NORTHSIDE HOSPITAL
Northside Pulmonary & Sleep Medicine

Full Name: Date of Birth
(First) (Middle) (Last)

Gender (circle) Male Female Marital Status (circle) Single Married Divorced Widowed

Address City State Zip

*Preferred Phone Number [ home [ cell

*Email

Ethnicity [ Hispanic or Latino [ Not Hispanic or Latino O Unknown/Declined

Race [ American Indian/Alaskan Native [ Asian 1 Black/African American [ Native Hawaiian/Pacific Islander

1 White [ Other 1 Unknown/Declined

Preferred Language O English [ Spanish [ Chinese(Cantonese) [ Chinese(Mandarin) [ French O German
[ ltalian [ Japanese [ Portuguese 1 Russian [ Other

Employer Employer Phone

Preferred Communication for Appointment Reminders: [ Phone Call [ Automated Text [ Automated Email
If this practice lacks the capability for text or email reminders, may we use the phone number for reminders [ yes [ no.
Pharmacy Information

Pharmacy Name Phone Fax
Pharmacy Address

Guarantor if not the patient (financially responsible party for minor or incapacitated adult):

Name Date of Birth Relationship to Patient
Address City State Zip
*Preferred Phone Number [ home [ cell *Email

*Note: By providing a phone number or email address, you are consenting to being contacted at that number or address regarding
your treatment or billing information. In addition, your email will be used to invite you to join our secure patient portal if available at the
practice. To ensure the security of your information, it is against our policy to email patient information. You may complete the Request
for Confidential Communications form to request limitations on the method or content of communication.

Emergency Contacts Information and Relationship to Patient:

Name Relationship Phone

Name Relationship Phone

Referring Physician Information:

Physician Name Specialty Office Name

Address: Phone Fax

Primary Care Physician Information (if different than referring physician):

Physician Name Specialty Office Name

Address: Phone Fax

Does your insurance require a referral? YES NO; if yes, please provide the referral to the receptionist
Primary Insurance Secondary Insurance

Name of Policy Holder

Date of Birth of Policy Holder
Policy/Member ID Number
Group/Plan Number

Phone Number

Effective Date of Policy

Patient/Guarantor Signature Date

Reorder #26985 PP0001 (GCR)

Piedmont Graphics 02/19/16 PATIENT REGISTRATION FORM



T acknowledge receipt of the Notice of Privacy Practices (“Notice”) from Northside Hospital, Inc. and the Northside Hospital medical staff. The Notice provides information
about how Northside Hospital and the Northside Hospital medical staff members may use and disclose my health information. I have been encouraged to read the Notice in
full.

I understand that Northside Hospital and its Medical Staff members operate as an “organized health care arrangement” and have presented me with a joint notice of privacy
practices. Although the Hospital and Medical Staff members have established an organized health care arrangement for purposes of complying with privacy laws, some or all
of the health care professionals performing services in this hospital or its outpatient centers are not employees or agents of the Hospital and remain independent contractors.
Independent contractors are responsible for their own actions and Northside Hospital shall not be liable for the acts or omissions of any such independent contractors.

I understand that the Notice is subject to change. If Northside Hospital changes the Notice, I may obtain a copy of the revised Notice at Northside’s website
(www.northside.com).

PATIENT / REPRESENTATIVE DATE RELATIONSHIP TO PATIENT
INABILITY TO OBTAIN ACKNOWLEDGEMENT FOR RECEIPT OF PRIVACY PRACTICES

[] Patient/Representative refused to sign [ | Patient not competent to sign and legal representative not present [ ] Other

Interpreter Signature
Note: If phone interpretation used, record interpreter ID #

Piomont craohics oy 087116, ANNUAL ACKNOWLEDGEMENT










