Murdock Health, PLLC

New Patient Registration               

PLEASE PRINT AND COMPLETE IN FULL   

Date:______________________  

Patient’s Legal Name: __________________________________________ Nickname______________                                                                                             


            First                        Last                      M   

Sex: Male_______ Female_______         Birth date: ___________________   Age:_______     

Responsible Party’s Name: ___________________ If patient is a minor, Parent / Guardian’s name__________________________________   

Patient’s Street Address ___________________________________________City_________________

Zip Code _______________    Occupation:________________________________________________

Home Phone Number _____________ Work Phone_______________ Cell Phone ________________

Email Address____________________________________________   

Name and Relationship of Emergency Contact _______________________________________   

Phone Number of Emergency Contact__________________________________________________   

Patient’s Marital Status: Married ______ Single _______ Other______    

Spouse / Significant Other’s Name_______________________________________________________   

How did you learn about our office?______________________________________________________   

Reason for visit (please be specific)______________________________________________________

Check if it is acceptable that we contact you by email______ and/or phone______.  

Pharmacy Name: _____________________________  Pharmacy Phone: ________________________

Join as Premium Health Member?

Access to physician 24/7 and unlimited office visits for low monthly charge.

Payment is due in full at the end of the visit today.

Signature:_____________________________________________ Date:_________________________

Murdock Health, PLLC   General Consent for Treatment

Acknowledgement of Notice of Privacy Practices 

The Notice of Privacy Practices is a complete description of my privacy rights as a patient of Murdock Health, PLLC. By signing below, I am stating I have received Murdock Health’s Notice of Privacy Practices. 
PATIENT: ________________________________________________ OR  Notice Previously Received 

(or Authorized Representative) 

Consent for Treatment/Care 
I consent to treatment and care by Murdock Health, PLLC physicians and health care providers. I understand that my treatment and care may include routine care, such as immunizations, and a variety of other medical services depending on my condition, such as laboratory testing. I authorize Murdock Health health care providers to perform other additional or extended services in emergency situations if it may be necessary or advisable in order to preserve my life or health. I can receive a list of services and care from my health care provider.  I am aware that the practice of medicine (including surgery) is not an exact science, and no one has made any guarantees about the results of my treatments, examinations, or procedures. 

Consent for Use and Release of Information 
I give permission to  Murdock Health  – including its treating and referring providers and other staff members – to release any information about me, my health, the health services provided to me, or payment for my health services, that may be necessary: (1) for my treatment (to health care providers or facilities that need the information for my continued care); (2) for any purposes related to payment by me or a third party for services (to determine eligibility, to process an insurance claim, for utilization and quality review, or for billing or collection purposes, as necessary to obtain payment). For more detailed information about the way my information may be used or released, I can read the Murdock Health’s Notice of Privacy Practices. 

I UNDERSTAND THAT I MAY WITHDRAW THIS CONSENT IN WRITING. MY WITHDRAWAL WILL NOT BE EFFECTIVE FOR ACTIONS ALREADY TAKEN BY MURDOCK HEALTH, OR IN PROGRESS.

I AUTHORIZE MURDOCK HEALTH TO RELEASE ALL RECORDS REQUIRED TO ACT ON THESE REQUESTS. I HAVE READ AND UNDERSTAND THIS FORM, RECEIVED A COPY, AND I AM THE PATIENT OR I AM AUTHORIZED TO ACT ON BEHALF OF THE PATIENT TO SIGN THIS FORM. 
__________________________________________ DATE: ________________ TIME: ________________ 

PATIENT SIGNATURE (or Authorized Representative) 
_________________________________________________________________________________________ 

PRINTED NAME 

RELATIONSHIP, if not patient: ______________________________________________________________ 

WITNESS: _________________________________ DATE: __________________ TIME: ________________ 
GUARANTOR: If I sign below as guarantor (not as the patient, or spouse of the patient, or the parent of a minor child), I agree to pay all charges of Murdock Health, even if I am otherwise not legally obligated to pay. 

__________________________________________ DATE: __________________ TIME: ________________ 
GUARANTOR SIGNATURE 

_________________________________________________________________________________________ 

PRINTED NAME 

WITNESS: _________________________________ DATE: __________________ TIME: ________________   
