
98 East Lake Mead Parkway, Suite 307
Henderson. NV 89015
Ofnce: (702),183-2969

Fax: (702) 76 | -23 39

New Patient Registration
Client lnformation

Patient Name (First and Last):

Date of Birth:

Email Address.

Age: _ Sex: _ Social Security #

Ivlarital Status: E Married tr Single ! Divorced ! Widowed

Employer:

Work Phone

Emergency Contact Name (First and Last):

Phone Number: Relatronship:

Social Security #

Employer: Work Phone Number:

Patient lnsurance lnformation

Primary lnsurance Policy Holder Name

Pol cy Holder Date of Birth Policy #:

Secondary lnsurance

Occupation

Group #:

L

Policy Holder Date of Birth Policy #

Policy Holder Name

Group #:

Street Address: Apt. #: _
City:_ State:_ Zip:_
Phone Number: ! Home E Mobile

Spouse/Responsible Parg

Spouse/Responsible Party Name (First and Last): _
Date of Birth:



98 East Lake Mea d Pa rkway. Suite 307
Henderson- NV 8901 5

Office: (702) 483-2969
Fa x; (702 ) 76 | -23 39

General Medical History

When was the last time you had he following tests performed? (please check all hat apply)

Do you have or have you ever been diagnosed with

Have you been hospitalized in the past year? tr Yes ! No

Explain:

Past Year 2 Years 10 Years Never
Colonoscopy
Routine Physical
Eye Exam
Breathing Test
Bone Density
Cholesterol Check
Flu Shot
Pneumonia Vaccine

Women's Health
Mammogram
Pap Smear

YES NO Explain
Diabetes

High Blood Pressure
Heart Disease
High Cholesterol
Cancer
Stroke
Seizures
Lung Disease (Asthma, COPD, etc.)
Glaucoma
Htv
Other:
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Office: (702) 483-2969
Fax: (702 ) 761 -2339

Do you see any specialists? tr Yes ! No (lf yes, please provide name and reason below)

Specialist Name Reason

Family History

Have any of your family members been diagnosed with:

Social History

a. What is your smoking status? E Never ! Past Smoker ! Current Smoker

How many packs per day? _ How many years of smoking histoty? _
Vape/E-Cigarette Products? tr Yes tr No

b. Do you drink alcoholic beverages? tr Yes tr No lf yes, how many drinks per week? _

c. Have you or do you use any drugs for recreational use? D Yes tr No

lf yes, please explain

d. Have you been exposed to any conditions/events that could potentially be damaging to
your health (i.e. military combat, occupational hazards, etc.)? lf yes, please

Yes No Relation (i.e. father)
Diabetes
High Blood Pressure (Hypertension)
Heart Disease
High Cholesterol
Cancer
Stroke
Seizures
Lung Disease (Asthma, COPD, etc.)
Other:

explain
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98 East Lake Mead Pa*$ ay, Suite 307
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Ol'fice: (702) 483-2969
Fax: (702 ) 761-2339

Do you have any food or drug allergies? ! Yes n No (lf yes, please list & describe below)

Food or Drug Reaction

Please list all medications, including over-the-counter (OTC) medications and herbal
supplements that you are currently taking:

Drug, OTC, or herbal
supplement

Dosage & Frequency Treatment Purpose

Pharmacy lnformation

Pharmacy Name Pharmacy Phone Number:

I certify that the above information is complete and accurate, to the best of my
knowledge.

Patient Name/Responsible Party (printed): Date:

4

PatienVResponsible Party Signature

Pharmacy Address/Cross Streets:



98 Ea st Lake Mead Parkuav, Suite i07
Hendenon. NV 8901 5

Office: (102) 483-2969
Fax: 1702 ) 76 | -23 39

General Consent for Care and Treatment Consent

You have the right, as a patient, to be informed about your condition and the recommended
surgical, medical, or diagnostic procedure to be used so that you may make the decision whether
to undergo any suggested treatment or procedure after knowing the risks and hazards involved.
At this point in your care, no specific treatment plan has been recommended. This consent form
is simply an effort b obtain your permission to perform the evaluation necessary to ident\ the
appropriate treatment and/or procedure for any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations,
testing, and treatment. By sig ning below, you are ind icating that (1 ) you intend that this consent is continuing
in nature even aftera specific diagnosis has been made and treatment recommended; and (2) you consent
to treatment at this off ice or any other satellite office under common ownership. The consent will remain
f ully effective until it is revoked in writing. You have the right at any time to discontinue services.

You have the right to dascuss the treatment plan with your physician about the purpose, potential risks and
benefits of any test o rdered foryou. lf you have any co ncerns regard ing any test or treatment recommend ed
by your health care provider, we encourage you to ask questions.

I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner, Physician Assistant, or
Clinical Nurse Specialist), and other healthcare providers or the designees as deemed necessary, to
perform reasonable and necessary medical examination, testing and treatment forthe condition which has
brought me to seek care at this practice. I understand that if additional testing, invasive or interventional
procedures are recommended, I will be asked to read and sign consent forms prior to the test(s) or
p rocedure(s).

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its
consents.

Printed Name of PatienVResponsible Party Date

Signature of PatienuResponsible Party Relationship to Patient

Printed Name of Witness Employee Job Title

Signature of Witness Date



98 East [-ake Mead Parkuay, Suite 307
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Fax: (702 ) 76 I -233 9

Patient Rights and Responsibilities
As a patient, you have rights regardless of age, race, color, ancestry, language, creed, religion,
gender, sexual orientation, marital status, citizenship, veteran status, physicalor mental disability,
cultural, economic, educational background or the source of payment.

Your Rights as a Patient:

As a patient you have the right to: get care that is appropriate for your health. Get good quality care
that follows professional standards. We continually review and maintain our standards to ensure that
you receive this. Get timely responses for requests that you make about your care. Get appropriate
continuity of care and refenals. Get access to (and a copy of)your health records. Be treated with
respect, dignityand concem. Not be pressured to choose a treatment, test or exam. Receive care that
is free from all forms of : abuse or neglect, mistreatment, harassment or discrimination. Request a
person you choose to be in the exam room with you. Ask visitors to leave before an exam or when
your care is being talked about. Be told why people who are not directly involved in your care are in
yourexam room. Receive propercare instructions beforeleaving the clinic. Get care instructionsonce
you're discharged from any of our departments. Access protective and advocacy agencies. Expect
communications and records about your health to be kept private. The items below are considered
confidential and will be handled discretely: case discussion, consultation, exams, and treatment. Be
provided with an interpreter during visits and exams. Get full information spoken in plain
language about: Your diagnosis, treatment and prognosis, any altemative treatment, possible known
side effects or complications from treatment. Have a caregiver of your choosing receive health
inf ormation if you're unable.

You have the right to file a formal complaint or grievance with Bamboo Family Clinic by calling 702-
483-2969 or www.bamboof amilyclinic.com

Your Responsibilities as a Patient:

Give accurate and complete information about your health. Follow your provider and care team's
instructions fortreatment and medicine safety. Ask questions about any directions or procedure you
don't understand. Accept responsibility foryourhealth outcomeif you ref us e treatment or don't f ollow
yourcare plan. Keep yourscheduled appointments orreschedule within 24 hours of your appo intment.
Follow all safety guidelines given forth by the Clinic. Be considerate of other patients and staff. Sped(
to staff and other patients with respect. Respect the property of others and Bamboo Family Clinic.
Supervise your child ren or other persons bro ug ht with yo u to the Clinic. Stay calm and co mposed when
interacting with staff and other patients. Abusave behavio r will lead to d ischarg e fro m the clinic.

Signature of PatienVResponsible Party Printed Name of PatienVResponsible Party

Date Relationship to Patient
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HIPPA Release Form

l, _, direct my health care providers and payers to

disclose and release my protected health information described below to:

N ame:

Relationship

Contact lnformation

Alcohol/drug abuse treatment, Other (please specify):

Form of Disclosure (Circle choice): An electronic record / access through an online portal OR

Hard copy

This authorization shall be effective until (Circle one): All past, present, and future periods,

OR until date unless I revoke it. (NOTE: You

may revoke this authorization in writing at any time by notifying your health care providers,

preferably in writing.)

Name of the Individual Gi,ring this Authorization Date of Birth

7

Signature of the lndividual Glving this Authorization Date

Health lnformation to be disclosed upon the request of the person named above - (Circle

either A or B):

A. Disclose my complete health record (including but not limited to diagnoses, lab tests,

prognosis, treatment, and billing, for all condrtions) OR

B. Disclose my health record, as above, BUT do not disclose the following (circle as

appropriate): Mental health records, Communicable diseases (including HIV and AIDS),



98 East La ke Mead Parku.ay, Suite 307
Hendenon. NV 8901 5

OlTice: (702) 483-2969
Fax: (702 ) 76 | -23-19

Medical Records Release

By signing this form, I authorize you to release confidential health information about me by
releasing a copy of my medical records, or a summary of my protected health information, to the
Prov ider/pe rs onlfac ility listed below.

Patient Name: Date of Birth

The information that may be released subject to this signed release is as follows
Complete Records E Care Plan
Progress Note E Lab Reports
Pathology Reports E Operative Reports
Hospital Records 0 Medication Record

Release my protected health information to the following provider/person/facility and/or those
directly associated in my medical care:

Name: Bamboo Family Clinic
Address: 98 East Lake Mead Pkwv. Henderson, NV89015
Phone #: 702-483-2969
Fax:702-761-2339

Name and Relationship:

Address:

Phone Number.

Signature of Patient

Date Signed

Print Patient Name
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Office: (702 ) 483-2969
Fa x: (702 ) 761-2339

Appointment Cancellation Policy

We value our time spent with each and every patient we see. Appointments are scheduled so
the providers can spend an appropriate amount of time with each patient- We understand there
are situations that may come up when the patient needs to cancel or reschedule their
appointment. Please be coufteous to the staff and other patients by reading and acknowledging
the cancellation policy.

Late Appointments
lf youaremorethan 15 minutes late toyourscheduled appointment, itwill need to be rescheduled.
Please call ahead if you know you will surpass this time limit, the provider may have time to fit
you into their schedule, otheruvise you may need to reschedule at that time.

No Show Appointments
lf you do not show up for your scheduled appointment you may be charged a $25 cancellation
fee. lf you NO SHOW more than 3 appointments, you will lose your appointment privileges and
will have to be seen as a walk in only.

Rescheduling Appointments
lf you need to reschedule your appointment, please do so 24 hours in advance. lf you are unable
to reschedule your appointment 24 hours before your appointment time you may be subject to a
$25 late cancellation fee. We understand emergencies arise and we will work with you
situafrbns ap p ro pri ate ly.

By signing this document, you are agreeing to the appointment cancellation policy, and all
mentioned in this document. The policy is effective on the date of your signature.

Signature of Patient

Date

9

Printed Patient Name
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Bamboo FamilyClinic Financial Policy

We are overjoyed that you chose Bamboo Family Clinic as your healthcare provider. We
appreciate your trust in us and the opportunity to carry out our mission statement, "to facilitate
quality and compassionate care in a family focused environment, built on trust, mentorship, and
communication."

Our office does their best in submitting claims to the insurance companies for timely payment
There are circumstances when this does not happen, due to these we have implemented a new
financial policy. Please read in its entirety and sign the form, acknowledging you understand and
agree.

Patient Pavments
Co.payments are due at time of service. lf you or your child have an outstanding balance please
be prepared to settle the balance or talk with the office manager to set up a payment plan if
needed. We accept cash, crediVdebit card and payment through the Kareo Patient Portal.

First Statement
Your insurance policy is a contract between you and your insurance company. This contract
requires the Clinic to collect specified co-payments depending on your insurance carrier. lf yot
change insurance companies while you have a balance or accrue a balance during a change in
insurance carriers, you are responsible for that balance. We will notify you of a balance by m ail,
email or Kareo Patient Portal. Please settle the balance as soon as received or set up a payment
plan as needed.

Subsequent Statement and Unpaid Balance
lf you continue to have a balance another statement will be sent out to you with a $5 statement
fee added. Please pay your balance as soon as possible or arrange a payment plan. lf there is
an outstanding balance for 90 days, we are forced to send the balance to an outside collection
agency, once your account is in collections we are unable to provide services to you. Wewill give
30 days of emergent healthcare services while you find another provider and pay the balance to
the collection agency.

lnsurance Coveraqe
Bamboo Family Clinic makes a good faith effortto verify your insurance coverages, in some cases
we are given the wrong information regarding your benefits. ln these instances, we are not liable
for the misinformation. lt is ultimately the insured's responsibility to know what services may or
may not be covered by your insurance carrier.

I agree to provide Bamboo Family Clinic with the most current and up to date insurance
information as it applies to the patient's account. I will notify the office when changes occur as to
not create lapse in coverage and incur a balance. lf insurance payment is delayed by inadequate
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Fax: (702 ) 761 -2339

information on your part, you may be asked to pay in full and request reimbursemenl from yotr
insurance provider.

Third ParW Pavers
Our office does not bill third party payers, such as secondary insurance, motor vehicle accident
claims or worker's compensation claims. lf you wish to see our providers for a visit that warrants
billing a third-party payer, you must pay for the visit as a cash pay patient and we will provide yor
with documentation to help you submit your claims.

Bamboo Famil Clinic Reserves the Ri ht to Cha e the Followin Fees:

Medical Records
Schools/Sports/Cam p/Daycare
Authorization for service/Medication
FMLA Paperwork

.60 cents per page
$5.00
$s.00
$25.00

Please ask to speak with the office manager if you have any questions, comments or concerns
regarding our financial policy. We are grateful for the opportunity to continue to provide quality
and compassionate care to you and yourfamily.

By signing below, you agree to the financial policy in its entirety and will direct questions to the
office manager.

Print Patient Name

Signature of Patient

Date

l-1
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PHQ.9

Not at all
Seve ral

davs

hlore
than half
the daYs

1 Little interest or pleasure in doing things rl 1 2

2 Feeling do'rn Cepressed or hopeless 0 1 3

1 TrcLrble falling or staving aslee-.. or sleeping too nruch 'l
,1

2 3

Feeling tired cr having little energy 0 1 2 3

Poor appetite or overeating ,] 1 I

lr
Feeling bad abcut yourself - or that you are a failure
or have lel voursell or vour familv dovvn

0 1 2 3

I Trouble concentrating on things such as reading the
nev',sPapeI cr'.1'alching televisicn 0 1 2 l

c

lvlcl'ing or speaking so slo,.rly that other people could
have noliced? Or the opposite - being so fidgetv or
restless that you have been rnoving around a lot more
lhan u3ual

I 1 2 3

E
Thoughts that vou ivould be better off dead or oi
hurting vourself in scme ,.,iav

.1 1 2

1.2

Nea d_v

eYery
day

3

2

3

Total Score_
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GAD-7

Total
Sco re

Add
Columns

lf you checkeo off q1y problen:s. hoiv difficult harre these problems made it for you
to d0 your lvork, lake care 0f things at home, 0r get along lvilh other people?

Not ditficult
at all

n

Sonei';hat
tl iffrc r,lt

Very
d itf icult

Extrernely
d rffrcr.ll

L-

Over the lqgll lveeks, hor,v oflen have you been
bothered by the folloning problerns?

1. Feeling neru"ous, anxious or on edge

2. Not being able to stop or control lvorrying

3. Worrying too much about different things

4. Trouble relaxing

5. Being so restless that it is hard t0 srt still

6. Becoming easily annoyed or irritable

7. Feeling afraid as if something al,rtul might happen

l/01
at al

0

0

0

0

0

0

0

Seuera
da'.i's

'I

Morc
thar hall
thc days

2

l',/ear i1l

every
day

3

23
23

J

J

1

J

2

2

2

c
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Gontrolled S u bstances Prescription Ag reement

This agreement refers to medicines belonging to any of the following categoies: Benzodiazepines,
Hypnotics (non-benzodi azepin es and stimulants).

Controlled substances can be dangerous. lf they are not used carefully, you can become addicted to thern
or overdose on them. An overdose can cause death. Because of these dangers, it is important foryou to
understand the rules for using these medicines. This document describes our policy for prescribing these
medicines and what your role is to keep yourself safe and get the best resulls if you use controlled
substances.

lnitial in each blank below indicating that you understand:

_ The risks, benefits, altematives, and side effects of my controlled substance medicines have been
explained to me, and I undersland the explanation.

_ I understand that the medicines may help me f unction better. lf my activity level or general f unction
get worse, my provider may change or stop the medicines.

_ I understand medicines are only part of an ef f ective treatment plan f or me. I will also p articipate in

other treatments that my p rovid er recommend s, such as behavioral health, psychotherapy, increase
activity levels, weight control, and avoidance of alcohol and tobacco. I will comply with the treatment plan
as prescribed by my provider.

_ I will take my controlled subslance medicines the way my provider prescribed them. I will not
change how I take these medicines without first talking to my provider.

_ I will keep my controlled substance medicines in a safe place and away from children

_ I will get prescriptions f o r my controlled substance med icines o nly f rom my provid er at and at
harmacyo

_ | will tell other health care providers I see that I am taking controlled subslance medicines

_ I will not get controlled substance medicines f rom other clinics or Emergency Rooms

_ I will make follow-up appointments as directed and will not miss appointments

_ I will not ask forextra orearly ref ills of my controlled substance prescription if lrun out eady forany
reason, or if my controlled substance medicines are lost or stolen.

_ I will not drink alcohol, use Marijuana, use illegal drugs (cocaine, heroin, methamp hetamines ) oruse
any controlled substances my providerdid not prescribe forme.

14

_ I understand that refills will not be made as an "emergency." A minimum of fourdays'notice is
needed for prescription refill requests to be processed.
_ I undersland that changes in p rescriptions/ref ills will only be made during scheduled appointments
and not by phone, which includes after clinic hours, on weekends, or holidays.
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_ I will not share, sell, or trade my controlled substance medicines with anyone

_ I agree to bring my medicine(s) in their original bottles to the clinic if my provider requests

_ I understand that if there is reason to believe I have engaged in illegal activity, my provider may
notify the p roper authorities.

_ I agree that my provider may contact other health care providers or pharmacists involved in my care
to discuss my progress and share information about this agreement.

_ I am responsible forthe safety of my driving and the operation of heavy machinery or power tools
The drug(s)may have sedating side effects and may not allow f or d riving. lwill followall state laws
regarding driving while under the influence.

_ (Females only) lf I plan to become pregnant or believe that I have become pregnant while taking
this medication, I will immediately notify my provider. lam aware that, should lcarry a baby to delivery
while taking these medications; the baby will be physically dependent upon opioids. lam aware that
withdrawal from opiates can be life threatening fora baby. lf a female of childbearing age, I certify that I

am not pregnant and will use appropriate contraceptive measures during treatment with controlled
substances.

Termination of Care
I understand that if I violate any of the above conditions, my treatment with controlled substances will be
terminated immediately, without notice. lf the violation involves obtaining controlled substances frcm
another perso n o r selling them to another ind ivid ual or the conco mitant use of non- p rescribed illicit (illegal)
drugs, the situation will be reported to all my physicians, med ical f acilities, and appropriate legal authorilies.
I am responsible for any withdrawal syndrome associated with my misuse of the narcotics and/or
termination of care. lhave read this contract and the same has been fully explained to me by my provider.
I agree fully with this contract and will accept the consequences if I violate the terms. I understand that if I

do not followthe agreement above, I will no longer receive controlled substance medicine prescriptiorE
from any provider at any time.

Provid er Signature Date and Time

Patient Name Date and llme

Sig nature of Patient Date of Birth

( ) Copy Given to Patient ( ) Patient refused copy

15

_ I will allow random urine tests to check what drugs are in my system.

Print Provid er Name
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Notice of Risk

The use of control/ed subsfances may be associated with certain risks such as, but not limited
to:

- Central Nervous Svstem: Sleepiness, decreased mental ability and conf usion. Yourability to make
d ecisions may be impaired.

Cardiovascular: Mild to severe inegular heart rhythm
- Resoiratorv: Slowing of yourbreathing and the possibilityof anducing wheezing causing difficultyin
catching your breath or shortness of breath in susceptible individuals.
- Gastrointsstinal: Constipation may be severe. Nausea and vomiting may occur as well.

Dermatoloqical : ltching and rash
- E-nd-q-q!-!e: Decreased testosterone and other female hormones, dysfunctional sexual activity.
- Urinarv: Urinary retention (difficulty urinating).
- Preonancy: Newbom may bedependent on opioids and suffer withd rawal symptoms af ter b irth.
- Druq lnteractions: May alter the eff ect of other medications and cannot predict reliability.
- Tolerance: lncreasing doses of drug(s) may be needed over time to achieve the same pain-relieving
effect.
- Physical dependence and withdrawal: Physical dependence develops within 34 weeks in most
patients receiving daily doses of these drugs. lf your medications are abruptly stopped, symptoms of
withdrawal may occurincluding nausea, vomiting, sweating, generalized malaise, abdominal cramps,
palpitations. All controlled substances (narcotics) need to be slolvly weaned (tapered off)underthe
d irection of your physician-

Ad d iction (Abuse): This refers to abnormal behavior d irected towards acquirjng or using drugs in a non-
medically supervised manner. Patients with a history of alcohol and/or drug abuse are at increased risk
for develo ping add iction.
- Alleroic reactions: Are possible with any medication. This usually occurs early af ter beginning to use
the medication. Most side effects can be controlled by continued therapy orthe use of other medications

By initialing and signing below, you confirm that we discussed, and you understand the above
stated information. I asked you if you wanted more detailed explanation of the proposed
treatment, the alternatives and the materials risks, and you (lnitial One):

was satisf ied with that explanation and desired no further information.
requested and received, in substantial detail, f urther explanation of the treatment,

alternatives and material risks

Provider Signature Date

1b

Patient Signature Date

Explained by me and the above was signed in my presence.


