BARG FAMILY CLINIC

A Member of Arkansas Family Care Network, P.A.

Is This Work or Accident Related?

PATIENT INFORMATION

Yes________         No_________


Print Clearly

Date of Injury________________


PAYMENT IS EXPECTED AT THE TIME OF TREATMENT UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE

**A COPY OF YOUR INSURANCE CARD WILL NEED TO BE OBTAINED FOR OUR RECORDS**

RESPONSIBLE PARTY INFORMATION ****(IF OTHER THAN PATIENT)*******
First Name_________________________________ M.I.______ Last Name____________________________

Address____________________________________________________ Telephone _____________________

City______________________________________________ State_________ Zip_______________________

PATIENT INFORMATION

First Name_________________________________ M.I.______ Last Name____________________________

Address____________________________________________________  Telephone______________________

City_______________________________________________ State_________ Zip______________________

DOB______________ Race___________ Sex___________ Marital Status: S M W D  SSN__________________
Cell Phone Number ________________________ Spouse Name ___________________________________

Employer__________________________________________ Employer Telephone______________________

Email address: ______________________________
INSURANCE INFORMATION

Primary Insurance Co____________________________________________ Effective Date________________

Address____________________________________________________  Telephone______________________

City______________________________________________ State__________ Zip______________________

Group #_______________________________________ Policy/ID #__________________________________

Insured’s Name_______________________________ Relationship Between Patient and Policy Holder_______

Insured’s DOB___________ Insured’s SSN_________________ Insured’s Employer_____________________

Insured’s Address______________________________________ Insured’s Telephone____________________

Secondary Insurance Co__________________________________________ Effective Date________________

Address____________________________________________________  Telephone______________________

City______________________________________________ State__________ Zip______________________

Group #_______________________________________ Policy/ID #__________________________________

Insured’s Name_______________________________ Relationship Between Patient and Policy Holder_______

Insured’s DOB___________ Insured’s SSN_________________ Insured’s Employer_____________________

Insured’s Address______________________________________ Insured’s Telephone____________________
**EMERGENCY**Please give name and telephone number of a friend or relative that DOES NOT live 

at your address

NAME_________________________________________________ TELEPHONE_____________________

ALL SERVICES RENDERED ARE THE FINANCIAL RESPONSIBILITY OF THE PATIENT AND NOT THE INSURANCE COMPANY. OUR OFFICE WILL BILL YOUR INSURANCE COMPANY AS A COURTESY. YOUR FINANCIAL RESPONSIBILITY IS TO ENSURE THAT THE ARKANSAS FAMILY CARE NETWORK IS PAID FOR SERVICES RENDERED. THIS INCLUDES LIABILITY COVERED INJURIES, AS BILLS WILL NOT BE POSTPONED IN ANTICIPATION OF LEGAL SETTLEMENT. INFORMATION WILL BE PROVIDED TO YOU TO FILE YOUR OWN INSURANCE AND SUPPLIED TO YOUR ATTORNEY UPON REQUEST.

I HEREBY AUTHORIZE THE DOCTORS OF THE BARG-GRAY CLINIC TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENTS AND I HEREBY ASSIGN TO THE DOCTOR ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MY DEPENDENTS OR MYSELF. I UNDERSTAND THAT THIS AUTHORIZATION WILL REMAIN IN EFFECT FOR AS LONG AS MY DEPENDENTS OR I REMAIN A PATIENT 

(SIGNATURE) OF PATIENT OR GUARDIAN        X_____________________________________________________________







DATE___________________________________________________________

I,__________________________________________, HEREBY CONSENT TO ALLOW THE FOLLOWING PERSON(S) ACCESS TO INFORMATION ON MY ACCOUNT THAT WOULD OTHERWISE BE CONSIDERED PROTECTED HEALTH INFORMATION:________________________________________________________________________________________________________

Barg Family Clinic

11415 Executive Center Drive
Little Rock, AR  72211
501-224-5220

Medical History Form

The information in this form will be held confidential

and will not be released without your consent

Name:____________________________________  Date : _______________________

Reason for consulting a physician:_____________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Medication:  Please describe any medication you are currently taking. Include any prescription drugs as well as

 non-prescription drugs.  Indicate dosage for each medication listed:  
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Allergies:  Medications______________________
Type of Reaction:__________________

                                        _____________________                                  __________________

                                        _____________________

               __________________

Family History:



Living

Dead

Age


Cause of Death

       Father       
 ________
______

________

_____________________

       Mother     
 ________
______

________

_____________________

       Brothers
________
______

________

_____________________

       Sisters
________
______

________

_____________________

       Have any of your blood relatives ever had any of the following:  (indicate relationship, Grandparents,Aunts,Uncles, etc.)

       Cancer _____________________________ 

If yes, what type of cancer ___________________

       Heart Disease _______________________
       Diabetes____________________________    High Blood Pressure ________________________

       Kidney Disease ______________________    Tuberculosis _______________________________

       Emphysema_________________________    Arthritis or Gout_____________________________

       Thyroid Disease ______________________   Epilepsy____________________________________

Review of Systems:






Yes

No

Comments

  
Head(pain,headache)
_______

_______

_____________________


Eyes (blurred,dim vision)
_______

_______

_____________________


Ears(infection,hearing loss)
_______

_______

_____________________


Nose (bleeding/allergies)
_______

_______

_____________________


Mouth(ulcers/soreness)
_______

_______

_____________________


Throat (sore/hoarseness)
_______

_______

_____________________
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Respiratory



Yes

No

Comments


Shortness of breath

______

_______

_____________________


Chronic Cough


______

_______

_____________________


Asthma



______

_______

_____________________


Last Chest X-Ray (date)

__________________________________________________

Heart




Yes

No

Comments


Chest pain/discomfort

______

_______

_____________________


High Blood Pressure

______

_______

_____________________


Heart murmur


______

_______

_____________________


Palpitation/fluttering

______

_______

_____________________


Edema-swelling


______

_______

_____________________


Last Electrocardiogram

______

_______

_____________________

Gastrointestinal



Yes

No

Comments




Difficulty swallowing

______

_______

_____________________


Indigestion/heartburn

______

_______

_____________________


Blood in stool


______

_______

_____________________


Appetite (good)


______

_______

_____________________

Genitourinary



Yes

No

Comments


Frequent urination

______

_______

_____________________


Up at night to urinate

______

_______

_____________________


Difficult/painful urination
______

_______

_____________________


Blood in urine


______

_______

_____________________


Stones



______

_______

_____________________

Female Patients:

Age of first menstrual period: __________________________________________________


Duration/difficulties with period:________________________________________________


Date of last pap smear? __________________  Results:  ________________Dr._________


Are you taking hormones/birth control pills?  ____________________________________


Number of pregnancies?  _____________________________________________________

Neurological



Yes

No

Comments


Dizziness


_______

________
_____________________


Fainting/blackouts

_______

________
_____________________


Numbness (hands/feet)

_______

________
_____________________

Metabolic



Yes

No

Comments


Diabetes


_______

________
_____________________


Thyroid Disease


_______

________
_____________________
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Patient Information


Height:  _____________________
Weight:____________________


Weight loss or gain?  Please Comment:  _______________________________________________


______________________________________________________________________________________

Habits:





Yes

No

Type

How much?


Tobacco   

______

______

__________
_____________________

Past tobacco usage?
______

______

__________
_____________________

Alcohol


______

______

__________
_____________________

Sleep Habits:  







Yes

No

Comments


Sleep well   

_______

_______

___________________________________


How many hours? 
_______

Shift work?

_______

_______

___________________________________
Past History:  

Have you ever had:


__________ Measles

__________ Mumps

__________Chicken pox


__________ Scarlet fever

__________ Rheumatic fever
__________ Pneumonia


__________ Pleurisy

__________ Hepatitis

__________ Gall Stones


__________ Kidney Stones
__________ Appendectomy
__________ Heart Attack


__________ High Blood Pressure
__________ Diabetes     

__________ Epilepsy


__________ Migraine Headaches 
 __________ Anemia

__________ Sinusitis


__________ Tonsillectomy
__________ Hysterectomy
__________ Kidney Disease
Screenings:





Yes

No

Date

Bone Density   

______

______

__________


 

Colonoscopy  

______

______

__________
Eye Exam 

______

______

__________

Mammogram

______

______

__________
 
           
Other surgeries:  



Please list:  _________________________________________________________________

                                 __________________________________________________________________

 


    __________________________________________________________________

Signature:  _________________________  Date: _________________________

BARG FAMILY CLINIC

11415 Executive Center Drive
LITTLE ROCK, AR 72211
PAYMENT POLICY

PLEASE READ THE FOLLOWING CAREFULLY.  THIS IS THE PAYMENT POLICY THIS OFFICE FOLLOWS:

All charges are expected to be paid in full unless prior arrangements have been made.

1.  ON INITIAL OFFICE VISITS:   Your initial office visit charges will be filed at 

     your request, but you will be expected to pay your coinsurance and any deductible not

     met.

2.  ON REVISITS:   We will file your insurance for you on revisits but you will also be    

     expected to pay your coinsurance and any deductible not met.

3.  COPAYS:  You will be expected to pay your insurance copay everytime you see the 

     doctor.  THIS CAN NOT BE BILLED.

4.  UNINSURED PATIENTS:  YOU WILL BE EXPECTED TO PAY IN FULL AT  

     TIME OF SERVICE.    

5.  PATIENTS INVOLVED IN ACCIDENTS:  If you were involved in a car accident,  

you will be required to PAY IN FULL.  YOU ARE RESPONSIBLE FOR THE BILL, AND REQUIRED TO PAY AT TIME OF SERVICE.

6.  NON-COVERED CHARGES:  You will be responsible for all NON-COVERED 

     CHARGES (lab, procedures, etc.) not payable by your insurance company.

7.  QUESTIONS:    Please refer back to the receptionist prior to being seen by the doctor 

     if you have any questions.

8.  FINANCIAL SERVICES:  Please refer all inquiries regarding financial services to 

     the BUSINESS OFFICE ONLY.  The doctor is here to provide your medical care

     and the staff is here to help with your financial services.

9.  I FULLY UNDERSTAND THE PAYMENT POLICY AS STATED AND

    AGREE TO COMPLY.

______________________________           ____________________

Signature 




Date

ARKANSAS FAMILY CARE NETWORK

ACKNOWLEDGEMENT OF 

RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below, I acknowledge that I have received a copy of the Arkansas Family Care Network’s Notice of Privacy Practices.  The Notice describes how my health information may be used or disclosed.  I understand that I should read it carefully.  I am aware that the Notice may be changed at any time and that I may obtain a revised copy of the Notice at the Clinic location where I receive health care services.

Signature:  ______________________________ Date: _________________

Print Name: _____________________________Date of Birth: ___________

If you are not the patient, please fill out the following information:

Name:_______________________________________________________

Relationship to Patient:  _________________________________________

Address:  ____________________________________________________

Telephone:  __________________________________________________

                      Please furnish a copy of any conservator/guardianship papers with this form.

IF YOU WOULD LIKE SOMEONE ELSE TO HAVE ACCESS TO YOUR PROTECTED HEALTH INFORMATION PLEASE FILL OUT INFORMATION BELOW:

I, ________________________________, HEREBY CONSENT TO ALLOW THE FOLLOWING PERSON(S) ACCESS TO INFORMATION ON MY ACCOUNT THAT WOULD OTHERWISE BE CONSIDERED PROTECTED HEALTH INFORMATION:

1.__________________________
3.__________________________

2.__________________________
4.__________________________

