PATIENT PRIVACY HEALTHCARE INFORMATION SHEET
Patient Name: ________________________________________ Date of Birth: ____________________________
Today’s Provider: _____________________________________________________________________________

CHECK ONE FOR EACH BELOW (submission of information is voluntary)
Race:

☐ White ☐ Hispanic ☐ Black/African American ☐ American Indian / Alaska Native ☐ Asian
☐ Native Hawaiian ☐ Other Pacific Islander ☐ More than One Race ☐ Unreported / Refuse to Report

Ethnicity: ☐ Not Hispanic/Latino ☐ Hispanic / Latino ☐ Unreported / Refused to Report
Language: ☐ English ☐ Spanish ☐ Other: _________________
Government Agencies Require Reports on Patient’s Sex, Race, Ethnicity and Language
This data is for analysis and affirmative action only

PRIVACY PRACTICE NOTICE
I have received the Family Medical Specialties Notice of Privacy Practices or have been directed to the Family
Medical Specialties website (www.fammedspec.com) to view the Notice of Privacy Practices.
Signature of Patient / Parent / Legal Guardian: _______________________________________________
Relationship to Patient: __________________________________________________________________
Documentation of Good Faith Effort: FMS Representative: _____________________________________

HEALTH INFORMATION RELEASE
Granted Access to Health Information and alternative communications
Please list the family members or other persons who we may inform about your general medical condition and
your diagnosis (including treatment, payment and healthcare operations):
Name: _______________________ Relationship: ________________ Phone #: ____________________
Name: _______________________ Relationship: ________________ Phone #: ____________________
Preferred Notification Method for Preventative Health Reminders:
☐ Postal Mail ☐ Phone Message ☐ Via Portal
Please print the alternative telephone numbers where you would like to receive communications concerning
healthcare information:
1) _____________________________________

2) _____________________________________

*I am fully aware that a cellular phone is not a secure and private line*
Can confidential messages (i.e./, appointment reminders, lab and x-ray results, and other healthcare information)
be left on your telephone answering machine or voicemail?
YES: _______ (initial)

NO: _______ (initial)

Patient/Guardian Signature: ______________________________________
E-mail address: _________________________________________________

Date: ______________________

IN CASE OF BILLING ERRORS
The Federal Truth Lending Act requires prompt correction of billing mistakes.
1. If you wish to preserve your rights under this Act, you must do the following to correct any billing errors.
a. Do not write on your bill. On a separate sheet of paper write the following:
i. Your name and address
ii. A description of the error and explain why you believe it is in error. If you are just requesting More information, explain the
item you are unsure about, ask for evidence of the charge.
iii. The dollar amount of the suspected error.
b. Send your billing error notice to the creditor as soon as you can, early enough to reach the creditor within 60 days after the bill was
mailed to you.
2.

The creditor must acknowledge all letters pointing out possible billing errors within 30 days of receipt of the letter unless dispute can be
corrected within that 30-day period. Within 90 days of receiving your letter the creditor must correct the error or explain why they
believe the charge is not in error. Once the creditor has explained the bill, the creditor is under no further obligation to you even though
you still believe that there is an error.

3.

After the creditor has been notified, neither the creditor or the attorney nor a collection agency may send you a collection letter or take
further action with respect to the disputed amount until the dispute is rectified, however, statements may be sent and the disputed
amount can be applied toward your credit limit. You cannot be threatened with damaging credit information or credit rating or sued for
the amount of the dispute, nor can that amount be reported to a credit-reporting agency. You are required to pay any amount not in the
dispute.

4.

If it is determined that an error has occurred the creditor will remove any finance charges reflected for the amount. If no error occurred
you would be required to pay finance charges related to the disputed amount and pay any missed payments as a result of the amount
dispute. The creditor must send you written notification, unless you have agreed that there was no error of the balance of the account. If
an error in billing is determined you will then be given the standard time to pay the balance of the account, which would normally be
given for new charges (30 days) before any additional finance charges can be charged as a result of the disputed amount.

5.

If the creditor’s explanation of the amount is not satisfactory and you notify the creditor in writing within 10 days of their notice of
explanation you may still refuse to pay the disputed amount. The creditor has the right at that time to continue any attempt to collect the
full amount due including using outside resources such as an attorney and/or a collection agency.

6.

If the creditor does not follow these rules, the creditor is not allowed to collect the first $50.00 of the disputed amount including finance
charges even if there was no error.

7.

If you have a problem with property or service purchased with a credit card, you may have the right not to pay the remaining amount
due if you first attempt to return the merchandise or give the merchant time to correct the dispute.

I (WE) AGREE AND UNDERSTAND:
1.

That each purchase I incur and consent to be charges to my account is to be recorded on a sales ticket or similar form as seller may use,
and if accepted by the seller it is referable to this agreement.

2.

A statement will be sent detailing all charges, payments and credits entered on my account during the month prior to the statement
closing. A total amount owing will be noted at the time indicated as new or current charges.

3.

I may pay the balance in full within 30 days of the closing date and there will be no finance charges. If payment in full is not made
within 30 days of the closing date I will pay the amount due according to the payment schedule in effect at the time.

4.

Finance Charges will be calculated each month on the amount of unpaid charges, referred to as previous or past due balance, after
deducting payments or credits and before adding new purchases.

5.

If monthly payments become past due I agree to pay the total amount owing upon demand and to pay reasonable collection cost,
attorneys fee and court cost permitted by law,

6.

I have retained a copy of this agreement and disclosures relating to the Equal Credit Opportunity Act and Fair Credit Billing Act.

7.

I understand delivery of this disclosure statement does not indicate the account I (we) are applying for has been approved and that I (we)
will be informed of this decision separately.

FAMILY MEDICAL SPECIALTIES WILL ADD A 1.5% FINANCE CHARGE TO ANY BALANCE OVER 120 DAYS LATE
SIGNATURE___________________________________________________________

DATE_________________________________

