Primary Care Partners
/Aimt'i'g;'{ic Health System

Adult Registration Form O New Patient [J Edit Information
Today’s Date:
Please complete this form .ln order to ensure proper billing of your services. Please Print.
Patient Information- please pravide Photo ID

Patient Last Name; Soclal Security Number:

First Name: il Date of Birth:

Alias/Preferred Name:

Marital Status: O Single O Married O widowed Sex: OM OF O Nonbinary O Other O Unknown O X
O Separated [ Bivorced 3 Ufe Partner
0O significant Other [ Other

Sex Assigned at Birth: O M OF O Uncertain O Unknown Gender Identity: O™ OF O other O Transgender Female/Male-to-Female
O Choose not to disclose ' O Transgender Male/Female-to-Male
‘O Not Recorded on Birth Certificate 3 Choose not to disclose
Preferred Language: O english O Spanish O Other: Sexual Orientation: [0 Bisexual O Choose not to disclose [J Don't know
O Lesbian or Gay [ Something Else [J Straight {Not Lesbian or Gay
Hearing Impaired? OYEs ONO Comments:
Vision Impaired? OYEs [ONO ‘Comments:
Ethnicity: (Data is used for statlstical reporting.) Race: (Data is used for statistical reporting.}
0 central/s Am O Cuban [ Hispanic or Latino O Not Hispanic or Latlno . 3 American Indian 1] Astan 1 African American 0 White
[ Mexican O Puerto Rican 1 Rather Not Say O Other [ Native Hawalian/Pacific Islander 1 Unknown [3 Rather Not Say
Religion: )

Patient’s Contact Information

Preferred Method of Contact: (J Home O cell O work Home Phone: ( )
O Alt Phone O Letter O eEmall Cell Phone; ( )
Automated Reminder Calls/Text about Appointment [JYES [J NO Work Phone: ( )
Alt Phone: ( )
E-Mail: ' O No Email
Patient’s Primary Address
Address:; City, State, Zip:
County: ) - i Country:
Patient’s Employment Information
Emp. Status: O Full Time £ Part Time O Retired : Employer:
O Unemployed O Disabled Address: ‘
Ostudent O Active Military [ Self-Employed Clty, State, Zip:
O Other County: Country:

Patient’s Emergency Contact

Emergency Contact Name.: Home Phone: ( )

Patient’s Relationship to Emerg. Cont.: Cell Phone: { _J_

Pharmacy Name, Address & Phone #:
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INSURANCE INFORMATION — Please provide copies of all cards
(A separate form s required for worker’s compensation, automobile liability, or legal services.)

PRIMARY CARRRIER: Telephone #: (__ ) @
Address: lD/Cert #
Group/Plan #: ‘ | o Effective ﬁate: SuEscrlber’s Name: f
Subscriber’s DOB: SSN: | Sex: O M OF O Other Rélati;:nshlp to Patient:
SECONDARY CARRIER: Telephone #: { ) ‘
Address: l_D/Cert #: ;
Group/Plan #: ) Effecti\'le Date: Sﬁbscrlbe'r’s Name: __.
Subscriber’s DOB: SSN:____ Sex: O™ OF O other Relationship to Patlent: |
Guarantor Information (Guarantor is the person financlally responsible for this patient’s bill.) g

Please complete if guarantor Is other than self
Guarantor: Patient’s Relationship to Guarantor:
Addr: Soclal Security Number:
City, Stat;a, Zip: Date of Birth:
County: _ , Country: sex: OM O F O Other
Home Phone: { ) Cell Phone: ( )

(Billing company utilizes TEXTING) »
Guarantor's Employer: WOrk Phone: ( ) :
Address: ‘
City, State, Zip:

Assignment of Benefits/Authorization/Notice of Collection Actlon

| understand | am responsible for knowing the benefits my Insurance plan provides. in dalng so, it Is also my responsibllity to verify proof of Insurance by ensurlng that the office

staff has the most current/valld Insurance card on flle. | further understand that all co-payments are due at time of service and | am also responsible to pay other amounts due;

these amounts may Include annual deductibles, charges denled by my Insurance company as not covered or not medically necessary, and/or any fees Incurred should my account’

require collectlon action, (E.G. late fees, collection agency, court or attorney costs), Also, please be sdvised our office may contact you via an automated system' regarding

appointments and/or account status, | agree this authorlzation shall remain valid unless/untit 1 rescind in writing. (Please see the Primary Care Partners Payment Policy and Notlce

of Privacy Practices for more information)

Slgnature_. : Print Namé

Piease compiete.this section if the patient is covered by Medlcare
In order to comply with Medicare regulations, please answer the followlng questions:

Are you or your spouse employed? . DO vyes OINO
Do you or your spouse have other insurance? OYes ONO
Are you disabled or have end stage-renal disease? Oves ONo

Is illness/injury the result of an auto accident? Oves CONO

The undersigned certifies that the questions have been answered truthfully and hereby authorize any holder of medical Information about me to release to the Centers for Medlcan

Date

Has treatment been.authorized by the V.AL?

Are you covered under the Black Lung Program?

Is there Medigap coverage secandary to Medicare?
Is there insurance coverage primary to Medicare?

Is there employer supplemental coverage secondary
to Medicare?

and Medicald Services and its agents any Information needed to determine these benefits or the benefits payable for related services

Signature, : Print Name

Date,

Dyes ONO

Ovyes ONoO*

OYes ONO
Oves ONO

Oves ONO
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GONSENT FOR TREATMENT, PAYMENT AND HEALTH

CARE OPERATIONS, INGLUDING ADMISSION AND - .
MEDICAL TREATMENT AUTHORIZATION ‘ :

This for eannat Be modified, Rty handaniiton changes 1o s form shatl nol be legally binding of eofesceeble. "

GENERAL CON AUTHORIZATION, PATIENT RIGHTS AND RESPONSIBILITIES, PATIENT CONTACT : X .
| aithorkze Atlamiic am (which Includas GontraState, Chitan, Hackéttstown, Morristoive, Newtan and Overlook Medical Centers, cofleqivefy refermig to 25 *Hospital”), Atiantis
Medical Sroup ("AMG"), Atlantic Atfiifates, Hospital staff, AM@ statfand the physictan(s) pa:ﬂdpa!fngmmymtu render hospital and medlcel care formy copdition, whichmayinclude
routlng dlagnostie procedursgand sush mharmadlcalmimanlasmghedaemedadvlsablaby_maphyslqhn(s parl!ﬁlpaﬂnn[nmxuzre.ms mayortrhnaa‘ylgg includeadmisston fothe
Hosphal, 1 acimoviladgathatnn puarantess have besh madato me abiout the outcome bf my maglcal mandma%nem.lundals!an andacknowledgathall lna&omyuﬂhaphyslcm
at tha Hospital ara members of the Voluntary Medical Sift ant ara not employess or ayents of the Hospital, but ara eitber Independent contrastors or ingagiandent practiioners who
have baen granted the privilegs of using tha Hosgl‘tal's facilitles for the ¢are and treatment of lhalrig snts. This Ingludes, hut [s rot llmned‘l% Emerdariny Department physicians,
anestheslologlsts, cardiolopists, neonatologlsts, 0! s_tatrlclqns.;athnlouiﬂs. radlolopists, surgeons, thaontall; lan, telohealth ploviders, afd dther cqBplta
} understang that telehaalth Invalves the use of information-and communications Yechnologies, Including telsphanes, remola patlentwmonRoring devices;ige bihér electronic means, to
suppont citnical health care, pravider onsultation, patlant and professional health-related education, publis health, health admintstratlon, arid other | consento treatmentand
careby Hnsgltgl_almialesanu hyﬂwftmslclansand health cara providers, including thosewhoare locatedat sites otherthian the enaatwhich { amt preseatalyd hopravide treatmentand
* | carethrough tsfshealth. | understand that physlotans in vraining, medicaland nursing students, and paramedical personnel mag:bsarvaandpwolpammm rgunder the supzrvision
-{ ofthe Hospltal or AMG staff awclan(s).lnumum& g Hospital to amanga for the disposition of all specimens and 1ssuss. These congints and sipfjorizatlons shall also apply
tothe admisslon and medical of angwbom infantwhols defiversd by me during my hospitalization. I understand that itn benmssamorny.(ggg!ﬂmam provider(s) lotake
photographs, fims, recordings and/or ather liks images and that the presarica of a vendor representative may be requlred for medicat, educational and ngggﬂmiw of care purposes.

ot n:{shy acinowledae recelpt of  Statement of Patiart Rights and Responsiblities. | understand that professional persannel are avatishle to exp‘!ém'masmemsm upon
reque : t

The Hospital maintains a current {lst of patients and their location In the hospital. £ 1 herehy parmit mg foz=tion to be provided to frismds, famlly mig{g"[ visltars,
|) 1

| aythorize Hospital, AMG and Atiantic Atfltates, &l clinical providers who hava provided care 10 ms, ani their authorized a&enls. Inciuding bul not Imigd $9 any biling servicss,
collection 3enciss, attorneys or other agents who may work on ther bshall, lo contact me via electroniz mall, text and/or {slaphane on my cal] phone'2jjd/or home phane using
automatio talsphong dlaling systems or other computer assisted technology, (11 hereby authortze sush ¢ontact &t this time. =t

FIHANCIAL ARRANGEMENTS ’ X Lo}

| undersiand the HoSpltal chasgas do nbt Include the fees of my treating pn‘glclan or the fees far sarvices provided by other Voluntasy Medical Siaff whompay freat ma. | understand that
[ am financially respansible for the payment ofrr%ph'yslnlan 6as and mg s'rtta! bill; these fees mey nat ba cavered by my lnsurance plan, | suthorize piyment of medical insuranca
banefits (Including managed care, Msdigare and Medicald, when applicabls) dirently to the Hospital and/or any physlclan(s) paicipating in my care. | vaflafstand that some insuranca
and managed care antitiss require pre-approval ofcertain hospllalizations, procgdures and su[haﬂss. and ftmay bamy responsihility 1o obtaln appropriate pe-gpprovals. Il am recelving
hospital billed services, a copy of “An Important Messags fram Madleara® or *An Imporant emqe from TRICARE", as applicable, and "Natice of Chapjtr {-ara and Reduced Charge
Charity Care™ have been mage avallabla to me. ] undarstand mrﬂghlsasomlhwd Inthe douumant(swve tecelved. Adeposit may bs requested. if{ama Madizald beneficlary, | certify
that | sm recalving the services covered by this consentand | raquest 8iat psymsnt for thess services ba mads, Not spplicable to Emergency Dapamqgmipeannanl Authotization,

PROTECTED HEALTH INFORMATION ™
| have recelved 2 copy of the Notice of Privacy Practices for Protected Heallh Informalion (tha “Notice”). The Notice' provides a complate, dasgjiption of the uses and
diseiosures. g1 my Parsonal Protacted Health information (“PHI). 1 have had &n opportunity 1o review this Information befara sipning this form; [ipansant to the Hospltal,
Atiantlc Affliates, AMG and/or any physician(s) panlclpammnln my care r‘alaasln? my PH (elther In writing or verbally) in onder to carry qut treatmgplipayment, or health car
cparatiens, This Includes any medlcal [nformaticn {includlng drug and alcohol abuse Yreatment Information, peychiatre treatment Information, 8 4‘HN relalag Information
Including HIV testing rasults (il applicable), which may ba needed to process ciaims for medical Insurance {or managed care) benefits refative 1o 1hja:hosphalization (including
precentification ar vertfication, If necessary), or which may be nasded ta conduct contlnuzd care planning, which may Include release of my PHI $9:hgme healthcare agencles.
i

AUTHORIZATIDN T0 DRAW BLODD . - x 2 .
In the event that any Individual participating In my care {5 accidentally exelosed to my blood or bodlly fulds, | authoriza the Hospitel'to draw .y, blood ahd test &t for the'r”
presancs of blood boms pathogans; such as the Human Immynodeficlency Vins ('HIV%. | undersiand that ff such tasting Is nacessa% the. Hospifal-af. my physician will maks
#ll raasonable efforis to notify me, | cansent to tha contidantlal disclusure of the test results to tha authorized medica! providar treating the 8r$0N Who has besn exposed to
my blood or bodily fluids, so that appropriate treatment determinations may be_made. | undérstand. that 1 do not have to agres to mt!ng andfor 4'35 psure of my test resulls.
= u%' Initialing hera 1 agrae to be tested for blood bons palliogans such as ihe Huran Immunodefictency Virus (“Hiv®)end | consent to the Q(g,lgsm of my bload test

. '."g'

i
VALUABLES . !
I understand that the Hosphal recommends all personal belongings and valuzbles ba sent homa with a famlly member or friand. | assums ‘alf fisk for Joss or damage
to any personal hdnqglngs retained by mo. The Hospita) wili not replacs or relmburse me for any, personal belongings which are lost, broken of @3[5" during. my admission.

DUTPATIENT SERVICES IN HOSPITAL SETTING . 0

I undsrsiand thal | ath having care, testing, procedure(s) or treatment thal Is eoasidered ari outpatiant procedure in a haspital setting, As such, tharamay bo ditferent
requirements far dedyctibles and/jor noga than for a physiclan office visk, | enderstand that It Is my responsibillly fo fully undersiand the mqulr‘anpts of my Ingurance
company or managed care eniity and lral | am rasoneible for paymenl of any capaymants, del 165, and changes as required, Ilm.satviceg fgpdamd quality me foe
recorring staivs, my signalura an this conzent shall be valid for cara rendarsd throughaut this perlod. N S

Tl g;uulal) 1ondersiand thal thisra wlll._bs o components to my blil: tho protessionsl sarvices pravided by tmy physiclsn and the tssts and/nr’p;('qudum comfueted by the

o

g

SIGNATURE OF PATIENT OR PERSON SIGNING / GONSENTING DN BERALF OF PATIERT {em} {prm)

g Date 3
It} am signing/ cansanting en behs!f of the patismt, | 1a hat slgr § i
b Ml palient, I recognize that signing / consenting on behall of the patisnt Is not an aceoptance of anciat respongibiliy wl]fri] Iywuld not olhar!dse have

PRINTED NAME OF PERSON SIGNING/CONSENTING ON BEHALF OF PATIENT Relationship - s '
Far verbl tonsents, print full nama of smployes witnass: k (am) {pm)
Date Timg 2
For varbal consents, print full ngme of employee witness: . e B (2m} (om)
' Dale Timg-
PATIENT UNABLE TO SIGH BEGAUSE: .

AH10324JV (03022) - ) - T




Primary Care Partners
Affiliated with

Atlantic Health System

Authoriza‘tlon to Use or Disclosure PHI

Protected Health Information (PHI) Use and/or Disclosure

| do hereby consent to and authorize Primary Care Partners ) : (Name of Care Center to
disclose to the person({s) named, Information from my medical records relating to my treatment, payment, and healthcare
operations as { have indicated below. | Understand that this consent shall operate as a complete release of liability to Primary
Care Partners, the Care Center-and to Its employees for the release of informatlon as specified below.

(Name) K ] ) ‘ - ' (Rglaﬂ'onéhlp)
{Name) - . (Relationship)
. (Name) » [Relationship)
This authorlzation permits Primary Care Partners, . - - : (Name of Care Center) to use

and/or share with the individuals noted above any part of my indlvldual ‘Identifiable health Information, with the exception of
Information related to:

O Alcohol & Drug Use 0 Sexual Activity or Sexually Transmitted Disease D) Pregnancy [0 Other.

I have the right to refuse to €ign this authorization and that my refusal will not affect my ability to obtain treatment, Insurance

Payment, or ellgibility benefits. When my information is used or shared based on this authorization, the reciplent may share it
with athers and my PHI may no longer be protected by the federal HIPAA Privacy Rule.

- 1 have the right to revoke this authorization in writing except to the extent that the Care Center has acted upon the
authorlzation, My written revocation must be submitted to the Primary Care Partners Care Center.

I have read and understand the terms of this Authorization and | have had the -opportunity to-ask questions about the use-arid

disclosure of my health information. | hereby, knowingly and voluntarily, authorize Primary Care Partners to use or disclose my -

health information in the manner described above,

Patlent Signature Date of Birth

Patient Pririted Name ' : Witness.

Date:




Primary
Care Partners

Afsrduth
. Atlantic Health System . 7

PATIENT/FAMILY CONTACT LIST

DOB:

Patient's Name:

Contatts

People who have permission to receive detailed information abom your care (PHI):

about your health care

PRIMARY CONTACT

Né_me: ' Phone Numbers
: , Cell: _

Relationship: . : Home:

[J Check here if you would like us to involve this person in discussions Other:

about your health care

SECONDARY CONTACT(S)

Name: ' Phone Numbers
’ Cell:”

Relationship: Home:

[ Check here if you would like.us to involve this person.in discussions Other:

Name:

Relationship:

[J Check here if you would like us to Involve this person in discussions
about your heaith care

. Other:

Phone Numbers
Cell:

Homea:

O 1 decline to_ designate a representative at this time.

Comments/Othef' Information:

This form is"effec_ﬁve -upon execution and will remaln In effect.unless revoked by me.

Time:

Patlent/Guardian Signature: ' ___ bate:

Relationship to Patient;

. PCP10006 (04/21)
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Vaccine Policy Statement

We, the physicians of Primary Care Partners, believe in the safety and the
effectiveness of vaccines to prevent serious illness and save lives.

We firmly believe that both children and adults should receive all the
recommended vaccines.

We firmly believe, based on all available evidence from peer reviewed medical
studies, that vaccine are not the cause of developmental disabilities nor autism
spectrum disorders.

We firmly believe that vaccinating children and adults is among the most
important preventive measures we can take for overall health and well-being.
The recommended vaccinations and vaccine schedule are the result of an
enormous volume of scientific study and data gathered over many decades. This
information has undergone rigorous review, in the United States as well as
around the globe, by experts who are the most educated and informed on the
subject. v

In recent years there has been a re-emergence of many vaccine-preventable
diseases. It is most often the unvaccinated individuals in the community, both
children and adults, that serve as the primary reservoir for spread.

Not all adults or children are able to receive all vaccines, and some may not be
able to mount the appropriate immune response to a vaccine, leaving them
vulnerable. Reasons for this may include age as weli as medical conditions. We
believe it is our responsibility to consider these friends and family members and
provide them protection by becoming vaccinated ourselves.

We provide this education to emphasize the importance of vaccinations. If you
have gquestions or concerns about vaccines, please discuss them with your
healthcare provider. They are reliable and accurate sources of information and
can direct you to further accurate and reliable information regarding the vaccine
schedule and each vaccine.

Any changes to the recommended vaccine schedule would need to be agreed to
by you and your healthcare provider. Please be advised, however, that delaying
or deviating from the recommended schedule for vaccines goes against expert
recommendations, can put your child at risk for serious iliness or death, and goes
against our advice as extensively trained medical providers. There are no
studies available on schedules that deviate from the approved schedule to
demonstrate equivalent efficacy or protection.

As medical professionals, it is our goal to keep each one of our patients safe and
healthy. We feel strongly that vaccinating on schedule is the right decision to



protect all children and adults. Please recognize that by not vaccinating yourself
or your child you are at unnecessary risk for life-threatening iliness, disability, or
death.

COVID Vaccine- Covid vaccines are not currently mandated by the State of NJ
and will not be required until they are mandatory.

It is our policy to have all our patients follow the recommended vaccine schedule.
If vaccines are already drawn up after parents have discussed with the provider a
particular vaccine to be administered and the parent changes their mind, they are
then responsible for the cost of the vaccine (not the admin fee). The child will
then need to come back when they are ready for the vaccine to be administered.
This vaccine will go through the insurance to be paid.

If you choose not to vaccinate your child in the recommended manner, we may
ask you to find another primary care physician and will assist you in the process.

10/29/2025
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Primary Care Partners | .
Ayt mdh

Atlantic Health System

Skylands Pediatrics

h _ have recelved a copy of the

Skylands Pedlatrics vaceine policy.
Child/Children's name(s):

DOB;

poB;

_.boB:

Slgnature Parent/Guardian: .

.

° Date:

Signature of Witness:
Daté: _

D Will be vaccinating
D Will NOT be vaccmatmg
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