
Brian Bluth, MD
Bluth Family Medicine

1315 N. Washington
Weatherford OK, 73096

(s80) 772_2344

To Whom It May Concem,

we would like to welcome you to our medical practice and explain a little about our office policies andgoals' we believe in the theories of Modem Medical iare, which do not support the old premise that a doctor,soffice is only a place for the seriously ill. Most illness(s) can be heated effectively with eaxly detection. For thatreason' we recom'qend a system ofproper preventative care and regular checkups. Ifyou adhere to this simplephilosophy, and watch your diet and exercise, you will minimize the risk of debilitating illness(s).

Our patients can expect from us:

t. A high degree ofprofessional skill and ability.
2. A dedication to your overall health and well beine.
3' A minimization of medicar expenses through proier preventative ca.rs.4. The highest effort to make your visits as comfortable as possible.
5' Maintain the privacy of your health information as required by HIpAA regulations.

ln retum we expect from our patients:

I. Cooperation in making and keeping appointrnents. Failure to keep your appointrnent
may result in a no-show fee.
3 no show appointments within a calendar year will result in dismissal of care. A ,,no
show" appointnent is a missed appointment without notifrcation to the ctinic W!9! tothe scheduled appt.
A conscientious effort to follow prescribed teatments.
Attention to proper diet and exercise.
A definite arrangement for the payment of fees at tfie time of service.

A

5.

ln order to be muhrally satisffing and beneficiai we ask that any time you have a question or are unhappy aboutany treaftnent (proposed or performed), fee for service, or attitude ofour staf{ you *itt discuss it with uspromptly and openly.

Thank You,
Brian Bluth, MD



Effective April 14.2003
NOTICE OF PRTVACY

BRIANBLUTH,
PRACTICES
M.D.

The Health lnsurance Portabilitv.and Accoutability Act of 1996 (HIPAA) is a federal program that requtes th.at all medicalrecords and other individually identifiable health iir"r"r"il"o ur"o or d.isclosed by us in any form, whether electonicaliy,
::-ry1-"j "tdy,,are,fpJ 

p^roperl.y confidential.-This Act gives you, the patienisipificant oer riguts to uoeerstand and

A:H"ff vour health information is used. "HIPAA" lrovides p"*iti", f;t ;;;"d ;;es that misuse personal

As required by "HIPAA", we have prepa.recl this explanation ofhow we are required to mairtain the privacy ofyour health informationand how we may use and disclose your healttr information.
sclose yourmedical records only for each of the fo[owlng purposes:

r 
^'DA 

I lYl'nN I means Drovrdinq, coordinating, or managing health oare and rilated services by one or more health care providers.* PAYMENT mcans sucir activitiis.as obtainin! reimbursimlnt for serviccs, confirming coverage, billing or collection acdvities, andutilization review' An cxampre of this wouro u" !""oi"g ;;iii flt !*orrr^n'r,, ,o you, ,nsurance company for paymenr.

'r' EEALTH CARE oPERATIoNS include the business aspeots of running our practice, such as conducting quality ass€ssment and

X*H*:}$:T]ties, 
auditing tunctions, oost-management analysis, and custo*ii rr*i"!. e. o".fii *"uld be and intemal quality

we may contact you to Drovide aDDointment reminders or information about teatment a.lternatives or other health-related benefits andservices that may be ofinterest to vou.
Any other uses or disclosures willte T 

'ade only with your written authorization. you may revoke such authorization in writing and we

ililHXt;'r." 
honor and abide by that writien re+est, except io'the extent that we-have already taken actions relying on your

;Tli:"r*t Hljlg 
rights with respect to vour protected health informarion, which you can exercise by presenting a written request

i The right to reques! resEictions on c€rtain uses arld disclosues ofprotecEd health information, ircluding those r€lated to disolosuresto familv memb€rs, other relatives. or individuals jnvolveJi" v"* "rir. rc *"lh;;;;;;;;;"diliolg:"" ,o u rrqu.rrrd restriction.
It5^1"_:fl-:" !: . restriction, we must abide by it unless yo; ;;; ;;;il;;;;; i:'^-*'* - ""'' r ne ngnl to reasonablc reoucsts to receive confidential communications offrotected health information from us by altemative means,
: Ile right to inspeot and copy your protected h€alth information.- r ne nght to amcnd your protected health information.

: jle nght to receive an accounting ofdisclosules ofprotected health information.' r ne ngnt ro obtann a paper copy of this notice from us upon requesr.

we are required by law to maintain the privary of your protected health information and to provide you witb notice of our legal dutiesand privacy practices with respect to protected health iniormation.

ll1:^t'1": I effective April, 04, 2o03 and we are required to abide by the terms ofthe Notice of privacy practices and tomaKe the new notice provisions effective for all protected health i:rformation that *" -"ir*r, w" *ill post and you mayrequest a written copy of a revised Notice of privacy practices from this offrce.

You have recourse ifyou feel that your privacy protoctions have been.violated. you have the right to f,ile a wdtten complaintwith oru office, or with the officebrciu rulnts, n"gio;vl uiout riolations of the provisions of this rotice or the policiesand procedures ofour office. We will not retiiat. 
"!ii"ri V.rr f", nting a oomptaiotl-

Please contact us for more lnformation:

Brian Bluth, M.D.
1315 N. Washington
Weatherford, OK 73096

For mor€ lnformauon about HIPAA 0r to lile a complalnt:

Office of Civil Rights, Region VI
U.S. Deparnnent of Health and Human Services
1301 Young S[eet, Suite 1169

Dallas, TX 75202



LASTNAME:

PATIENT REGISTRATION

FIRSTNAME:
DATE OF BIRTH: mm/dd/yryy) SEX: RACE:
SOCIAI SECLR.ITY #:

ADDRESS 1:

ETHNICITY:

STATE:

ADDRESS 2:

ZIP:
LANGUAGE: LANGUAGE COI]NTRY:
MARITAL STATUS: Esnvcrr tr lremEO E penrNsn E olvoRcsp EI wpowno

B PReCNe\Tf (check if applicabte) El NURSnIC (check if applicable)
Whom may we thank for referring you to our practice?

CONTACT INFORMATION

MI:

HOMEPHONE:

CELL PHONE:

CONTACT FIRST NAME:
CONTACT HOME PHONE:

RELATIONSHIP TO PATIENT:

CITY:

WORKPHONE:

EMAIL:
EXT:

STATE:

CONTACT LAST NAME:

CONTACT CELL PHONE:

CONTACTADDRESS:

ZIP:

relationship to patient)
reiationship to patient)
relationship to patienQ
relationship to patient)

PRACTICENAME:

FAMILY MEMBERS IN THE PRACTICE
(name)
(name)
(uame)
(name)

PHYSICIANNAME:

ADDRESS:
STATE:

PHARMACYNAME:
PTIARMACYPHONE:

PIIARMACY LOCATION:

By signing below, I attest that the information provided above is true and accurate

CITY: ZTP:

Signature of Insured / Guardian:



INSURANCE INFORMATION

PRIMARY INSURANCE

INSURANCE COMPANY:

GROUP #:
CO-PAY:

INSI.IRED FIRSTNAME:

SOCIAL SECURITY#: RELATION TO PATIENT:
ADDRESS:

PHONE #:

ADVANCED DIRECTIVE?E]YES tr NO WHEREIS IT FILED?
INSURED EMPLOYED BY: BUSINESS ADDRESS:

STATE _ ZIP: _ BUSINESS pHONE #:

ADDITIONAL INSURANCE

IS THE PATIENT COVERED BYADDITIONAL INSURANCE?
INSURANCE COMPANY:

GROUP #:

INSURED FIRSTNAME:

SOCIAL SECIIRITY #: RELATION TO PATIENT:
ADDRESS:

PHONE #:

INSURED EMPLOYED BY:
BUSINESS ADDRESS:

BUSINESS PHONE # :

UYES U
CO-PAY:

EMPLOYMENT STATUS: E Employed tlUnemployed E Fult Time studetrt E part Time stutlent E Retbed
LASTDEGREEEARNED:EJ gTCg SCHOOL ECOLLEGE f] GRADUATESCHOOL
OCCUPATION:

BUSINESS PHONE:

DRWERS LICENSE#:

IS THIS AN ACCIDENT?

Eyps E No
DATEOF INJURY IS THIS AMOTORVEHICLE ACCIDENT?

Eyns E No
YOUR INSURANCE CARD AND PHOTO ID ARE REQUIRED AT TIIE TIME OF YOUR VISITBy signing below, r attest that the informatron p"o"ia"a above is true and accurate

Signature of Insured / Guardian:



to u*;anixDi.lelusure ofHcsrth Iufqrmafiffi ftr rrahnerL paym.urt, or
,Eeatthca.re OBerut{o,ns

Bt oli3iaaqira*?v:v/'?'atoxeq$;ed to-.,ofiry-..1!a+ ftd i'fdm:*lon 8l*Tls;fg tg3irifuy-heluitE ii4srda wbid may

lffi-Hffi,#nT'*."'mffi *ffmflffi'fu rumwru.t*g*;gmm;*"

Itqug*trq {Ouei{rliE.s6$cltiixjsso &auye ard/rrdiseld$Fe,sf dy.hqatb iRn$.Esti€,l



PATIENT REGISTRATION

Authorization to release or use information for treatment. pavment. or health care operations

I hereby authorize the release or use ofmy individually identifiable health information (protected heaith information

or PHI) and medical information by _ in order to carry out teatnent, payment, or

health care operations. You should review the Practioe's Notice of Privaoy Practices for a more complete description

of the potential release and use of such information, and you have the right to review such Notice prior to siping this

Consent Form.

We reserve the right to change the terms of its Notice of Privacy Practices at any time. If we do make changes to the

terms of its Notice of Privacy Practices, you may obtain a copy of the revised notioe by writing our practice or

requesting a copy from our front desk staff

You retain the right to requost tlat we further reshict how your protected health information is released or used to

carry out teatnent, payment, or heath care operations. Oru practice is not required to agree to such requested

restrictions; however, if we do agree to your requested restiction(s), such restrictions are then binding on the Practice.

I agree and consent to releasing information to me in the followlng matrners:

VIAMAIL PLEASEINITIAL

E or ro MAIL To HoME ADDRESS

I or ro MArL To woRK ADDREss

VIA HOME TELEPHONE

E oT To LEAVE DETAILED MESSAcE

E rpave cALL BAcKNUMBER oNLy
VIA WORK TELEPHONE

E or ro LEAVE DETATLED MEssAGE

E LEAYE CALL BACKNUMBER oNLY
VIAFAX

E orroFAXTo:

By slgning below, I attest that the lnformation provided above is true and accurate

Signature of Insured / Guardian: Date:



I do not teke any medications

_Adopted/No Hislory Available Other @lease Specify)

Signature:


