HARCTIC MEDICAL CENTER

3901 Old Seward Hwy. Ste 11. Anchorage, AK. 99503.

Patient Name Date: Email:

SS #/SIN DOB O male Cremale Cell Phone

Check appropriate Box: [Cminor DSingIe [married [pivorced [lwidowed DSeparated

Patient’s Address City State Zip
Employer Name:

Spouse or Patient’s Guardian name
Whom may we thank for referring you?

Person to contact in case of an emergency Phone,

In case of a medical emergency, if the patient is of school age 15+, is ok to treat in my absence.

Parent or Guardian Date

ASSIGNMENT OF HEALTH PLAN BENEFITS AND RIGHTS
AS WELL AS AN APPOINTMENT AND/OR DESIGNATION AS MY PERSONAL REPRESENTATIVE
AND AN ERISA/PPACA REPRESENTATIVE AND BENEFICIARY

| understand and agree that (regardless of whatever health insurance or medical benefits | have), | am ultimately responsible to pay Arctic
Medical Center as well as all employees, employers, representatives, and agents thereof, (hereinafter collectively referred to as “Healthcare
Provider”) the balancedue on my account for any professional services rendered and for any supplies, tests, or medications provided. | hereby
authorize payment of, and assign my rights to, any health insurance or medical plan benefits directly to Healthcare Provider for any and all
medical/healthcare services, supplies, tests, treatments, and/or medications that have been or will be rendered or provided; as well as designating
and appointing Healthcare Provider as my beneficiary under all health insurance or medical plans which | may have benefits under. | hereby authorize
the release of any health status, conditions, symptoms or treatment information contained in your records that is needed to file and process insurance
or medical plan claims, to pursue appeals on any denied or partially paid claims, for legal pursuit as to any unpaid or partially paid claims, or to pursue
any other remedies necessary in connection with same. | hereby assign directly to Healthcare Provider all rights to payment, benefits, and all other
legal rights under, or pursuant to, any health plan (including, but not limited to, any ERISA governed plan/insurance contract, PPACA governed
plan/insurance contract) rights that | {or my child, spouse, or dependent) may have under my/our applicable health plan(s) or health insurance
policy(ies). | also hereby appoint and designate that Healthcare Provider can act on my/our behalf, as my/our Personal Representative, ERISA
Representative, and PPACA Representative as to any claim determination, to request any relevant claim or plan information from the applicable
health plan or insurer, to file and pursue appeals and/or legal action (including in my name and on my behalf) to obtain and/or protect benefits
and/or payments that are due (or have been previously paid) to either Healthcare Provider, myself, and/or my family members as a result of services
rendered by Healthcare Provider, and to pursue any and all remedies to which I/we may be entitled, including the use of legal action against the
health plan, the insurer, or any administrator. | hereby also declare that Healthcare Provider is my/our beneficiary regarding my/our health plan as
contemplated by both ERISA and PPACA, and that Healthcare Provider can pursue any and all rights that I/we may have under state and/or federal
law regarding my/our health plan. This assighment, appointment, and designation will remain in effect unless revoked by me in writing. It is my intent
that the effective date of this document shall relate back to include all services, supplies, test, treatments, or medications that have been previously
provided by Healthcare Provider. A photocopy or scan or this document is to be considered as valid and as enforceable as the original.

Signed this day of , 20 . X (SEAL)
(patient signature)

X X
(signature of Guardian if applicable) (please print patient name)




Primary Care Physician:

Other Providers involved with your care

HEALTH HISTORY

Where is your primary area of pain?

When did this pain begin?

Describe the pain: o sharp o dull/achy o burning o shooting o tingling
How often is the pain present? o constantly o frequently o intermittently

What makes the pain worse?

What makes the pain better?

Rate the severity of the pain: with 10 being the worst possible pain imaginable, and 0 being no pain:

/10

Does the pain radiate/travel? o No o Yes. Where to?

Any numbness? o No o Yes. Where?

Any pins-and-needles? o No o Yes. Where?

How does your pain interfere with you daily life?

With an “X”, please mark on the diagram below where your main pain is located.

PAST MEDICAL and SURGICAL HISTORY




Have you been diagnosed with, or are you currently being treated for (check all that apply):

o Previous heart attack

o Depression

o Heart arrhythmia

o High blood pressure

o High cholesterol

o COPD or lung disease

o Stroke or mini-stroke (TIA)
o Asthma

o Diabetes

o Cancer (type:

o Liver disease

o Anxiety o Heart surgery or stenting

o Peripheral Neuropathy o Prior joint problems

o Schizophrenia o Seizures

o Bleeding disorder o Multiple sclerosis

o Anemia or blood disease o HIV infection

o Slow thyroid (hypothyroidism) o Rheumatoid arthritis

o Fast thyroid (hyperthyroidism) o Fibromyalgia

o Kidney disease (renal failure) o Prior back problems

o Gastroesophageal reflux disease o Prior neck problems

o Ulcer disease o Osteoarthritis (degenerative arthritis)

o Intestinal bleeding

o Hepatitis o Dizziness, unsteadiness or poor balance
Are you pregnant, or possibly pregnant? oYes oNo
Do you have a pacemaker or defibrillator? oYes oNo

List any surgeries you have had—When and Where

Current Medications (prescriptions, over the counter, vitamins, etc)

Name of Medication

Dose of medication? How often taken? Why you take it?

Allergies and Reaction:










