3‘ GenesisCare

NEW PATIENT REGISTRATION PACKET

Office: Date:
Last Name: First Name:
Nickname: DOB: Sex:
SSN: Address:
Apt/Suite#: City: Estero
State: Zip: Home Phone:
E-mail: Mobile:  (
Primary Provider: Referring Provider
Employer: Work Phone: 1
Marital Status: Is your spouse working or retiréd?
Spouse Name: Spouse DOB: |
Spouse SSN: Spouse Contact Number:
Alternate Address: Apt/Suite#:
City: State: Zip:
Insurance Information:
Primary: Plan ID:
Group#: Phone Number:
Policy Holder: Policy Holder DOB:
Secondary: Plan ID:
Group#: Phone Number: |
Policy Holder: Policyholder DOB: |
Guarantor: Guarantor Relationship: |

Emergency Contact Information:
Name:

Relationship:

Address:

City:

Phone:

Guardian:

Apt/Suite#: |

State: Zip: | . |

L

Are you currently admitted to a hospital or enrolled in a Hospice or Skilled !\Tursing Facility?

L1 Yes LI No If yes, please fill out the following:

Facility Name:

Phone:

Address:

City:

State:

Are you receiving benefits from the Veterans Administration?

L1 Yes L1 No If yes, please fill out the following:

VA Name:

City:

State:

Zip:

Phone:

Zip:
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Which of the following best describes your race?

[1 Asian [1 Caucasian [1 Black / African American

[1 Subcontinent Asian [1 Asian Pacific L] Native American [1 American Indian/
American American Alaskan Native

[1 Hawaiian [1 Pacific Islander [1 More than one race | L1 Other | [ Decline
Please Select one Ethnic Group that Best Describes Your Ancestry:

[1 Hispanic or Latino L1 Non-Hispanic or Latino

[1 Decline L1 Do not know

What language do you feel most comfortable using when discussing your healthcare?

[1 English [1 Spanish [1 German [1 French

L] Italian 1 Russian L1 Portuguese L1 Chinese

[1 Creole 1 Other 1 Decline

How did you hear about us?

[1 Physician Referral 1 Family or Friend [1 Insurance Referral | [1 Hospital
[lintegrative Oncology | L1 Communications Forum | [1 Media (newspaper, magazine, billboard,
Essentials (Seminar, etc) radio, TV)

[1 Internet (website, search engine, Facebook, etc.) [1 No Response

When conducting your own research, how often do you use the internet for éathering information?
[1 Always [1 Usually [1 Sometimes [ Never

At GenesisCare, we know you have a choice in where you receive your medical care and we thank you for
choosing GenesisCare. We would like to invite you to share your experience by completing surveys and/or
online reviews. Sharing this information can help others who are interested in knowing more about the
patient services provided by GenesisCare and can help promote our mission of pri)viding high-quality,
patient-centered care. Surveys and/or online review requests may be sent to you via US mail, email,
mobile text messaging, and/or telephone calls. Communication platforms using standard email/mobile text
messaging may not utilize encryption, which can place your information at risk of being read or accessed
by an unintended third party. By checking yes, you agree that you understand these risks and to receive
surveys and/or requests for online reviews through standard unsecure (unencrypt%d) email, and/or mobile
text messaging.

[ Yes [1No

If you are willing to allow GenesisCare to share your online review or testimonial, please let us know so
we can get your written permission.
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Assignment Of Benefits/Right To Payment Authorization,
Patient Responsibility, And Release Of Information Form

GenesisCare
DBA GENESISCARE USA OF FLORIDA - FUP ;
PO Box 862152 |

Orlando, FL 32886-2152 |

I, the undersigned, assign to the provider/entity referenced above (“Provider”), my rights and benefits in any medical
insurance plan, health benefit plan, or other source of payment for healthcare services (each a "Plan") in connection with
medical services provided by Provider, its employees and agents. | understand that this documept is a direct assignment of
my rights and benefits under my Plan.

| authorize my insurance company to pay Provider directly for the professional or medical expejsebenefits payable to me.
If my current policy prohibits direct payment to Provider, | instruct my insurance company to make out the check to me and
mail it directly to the address of lockbox referenced above for the professional or medical expenSe benefits payable to me
under my Plan as payment towards the total charges for the services rendered. In addition, | agree and understand that any
funds | receive by my insurance company due for services rendered by Provider are owed to Pr V|der and | agree to remit
those funds directly to Provider.

Patient Responsibility
| acknowledge and agree that | am responsible for all charges for services provided to me which are not covered by my Plan
or for which | am responsible for payment under my Plan. To the extent no coverage exists under my Plan, | acknowledge
that | am responsible for all charges for services provided and agree to pay all charges not covered by my Plan.

Release of Information
| authorize Provider and/or its agents to release any medical or other information about me in its possession to my Plan, the
Social Security Administration, any state administrative agency, or their intermediaries or fiscal agents required or requested
in connection with any claim for services rendered to me by Provider.

A photocopy of this Assignment/Authorization shall be considered as effective and valid as the original.

Signature of Patient/Person Legally Responsible Date

Print Name of Patient/Person Legally Responsible Date

Relationship to Patient (if signed by Person Legally Responsible)
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Telephone Consumer Protection Act [TCPA] Consent Form

Active communication with our patients is a key element in providing high quality health care services. To
that end, GenesisCare desires to communicate timely information regarding health/care services and
functions to you in the most effective means possible, including via automated telephone and text
messaging. Federal law requires that we obtain your consent prior to communicating with you via these
means. Please read and sign below so that we can communicate with you for these important purposes.
We apologize for the formality of this consent, but it is required under law.

|, Helen Jacobs, authorize the use of my personal information, the name of my care provider, the time and
place of my scheduled appointment(s), and other limited information, for the purpose of notifying me of a
pending appointment, a missed appointment, overdue wellness exam, balances due, lab results, or any
other healthcare related function. | consent to receiving multiple messages per day from my healthcare
provider, when necessary, and | consent to allowing messages being left on my voice mail, answering
system, or with another individual, if | am unavailable at the number provided by me.

| also authorize any of GENESISCARE USA OF FLORIDA - FUP independent contractors agents and/or
affiliates (“collectively, “Practice”) to contact me through the use of any dialing equipment or an artificial
voice or prerecorded voice or other messaging system, at any telephone number associated with my
account including wireless telephone numbers, provided by me or found by means of skip tracing methods
even if | am charged for the call, as well as through any email address or other perjsonal contact
information supplied by me. | expressly consent to receive any such automated calls. | understand that,
depending on my plan, charges may apply to certain calls or text messages. | also understand that
communication platforms may transmit information via unsecure methods which includes a risk that the
information could be viewed by an unintended third party. | understand these risks and consent to having
these communications sent unsecure.

Patient Signature (or Signature of Patient’s Authorized Representative)

Patient Name

Date
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PATIENT CONSENT FOR DISCLOSURE TO INVOLVED INDIVIDUALS

Patient Name: Date of Birth:

Our physicians and staff know that communicating with you about your healthcare is important. By completing this form, you

give us permission to provide messages, and/or discuss information about your healthcare with t
below. | understand that | may cancel or update this information at any time by notifying a repres
office.

| give permission to allow physicians and staff to discuss relevant medical, billing, and insurance
individuals listed below (examples, spouse, relatives, friend, etc.). | understand that my healthca
professional judgment to determine what information about my healthcare may be discussed wit
below*;

Involved Individual Relationship to Patient Ph

he individuals designated
entative of the physician

information with the
re provider will use
h the designated individuals

one Number

Patient/Authorized Representative
Signature* Date Time

Printed Name of Authorized Representative:

Relationship to Patient:

*If signed by a patient-authorized representative, supporting legal documentation must accompany this

authorization form.

Note: GenesisCare USA expressly reserves the right to disclose information to others who may not be on the list

if and to the extent allowed by HIPAA, including but not limited to disclosures Jfor 1
healthcare operations. ‘

re?tment, payment, or

!
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Assignment Of Benefits/Right To Payment Authorization,
Patient Responsibility, And Release Of Information ﬁ'orm

GenesisCare

DBA GENESISCARE USA OF FLORIDA - FUP
PO Box 862152

Orlando, FL 32886-2152

|, the undersigned, assign to the provider/entity referenced above (“Provider”), my rights and benefits in any medical
insurance plan, health benefit plan, or other source of payment for healthcare services (each a “Plan”) in connection with
medical services provided by Provider, its employees and agents. | understand that this documeht is a direct assignment of
my rights and benefits under my Plan.

| authorize my insurance company to pay Provider directly for the professional or medical expe ‘se; benefits payable to me.
If my current policy prohibits direct payment to Provider, | instruct my insurance company to maze out the check to me and
mail it directly to the address of lockbox referenced above for the professional or medical expense benefits payable to me
under my Plan as payment towards the total charges for the services rendered. In addition, | agree and understand that any
funds | receive by my insurance company due for services rendered by Provider are owed to Provider and | agree to remit
those funds directly to Provider.

Patient Responsibility
| acknowledge and agree that | am responsible for all charges for services provided to me whlcriare not covered by my Plan
or for which | am responsible for payment under my Plan. To the extent no coverage exists under my Plan, | acknowledge
that | am responsible for all charges for services provided and agree to pay all charges not covered by my Plan.

[ ]
Release of Information
| authorize Provider and/or its agents to release any medical or other information about me in |t9 possession to my Plan, the
Social Security Administration, any state administrative agency, or their intermediaries or fiscal agents required or requested
in connection with any claim for services rendered to me by Provider.

A photocopy of this Assignment/Authorization shall be considered as effective and valid as the original.

Signature of Patient/Person Legally Responsible Date

Print Name of Patient/Person Legally Responsible Date

Relationship to Patient (if signed by Person Legally Responsible) |







