Olde Towne Urgent Care
317 E Diamond Ave. Suite C

Gaithersburg, MD 20877
Phone #: (240) 246-1111
Fax #: (240) 246-2222

OLDE TOWNE @ URGENT CARE

Email: office@oturgent.com

Last Name: First Name: M. L
Legal Sex: [ Male LI Female Date of Birth:

Address:

Phone Number: Email:

Primary Language:

Race: [ Black/African [J American Indian or [ Asian [ Native Hawaiian or American Alaska Native
Pacific Islander [ White Other:

Hispanic, Latino or Spanish Origin: [] Yes [ No
Marital Status (Please Circle): Married Single Divorced Separated Widowed
*Note: The questions above are asked per insurance companies and our EMR System. Thank you*

Occupation:

Emergency Contact Name: Relationship

Emergency Contact Phone Number:

Current Primary Care Physician:

Name of Office:

Phone Number of Office:

Insurance Carrier:

Policy Number:

Primary Policy Holder:

Date Of Birth: Phone Number:

Preferred Pharmacy:

Pharmacy Address:

Reason For Visit:

How Did You Hear About Us?

*Please complete and sign other forms attached. Thank you!*



Olde Towne Urgent Care
317 E Diamond Ave. Suite C

Gaithersburg, MD 20877
Phone #: (240) 246-1111

- - Fax #: (240) 246-2222
OLDE TOWNE @ URGENT CARE Email: office@oturgent.com

Allergies — Please list, leave blank if none

Medications— Please list, leave blank if none

Medical Problems — Please list, leave blank if none

Vaccines - Have you had your COVID-19 vaccine? Yes / No
Have you had your Influenza vaccine for 2022? Yes / No

Family History — If yes, circle if maternal or paternal and specify which family member. For cancer, indicate the

type:

Cancer No / Yes / maternal/paternal Specify:
Diabetes No / Yes / maternal/paternal Specify:
High Blood Pressure  No / Yes / maternal/paternal Specify:
Alcoholism No / Yes / maternal/paternal Specify:
Drug abuse No / Yes / maternal/paternal Specify:
Other: No / Yes / maternal/paternal Specify:

Social History — Please circle the answer that best describes the following:
Diet Type: Regular / Vegetarian / Vegan / Gluten-free / Carbohydrate / Cardiac / Diabetic / Other:
Exercise Level: None / Occasional / Moderate / Heavy

Smoking Use: Yes / Never / Past  If yes/past, when did you start and how much?

Have you used other forms (e-cig, vape, smokeless)?

Alcohol consumption: None / Occasional / Moderate / Heavy

Ilicit/Recreational Drug Use: Yes / No/ Past  If yes/past, please list:
Caffeine consumption: None / Occasional / Moderate / Heavy
Sexually Active: Yes/ No If yes, have you been treated for STD? Yes / No
Advance Directive: Yes / No

Past Surgical History — Please list any operations, hospital admissions, or serious accidents/injuries you have had.
*Qperation, Hospitalization, or accident: * Date: *Hospital:




Olde Towne Urgent Care
317 E Diamond Ave. Suite C

Gaithersburg, MD 20877
Phone #: (240) 246-1111
Fax #: (240) 246-2222

OLDE TOWNE @ URGENT CARE

Email: office@oturgent.com

History of Present Illness — Please list and describe your current and/or recurrent symptoms, pain level and

frequency:

Review of Systems - Please indicate if you have any of the following symptoms and describe in the space provided
(leave blank if none)

[1 Fever, Chills, Weight loss, sweats or don’t feel well?
[1 Eye or vision problem (glaucoma, change in vision, etc.)
[1 Problem with nose or throat (allergies, smell, taste, throat, voice, swallowing)
[0 Heart problem (murmur irregular beats, chest pain, heart attack)
[0 Lung problem (including asthma, emphysema, cough, shortness of breath)
[0 Bowel or stomach problems (change in bowel movement, indigestion, nausea)
[0 Genitourinary (difficulty urination, blood in urine, kidney stones, infections)
[0 Sexually transmitted disease?
[0 HIV or AIDS?
[1  Muscle or joint aches, injuries, swelling?
[J Bone conditions?
[J Skin problems, rashes, concerning moles, breast problems
[1 Headaches, weakness, numbness, coordination problems
[0 Mood problems, depression, crying, forgetfulness, seeing things
[0 Heat or cold intolerance, change in color of skin, diabetes
[0 Bleeding problems, anemia, easy bruising
[0 Allergies, swollen glands
[0 Are addicted to alcohol?
[] Are you addicted to any drugs, prescription, or other substances?
[1 Do you have any prior evidence of tuberculosis?
Females only:
[0 Are you or could you possibly be pregnant?
[0 Are trying to become pregnant?
Date of last menstrual period: / /
/ /
Patient signature Date

OLDE TOWNE URGENT, MEDICAL or PRIMARY CARE LLC
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TREATMENT POLICY AND AUTHORIZATION RECEIPT OF NOTICE OF PRIVACY PRACTICES &
CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Please review and sign the following statement of our Treatment Policy prior to receiving treatment. I, or my
authorized representative, request that health information regarding my care and treatment be released as set forth on
this form: For purposes of this document, the terms “you” and “your” shall mean the Patient or the Patient’s Guardian,
whereas ‘we’, ‘our’ or ‘us’ refers to Olde Towne Urgent, Medical or Primary Care LLC. The patient’s Guardian is a
parent or individual who accepts financial responsibility for services rendered to the Patient and is legally authorized
to consent and act on the Patient’s behalf.

You understand and consent to the following:

e You have the right to consent, or to refuse consent, to any proposed procedures or therapeutic course of treatment.
. If you are planning to send your child to a subsequent appointment alone or with a non-guardian adult by signing

this release, you are allowing us to treat your child and share protected health information with that person. We
ask that you confirm your child’s referral and insurance information in advance of each visit.
Appointment cancellations are required twenty-four hours in advance of scheduled appointments.

e Our physicians and/or physician extenders and our clinical and technical employees may administer any treatment
or perform any procedures deemed advisable during your care and treatment.

e We will provide the best care possible consistent with the prevailing standards of medical practice, but that the
practice of medicine is not an exact science, and that diagnosis and treatment may involve risk of injury, or even
death.

e No assurances or guarantees have been made as to the results of examination or treatment.

The Code of Maryland authorizes health care providers to test patients for HIV (Human Immune Deficiency
Virus), Hepatitis B virus and Hepatitis C virus when a health care provider is directly exposed to blood or bodily
fluids of a patient in a manner which may transmit these viruses. In the event of such exposure, the patient will
be deemed to have consented to such testing and to have consented to the release of the test results to the health
care provider who has been exposed.

e Inresponse to serious public health concerns related to prescription drug abuse, the Maryland Prescription Drug
Monitoring Program collects prescription data for specified drug schedules into a central database. This can be
accessed by authorized users to promote the appropriate prescribing and dispensing of controlled substances for
legitimate medical purposes while deterring the illegitimate use of these drugs. As authorized users of the
program, we may request information from the program on all Schedule II-IV prescriptions dispensed to a patient
in order to establish a treatment history of the patient to assist them in making future treatment decisions. The
information collected in this program is maintained by the Department of Health Professions. Only those persons
authorized by law can be provided information from the database.

-With my consent, we may use and disclose my personal medical and financial information (protected health

information) to carry out treatment, payment, and healthcare operations. Please refer to the Practice’s Notice of

Privacy Practices for a more complete description of such uses and disclosures.

-I have the right to review the Notice of Privacy Practices prior to signing this consent. The Practice reserves the right

to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by

forwarding a written request to the Practice’s Privacy Officer at 317 East Diamond Ave, Suite C, Gaithersburg MD
20877.

-With my consent, we may call my home or other designated location and leave a detailed message on voice mail in
reference to appointment reminders, insurance, or billing items as well as clinical care, including laboratory results.
-We may also mail to my home or other designated location any items that assist the practice in carrying out its
business, such as appointment reminder cards and patient statements.

-I have the right to request that the Practice restrict how it uses or discloses my PHI to carry out its business. However,
the Practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.
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-By signing this form, [ am acknowledging that I have been provided with a copy of the Practice’s Notice of Privacy
Practices and consenting to the Practice’s use and disclosure of my personal medical and financial information to
conduct business.

-I may restrict the individuals or organizations to which my health care information is released. I may also revoke
my consent in writing except to the extent that the Practice has already made disclosures in reliance upon my prior
consent. IfI do not sign this consent, the Practice may decline to provide treatment to me.

Signature of Patient or Legal Guardian Name Date

PAYMENT POLICY AND FINANCIAL AGREEMENT

Please review and sign the following statement of our Payment Policy and Financial Agreement prior to receiving
treatment. For purposes of this document, the terms “you” and “your” shall mean the Patient or the Patient’s legal
Guardian whereas ‘we’, ‘our’, ‘us’ or ‘the practice’ refers to Olde Towne Urgent, Medical or Primary Care LLC. The
patient’s Guardian is a parent or individual who accepts financial responsibility for services rendered to the Patient
and is legally authorized to consent and take action on the Patient’s behalf. Y ou must provide your insurance card and
picture ID to be scanned at each appointment. In the even that no insurance is available, or you are ineligible for
service coverage, this account will be considered self-pay and payment in full is due. You understand and consent to
the following:

e You hereby authorize us to release medical or incidental information to any requesting insurance company,
third party vendor associated with obtaining prior authorizations, federal agency, and other physicians as
necessary.

e You are required, and you agree, to pay at the time of service any required co-payments, co-insurance and
deductibles, as well as charges for services not covered by insurance.

e You agree to allow us to charge my credit/debit or other card for any amount not covered by insurance for all
services related to todays’ and all future appointments. I acknowledge that:

o Your credit card payment is subject to a 3% processing fee. This includes copayments, co-
insurance and any other payment not covered by your insurance company.

o Your credit/debit/other card information will be encrypted and stored by CardX, a secure
credit card processer.

o We will send you a statement once your insurance plan has paid us. Your portion will be due
to us within 30 days and will be charged to the card on file.

e You agree to assign all health care benefits to which you are entitled under any policy of insurance and
authorize, to the extent permitted by the law, payment of those benefits directly to us.

e To ensure you are scheduled efficiently, you will provide us a 24-hour advance notice should you need to
cancel your appointment for any reason. This allows us to fill the vacant slot with other patients waiting
to be seen.

e Appointment scheduled on the same day will be considered an Urgent Care visit. Therefore, urgent care
copay will apply.
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e If we are not contracted with your insurance plan, we will bill your plan, but you will be responsible for any
amount unpaid by your plan.

e Unpaid balances will be billed to the address you furnished us at your time of visit. You are responsible for
paying the bill in full unless other arrangements have been approved in advance. Delinquent accounts will
be turned over to a collection agency at which time you will be responsible for collection charges and all
associated legal fees in addition to the amount owed.

e By signing this document, you authorize any photocopies of this document to be as valid as the original. The
information given to us is complete and correct to the best of your knowledge.

By signing this agreement, you understand that you have given us approval to use your credit card on file for
any and all unpaid balances over 30 days past due.

Signature of Patient or Legal Guardian Name Date



