E-MAIL:

PRIMARY PERSON ON INSURANCE (IF NOT PATIENT):

PRIMARY PERSON’S DOB:

RETIRED: If yes skip this section

EMPLOYER NAME: OCCUPATION:
SUPERVISOR: PHONE:

STREET ADDRESS:

CITY: STATE: ZIP CODE:

EMERGENCY CONTACT:

NAME: RELATION:

STREET ADDRESS:

CITY: STATE: ZIP CODE:
PHONE: ALTERNATE PHONE:

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATI ON DURING THIS ADMISSION

Information about your health and health care treatment is filed in your medical record. This information is confidential
and you control how the clinic releases this information during your stay. Therefore, please CHECK ONE of the
following regarding how you wish to have information regarding your health and health care treatment released.

Privacy Code Choice A:
| authorize the clinic to release the following:
Anyone who asks will be told | am in the clinic.

=

2. My immediate (which includes, husband/wife, parent, and child) will be told my diagnosis, medical history,

treatment, and prognosis.

3. Those authorized by law will be told if | am being tested, examined, or treated for any of the following
conditions: HIV, AIDS related conditions, psychiatric illness, drug/alcohol/chemical abuse.

Privacy Code Choice B:

No one will be told | am in the clinic.

No one will be told my diagnosis, medical history, treatment, or prognosis.
No phone calls will be transferred to my room.

PR

Those authorized by law will be told if | am being tested, examined, or treated for any of the following

conditions: HIV, AIDS related conditions, psychiatric illness, drug/alcohol/chemical abuse.

Patient Signature/Legally Authorized Representative DOB

Clinic Representative/Witness Date



CONSENT FOR TREATMENT

CONSENT FOR TREATMENT
I understand that my health condition requires outpatient admission. | authorize and consent to treatment, as ordered
by my physician(s).

Initial:

RELEASE OF MEDICAL INFORMATION
| consent to release of all my medical records, without limitation, to any insurance company or other party, which may
be responsible for payment of all or part of my medical expenses.

Initial:

RELEASE FOR LOSS OF VALUABLES
Baptist Health System has informed me that the facility maintains a place for the safekeeping of my money, jewelry, and
other valuables and personal effects. | understand that Baptist Health System accepts no responsibility  for loss of any

personal affects that others or | bring to the facility. If | do not place my personal effects with the faci  lity for
safekeeping, | release Baptist Health System and it s agents for damage to or loss of my property.
Initial:

ATTENDANCE POLICY
We respectfully request 24 hours advance notice of appointment cancellations. If appointments are not kept, your
treatment program will be terminated after the second NO/SHOW or third cancellation.

Initial:

PATIENT INFORMATION BOOKLET
| have been explained the purpose of the patient information booklet, understand it's contents, and have received one if
| chose.

Initial
declined booklet: initial

PATIENT BILL OF RIGHTS
| Certify that:
| have received / reviewed a copy of the Patient’s Bill of Rights prior to admission.

Initial:
declined initial:
Witness / Date: / Relationship of Witness to Patient:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRA CTICES
| have received a copy of the Baptist Health System Notice of Privacy Practices.

Initial:

Clinic use only : We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:
1. Individual refused to: accept notice OR sign acknowledgement
2. Communications barriers prohibited obtaining the acknowledgement
3. An emergency situation prevented us from obtaining acknowledgement
4. Other (Please specify):

Clinic Representative Date

Print Name of Patient DOB

Signature of Patient/Authorized Representative Date



[ Respiratory / Pulmonary Disease [JHeadaches / Migraine (] Arthritis

[J High or Low Blood Pressure O Incontinence [J Nausea

[ Diabetes: Diet/ Insulin [ Balance Problems 0 Scoliosis

O visual Impairment [J Hearing Impairment (] Dizziness

[ Brain Trauma [J Open Sores / Wound O Falls

[ Foot Problems [] Generalized Weakness [] Osteoporosis
[Juse / Abuse: Tobacco / Alcohol / Recreational Drugs J cancer

[ Fractured: Spine / Arm / Wrist / Hip / Leg / Ankle / Other:
3. List any prior surgeries/procedures:

4. List any daily activities you are having difficulty performing (e.g. bending, driving, dressing, getting into the car,
dishwashing, etc)

5. What are your goals for your treatment?

6. Do you have any of the following symptoms? (Mark all that apply)
OPain [0 Weakness [Tingling [JStifiness  [JSwelling
[ Other (Please list):

7. Since the onset of your present complaints, have the symptoms:
[ODecreased [No Change [varies [increased

8. Please rate your pain (for example, 0-10 or mild, moderate, or severe):

9. Location(s) of pain:

10. How long have you had this pain?

11. Describe your pain {for example: constant, intermittent,

aching, dull, sharp): li\ O

(O Numbness [ Spasms
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12. Acceptable level of pain: I E i
- . i § 3

13. What reileves'your pain? {/j {\} U\ {g!\ *\
14. What makes it worse? I /) 3\ |

15. Please mark your affected areas on the body diagram.

16. Therapy staff: If patient is unable to self-report pain, enter
pain intensity here based on Behavioral Scale on BHS Universal \
Pain Assessment Tool:
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