WELCOME TO MOMENTUM THERAPEUTICS

Greenville Office
8 G Today's Date

Please Print

PATIENT INFORMATION |

Name Employer’'s Name
Address Employer’'s Address
City, State, & Zip City, State & Zip
Phone ( } _ Employer’s Phone ( )
S5+ , Birthdate Occupation
. = Male o Female : Retired? Yes No

— Married o Single = Widowed c Divorced | Email Address @

PERSON RESPONSIBLE FOR THE BILL (Self if over age 18, legal guardian if under age 18)

Name Birthdate 554

Relationship___ Phone ( ) Work Phone( )

Address City o JState TP
Employer Occupation -

Employer’s Address City, State & Zip

EMERGENCY CONTACT: _ | _ Relationship ___ ____Phone

INJURY INFORMATION piease Check One

Work Injury E,_m,_i Injury Date | Claim #
; . |

. Auto Injury [—}' Injury Date Policy &

: State where accident occurred

| Noljury = Homelnjury o

PLEASE HAVE YOUR INSURANCE CARDS READY
A BILLING DEPARTMENT REPRESENTATIVE WILL DISCUSS COVERAGE WITH YOU
OFFICE USE ONLY

HIPAA Acknowliedgment Signed Yes No
Exceptions Yes No

Explain: o




MEDICAL INFORMATION FEORM

FPatient Name:

PAST MEDICAL HISTORY
Flease indicate if you have ever beer diagnosed with any of the following conditions:

YES  NO

Angina/Chest Pain/Heart Attack

Asthmasemphysemasshoriness of breath

Facemaker

Bowsl/Bladder problems

Rectal/vaginal nleeding

Cancer

Diabetes

Dizziness, passing out or balance orablems

High/low blood presstre

Seizures

Tuberculosis (TB)

Osieoporosis

Rneumatic faver

Are you pregnant?

Aliergies, please list

Other, oiease list

— — = umr

Flease (ist any medications that you take;

e

Piease list any hospitalizations & surgeries {anc when):

vnat go you feel siaried the probiem that brought vou here?

GENERAL HEALTH
Are you expenencing any of the following:
YES  NO

—_—rr ——

Unexplained cough for more than 2 waeks

uUnexdiained weight 10ss

Faver/chills

Night sweats

———

1 0ss of appetite

- zeftfy that the information provided regarding my medizai ~'story is correct & complete 10 the bast of Ty know 2ags

Patient Signature X Date

Tergnist Signature

TURN OVER FOR UPDATES ----.



MOMENTUM THERAPEUTICS
41 §™ AVENUE
GREENVILLE, PA 16125

Acxnowledgement of Receipt of Privacy Notice

Purpose of this Acknowledgement

Tris ~ckiowledoement. whizh allows the Fractos 15 use anciar aisclosure Dersonadty icenikizbie healtn information “or irgawmant, peymeant or nealfncars operatiors is mads
cursuant 2 ihe ~eouiremsnis of 45 CFR §184.520ic) 21}, sar of e fedaral privacy regulations for the Healr insurance Prvacy and Accountability Ao of 1384 (the "Privacy
Reau aticns”

Please reatf the folfowing imformation carefully!
’ Jndersiand and acknowiedge that . &m corsenting to the use andior disclosure of personally identfizdie nealth irrarmaiton adou: me by Momenturr Trerapeutics itne
"Practice") for the purposas of treating me. coaining payment for reatment of me, and as necessary in Srder o carmy cul any nealincare Sperations that are permitied in
1 Privacy Reguigtions,

£, | am awsre fa;the Pracice mairtans a “nvasy touce whick sets forth the types of uses snd disclosures that the Sractice s permitted 10 mazs wnder the =rivacy
Requ.atona and sets forth 1 deait the way in whicn tre Practice will maxe such use or disclosure. By signing this Acknowledgemant, | ungsrstana ans acknow-50Je
that | have receves a Gopy 07 the Privacy Notiss,

3 lunderstang and gcknowiedge that in iis Privacy lobtcs, the Pracice nas reserved the nght 1o nange its Privacy Natice as i sees fit from time to time. i i wisn to zbtain
3 revised Privacy Welce, | need 10 send & wrilier rageest for a révised Privacy Nolice 1o the ofice o7 ine Practice at the Toliowing address:
41 50 Avenue, Greenviba, PA 18225, Atention: Practice Compizgnce Dirsstz-

& i unasrstand end ackrowlecge that | have tns right to mequest that tre =ractice rastrict how my infarmatior is used or Gisclesad o cery out tréatment, navment or

realthcare operatanc. . urderstans and ac«<nowledae that the Practice is not required to 2gres to restnztons requesied ay me. outif tne Praciice 3g-ees o such &
reguestac restrction i well 2e boend by that restnction untl [ nesify i@ atherwise inwirting.,

| rezitest the foliowing restrictions be placed on the Practice's use and/or disclosure of my health informztior fieave blank it no restrictons):

CFe

| specdically awncrize the Practice © snee my protectac nealh infarmeion with tne ingiviguals isted baiow. Unti: | revoke such authiarization ¢ release my crevecied
meshth informator io the ndividuals who appaar on this i or othereise orovide writtsn insiructions ic the ~raclice setting fortk tmitations or tne tfofmaten to be
arowided 1o such irdwedials, the Drecuce = specifice v autncrizes 1o raizase any and 2- of my protected healin :nformaiicn o tne indivicuals list=d baiow. | undarsand
that | cen spesfy sniatons on the imarmation (2! permined to oe disclosal by listing such limitatons berow tne indviduals nams herg:.

Luthorizad “ersan;

_miiatons on Release of miormetior:

Althgnzed Fersom:

Limitations on Releaza =f Information:

Autharized Ferson

e o N B T e T TTLALE 1 e | e S —

Linvitations on Reizass o laformation:

—_—r e am . e —

| undersiand ihe soregoing provisions, snd [ wish io sign tes Azknowizdgamen: authorizing the use of my personally :centifiable haaitn information for the ourposes o7
treaiment. nayment far reatmért and pealtncare operations

BY SIGNING THIS FORM, | ACKNOWLEDGE THAT | HAVE RECEIVED A COPY OF THIS ACKNOWLEDGEMENT AND A GOPY OF THE PRACTICE'S POLICY NOYICE AND
AGREE TO THE PRACTICE'S USE AND DISCLOSURE OF MY PROTECTED HEALTH INFORMATION FOR TREATMENT, PAYMENT AND HEA|TH C ARE OPERATIONS.

Sgnaiure of Patiert or fepresertanve Jate

Fetien:s Nams

Date of Ginr

Sozial Sacurity Namser

Neme of Persona Representative {17 applicable. =eiaticnship to Patient

To Be Compietedf by the Bractice

Tre reguestad resrictions or ihe LSe andio” disc.osuz o7 he paneri s Pealh ivvormaron ze;o~h anove gre;

ACcepted Car-ar Mot Zppiicatle

Ciner (explging

Signaiure of Authonzed Fractice Represenailve F i
BUS_EST:180157-1 011289103693



