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Registration 

PATIENT’S PERSONAL INFO: 

Marital Status:  __________    Race:  __________    Ethnicity:   __________        Preferred Language:  ____________    

Name: __________________________________________________________   Date of Birth: ____/____/_______ 
       Last           First         M.I 

Sex:  M/ F S.S. #:  _____-_____-_____          Driver’s License #:  ______________*Please present your ID to front staff. 

Home Phone:  _____-_____-_____     Cell Phone:   _____-_____-_____     Work Phone:   _____-_____-_____ 

Address:  _________________________________________   Apt#: ___ City: __________   State: ____ Zip: __________ 

Email:  _________________________________________    

Preferred Primary Care Provider (please circle one):     Dr. Kirsten Cox        Sara Davis, PA-C       Dr. Lawrence Perry 

EMERGENCY CONTACT:     Name: _______________________________   Phone: ____-____-_____   Relationship: _______________ 

PREFERRED PHARMACY:    _________________________________________    

PATIENT’S/RESPONSIBLE PARTY INFO:    Relationship to patient: __ Self __ Spouse __ Child __ Other: _____  

Name: ________________________________________________________   Date of Birth: ____/____/_______ 
        Last        First       M.I 
Sex:  M/ F S.S. #:  ____-____-_____          Driver’s License #:  ______________  Phone:  ____-____-_____    

Address:  _____________________________________   Apt#: ___ City: ___________   State: ____ Zip: __________ 
 
PATIENT’S INSURANCE INFO: *Please present your insurance card(s) to front staff. 

 
 

Assignment of Benefits – Financial Agreement: 
I hereby give lifetime authorization for payment of insurance benefits to be made directly to Moses Cone 
Affiliated Physicians Inc dba Cox Family Practice and any assisting physicians for services rendered. I 
understand that I am financially responsible for all charges whether or not they are covered by insurance. 
In the event of default, I agree to pay all costs of collections, and reasonable attorney’s fees. I hereby 
authorize this healthcare provider to release all information necessary to secure the payment of benefits. I 
further agree that a photocopy of this agreement shall be as valid as the original.  

 
 
 
 

 
Patient’s signature (or authorized representative):  ______________________________________   Date: ____/____/_______ 
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HEALTH INFORMATION FOR YOUR PHYSICIAN 
 

FULL NAME: __________________________________                      DATE OF BIRTH: ______________ 
 
List all medications or substances to which you are allergic: _____________________________________________________ 

List all medications and herbal supplements you currently take: (if extra space is needed, please use back of sheet). 

_______________________________________________________________________________________________________ 

PAST MEDICAL HISTORY: (Please circle illnesses or conditions you currently have or have had) 

Diabetes   Abnormal Heart Rhythm  GI Bleeding  Seizures 

Congestive Heart Failure Hypertension   Kidney Stones  Depression 

Stroke   Asthma    Kidney Failure  Stomach Ulcers 

Heart Attack   COPD/Chronic Bronchitis  Thyroid Disease  Hepatitis A-B-C 

Elevated Cholesterol  Diverticulitis   Bleeding Disorder Arthritis  

Abnormal Heart Valve  Heartburn/Reflux   Migraine Headache Other: _________________ 

Any type(s) of Cancer? If yes, what type & location: ____________________________________________________________ 

Please circle and give dates of surgeries you have had: 

Gallbladder     Bladder   Open Heart Bypass Surgery/Balloon Angioplasty 

Prostate     Colon Surgery    Thyroid Surgery 

Appendectomy    Tonsillectomy    Total Hysterectomy 

Mastectomy     Hernia     Partial Hysterectomy 

Other: __________________________________________________________________________________________________ 

Other than the above listed surgeries, list other previous hospitalizations below: 

Date:   Reason: 

_________  ________________________________________________________________ 

_________  ________________________________________________________________ 

Last Mammogram: ________ Last Colonoscopy: ________ Last Physical: ________  Last Pap Smear: ________ 

Vaccines (Year):  Pneumonia: _____   Flu: _____       Shingles: _____     Tetanus: _____ (Please provide vaccine records for 
minors).  
Do you have advanced directives (living will, power of attorney) established?   No   Yes (if you’d like information, please 
ask). 
Have you ever had a blood transfusion?     No   Yes  If so, when? ______________________________________ 
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Have you ever lived or traveled outside the US or Canada?     No      Yes     If so, where? ________________________________ 

FAMILY HISTORY:  Living   Age/Age of Death  Health Problems/Cause of Death 

Father  Yes___ No ___  _______    ________________________________ 

Mother  Yes___ No ___  _______    ________________________________ 

Brothers       Number Living: ______    Health: _________________________________ 

              Number Deceased: ______   Cause: __________________________________ 

Sisters                  Number Living: ______    Health: _________________________________ 

             Number Deceased: ______   Cause: __________________________________ 

Please circle any illnesses that have occurred with any of your blood relatives: 

Diabetes   Heart Attack  Congestive Heart Failure  Migraine Headaches 

Stroke   Asthma   Kidney Failure   Seizures 

Hypertension  COPD/Chronic Bronchitis Thyroid Disease   Mental Disorders 

Elevated Cholesterol  Bleeding Disorder Abnormal Heart Rhythm  Arthritis 

Cancers: ___________________________________________________________________________________ 

SOCIAL HISTORY: Occupation: __________________________   Employer: __________________________    

Marital Status: Single        Married        Widowed        Separated        Divorced If married, how long? ________ 

Children: (Name and Age) _________________________________________________________________________ 

Smoking history: YES___ NO___ Cigarettes ___   Cigars ___   Pipe ___   How much? ___________     How long? ___________      

Alcohol history: YES___ NO___ Beer ___   Wine ___   Mixed drinks ___   How much? ___________     How long? ___________      

Do you use or have you ever used illegal drugs now or in the past? Yes___ No ___       

If yes, explain: __________________________________________________________________________________ 

**OTHER  

 

Patient Name: ____________________________________  Date of Birth: _______________ 
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INFORMED CONSENT FOR PATIENT PORTAL 
 

Patient Name: ____________________________________  Date of Birth: _______________ 

Email Address: ___________________________________________________________________ 

Purpose of the Informed Consent Form:  

Cox Family Practice, PC offers a secure way for you to view parts of your medical record upon request, view laboratory results, 

update personal information, and receive clinical summaries. Secure patient portals do have certain risks. In order to manage 

these risks, there are certain conditions of participation. This form’s intention is to document that you have been informed and 

accept the risks and the conditions of participation.  

How to participate in the patient portal: 

The patient portal occurs via a website hosted by our electronic health records system. Once you agree to and sign, you will be 

sent a welcome email which will give you a username and password to sign in. because of the security of the website, all 

information passing between the electronic medical record and your computer is encrypted so that it will remain secure. The 

patient portal can be accessed through our website http://www.coxfamilypractice.com or 

http://www.gotomyclinic.com/coxfamilypractice. 

Protecting your private healthcare information and risks: 

The security of the patient portal requires two things: the correct email address and the correct person (or the person 

authorized by that individual) having access to the email. These two factors are the responsibility of the patient. Please notify 

our office or the portal if you change your email address. You must also be very careful to keep track of who has access to your 

email account so only you or someone designated by you can read your portal messages. If you have any concern that someone 

else has your password, contact our office and we will issue you a new password. We understand the importance of privacy in 

patient care and will continue to strive to make all information as confidential as possible. We will never sell or give away any 

private information, including your email address. 

Conditions of participating in the portal: 

Access to and participation is optional and does not affect the care you will receive at Cox Family Practice. Therefore, we reserve 

the right to suspend or terminate this service at any time for any reason. If we do terminate the service, we will notify you as 

promptly as possible. You also agree not to hold Cox Family Practice or any of its staff liable for any network infractions beyond 

its control.  

By signing below you acknowledge that you have read this consent form, and that you understand and will comply with it.  

 

 

 

Signature of Patient or Legal Guardian: ________________________________  Date: ____________ 

http://www.coxfamilypractice.com/
http://www.gotomyclinic.com/coxfamilypractice
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Cox Family Practice Pre-appointment Questionnaire 

Name: __________________________________________ Today’s Date: ____________ DOB: ____________ 

To help us get the most out of today’s visit, please answer the following questions: 

1. What is your main purpose in coming in today? (If you have a new complaint, indicate how long it has been present, what it 

feels like, what makes it better or worse, and what you are concerned the problem might be). 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

2. Are you experiencing any of the following symptoms in relation to your main concern? (Answer “yes” by circling the 

appropriate symptom). 

Constitutional symptoms: fever, weight loss, extreme fatigue 

Eyes: double vision, sudden loss of vision 

Ears, nose, mouth, and throat: sore throat, runny nose, ear pain, nasal congestion 

Cardiovascular: chest pain, palpitations, swelling 

Respiratory: cough, wheezing, shortness of breath 

Gastrointestinal: nausea, vomiting, abdominal pain, heartburn, constipation, diarrhea, blood in stools 

Genitourinary: irregular menses, vaginal bleeding after menopause, frequent or painful urination, bloody urine, impotence 

Skin: rash, changing moles 

Neurological: headache, persistent weakness or numbness on one side of the body, falling 

Musculoskeletal: joint pain, muscle weakness, falls in the last year 

Psychiatric: depression, anxiety, in the last 2 weeks have you lost interest or pleasure in doing things? 

Endocrine: excessive thirst, excessive hunger, cold or heat in tolerance 

3. Has anything new come up in your family history? (Any of your blood relatives recently developed a new illness?) Yes / No 

(list below) ____________________________________________________________________________________ 

4. Have you been newly diagnosed with anything since your last visit to Cox Family Practice? _______________________ 

5. How much tobacco do you smoke or chew per day? ________________________________ 

6. How much alcohol do you drink per week? ________________________________ 

 

  

PE: ________________________________________ 
GEN: _______________________________________ 
HEENT:_____________________________________ 
NECK: ____________________________________ 
PULM: __________________________________ 
CV: __________________________________ 
GI: _________________________________________ 
LYMPH:_____________________________________
MS:________________________________________ 
SKIN: _______________________________________ 
NEURO: ____________________________________ 
PSYCH: _____________________________________ 
OTHER:_____________________________________ 

A/P:_________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________ 

Signature:  ___________________________________ 
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DESIGNATED PARTY RELEASE 
We request that you complete this form when consenting for us to leave detailed verbal information 
(results of labs, x-rays, prescription refills, etc.) on your home answering machine, voice mail at work, 
cell phone, or with another party that you choose to designate. 
 
This form does not allow copies of your medical records to be released. To release copies of your 
medical records you must complete a Request & Authorization for Use/Disclosure of Protected Health 
Information form. 
 
(Note: The “Health Care Providers Guide: Communicating with a Patient’s Family, Friends, or Others Involved in the Patient’s 
Care,” the U.S. Dept. of Health and Human Services, Office for Civil Rights, provides the following information: Even though 
HIPAA requires health care providers to protect patient privacy, providers are permitted, in most circumstances, to 
communicate with the patient’s family, friends, or others involved in their care or payment for care, without obtaining written 
authorization from the patient. You can find more information about HIPAA at this website: http://www.hhs.gov/ocr/hipaa.) 

 
Patient name (PRINT) ________________________________________    Date of Birth_______________  
Today’s Date______________________________ 
 

At my request, I authorize:  All Cone Health Medical Group Practices, or  Only this specific practice (specify): 
_________________________, to verbally disclose my protected health information, as needed, to (enter name of 
person(s)/entity who may be allowed to receive your protected health information):  
 
Name: ___________________________________ 
Address:__________________________________ 
City/State/Zip:_____________________________ 
Phone Number:____________________________ 
Relationship to patient:______________________ 

Name: ___________________________________ 
Address:__________________________________ 
City/State/Zip:_____________________________ 
Phone Number:____________________________ 
Relationship to patient:______________________

At my request, I authorize:  All Cone Health Medical Group Practices, or  Only this specific practice (specify): 

_________________________, to communicate my protected health information to me via the following methods: 

 Leave detailed message on my home answering machine (phone #:____________________________ ) 

 Leave detailed message on my voice mail at work (phone #: ________________ ext: ______________) 

 Leave detailed message on my cell phone voice mail (phone #: ______________ext: ______________) 

Signature: ________________________________                                     Date: ____________________________________ 

*****IMPORTANT NOTICE BELOW***** 
 

PROCEDURE TO CANCEL THIS AUTHORIZATION:  
I understand that I may revoke this authorization at any time in writing. However, if I revoke this authorization, I also 
understand that the cancellation will not affect any action taken in reliance on this authorization before receipt of the 
written notice of cancellation. 
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CONE HEALTH MEDICAL GROUP  
REQUEST & AUTHORIZATION FOR USE/DISCLOSURE OF PROTECTED HEALTH INFORMATION 

Please address revocations or inquiries pertinent to this request to (site name, address, phone, and fax): 

PLEASE PRINT  

Patient Name: _______________________________Date of Birth: ______________Phone: _____________________  

Address: ________________________________________________________________________________________ 

City: _________________________________________ State: _________________ ZIP: ________________________ 

READ THE FOLLOWING CAREFULLY: 
Cone Health, its employees, officers, and physicians are hereby released from any legal responsibility or liability for the disclosure of the information listed below to 

the extent indicated and authorized herein. I hereby authorize the use or disclosure of my individually identifiable health information as described below. This 

includes information pertinent to mental health, drug/alcohol abuse, and HIV/AIDS diagnosis. I understand that this authorization is voluntary. I understand that, if 

the organization authorized to receive the information is not a health plan or health care provider, the released information may no longer be protected by federal or 

state privacy regulations. I understand that, if I request my records to be e-mailed or faxed, this is not considered secure and my health information could be viewed 

by someone other than me. 

I understand that unless revoked earlier, this authorization will expire on (DATE):________________________. If no date is indicated, this release will expire 90 days 

from the date of signature. I understand that I may revoke this authorization at any time by notifying Cone Health in writing; if I do revoke it will not have any effect 

on any actions Cone Health took before the revocation was received. I understand that Cone Health cannot make me sign this authorization as a condition to receive 

treatment from Cone Health except (i) when Cone Health provides me with research-related treatment, or (ii) when Cone Health provides me with health care solely 

for the purpose of creating protected health information for disclosure to someone else. 

***THERE MAY BE A CHARGE FOR THE REPRODUCTION OF MEDICAL RECORDS / FILMS / TAPES.*** 

The reproduction of my Protected Health Information should be provided in the following manner (check all that applies):  Print 

on paper   CD/DVD/USB  Mail Fax to #_____________________   Pick up by the authorized recipient 

I authorize (my previous doctor):_______________________________________to disclose the following information to:  

Name: _______________________________________________           Phone:__________________________________  

 Address: _________________________________________City: ________________State:_________ ZIP:___________  

The information is to be disclosed for the purpose of:  Continuity of Care  Legal Representation  School Credit  
Patient Request 
Other (specify)_____________________________________________________________________________________ .  
Information to be disclosed:  
Dates covering the period(s) of health care from: ___________________________to_____________________________.  
 
Select from the following (check all that apply):  Dates of Service(s)   Hospital Discharge Summary   History & Physical           

 Office Progress Notes  Lab Test  X-ray Reports  Other (specify): _____________________________________________. 
 
___________________________________________________________                                        _____________________  
Signature of Patient                    Date  
 
_________________________________________________________________________        _____________________ 

Signature of: Parent  Guardian  Authorized Representative (attach copy of legal documents)     Date 
*YOU MAY REFUSE TO SIGN THIS AUTHORIZATION* 

OFFICE USE ONLY:  

_______________                   _______________________________________________________        ________________ 
Driver’s License #                          Staff Signature (STAFF MUST CHECK LEGAL PICTURE I.D. PRIOR TO SIGNING)      Date 
 

DATE PROCESSED: _____________ NUMBER OF PAGES: ________ INITIALS: _________ CHECK ONE: MAILED  FAXED  PICKED UP 
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CONE HEALTH HOSPITALS, CONE HEALTH MEDICAL GROUP, AND CONE HEALTH OUTPATIENT SERVICES 
 
 Patient Consent Assignment of Insurance Benefits 
 
Consent for Diagnosis and Treatment; Contractor Physicians Not Agents of Cone Health 
I have a condition requiring health care and hereby consent to the provision of such care, which may include diagnostic procedures, 
including HIV testing, and such treatment as the attending physician (s) and other Cone Health medical staff members may consider 
necessary. I understand that such care may be enhanced through photography, video recording, and visual monitoring. I understand 
that Cone Health is a teaching institution and I agree that students training to be physicians or other health professionals may 
observe or assist in providing my care and that my medical records may be used in connection with such training including students 
not directly involved in my care. I understand that some physicians and affiliates (contractor Physicians) provide their services 
directly to the patient independently, that these are not employees or agents of Cone Health, and that Cone Health is not liable for 
their acts or omissions. Contractor Personnel include, without limitation, physicians with the following groups: Greensboro 
Radiology, P.A., Burlington Radiology Associates, PA; Southeast Anesthesiology Consultants, PLLC; GPA Laboratories, Inc; Wake 
Forest University Health Sciences, Greensboro Radiation Oncologists, PA; American Anesthesiology of North Carolina, PLC; Eagle 
Hospital Physicians; and Piedmont Neonatology, P.C.  
 
If I desire to decline HIV testing, I will request and complete a paper copy of this form. I decline HIV testing:___________ 
 
Patient Certification, Assignment of Insurance Benefits and Guaranty of Payment 
I certify that the information given by me in applying for payment under Titles XVII and XIX of the Social Security Act or any other 
government or insurance benefits is correct. I authorize payment of hospital insurance, government or other third party benefits, 
including major medical, directly to Cone Health. I authorize payment of benefits directly to all treating and consulting Physicians 
and vendors. 
 
I understand that I am financially responsible for, guarantee and agree to pay in full, all bills or invoices for services provided to me 
by Cone Health, independent physicians, or other healthcare professionals involved in my treatment at the rates applicable to me at 
the time of treatment, as determined or adjusted by insurance, governmental rates, and/or Cone health financial assistance policy. I 
understand I am financially responsible if such treatment is not covered by insurance or other payer. If covered, I am responsible for 
any non-covered items, co-pays, deductibles and any other out-of-pocket expenses related to my care. I understand that Cone 
Health Hospitals may have charity and self-pay policies at the time of my service that, if I qualify, may make assistance available to 
me. I understand that my bill will be sent to the address on file unless I complete a request for my bill to be sent to an alternate 
address. 
 
By initialing this statement, I am requesting that no Protected Health Information for services received and paid by me be released 
to my Health Plan. If payment in full is not received within 30 days, Cone Health will pursue reasonable collection efforts to include, 
but not limited to filing insurance. I am opting out of my Health Insurance Plan to be billed for these services._________ 
 
I authorize Cone Health and any independent practitioner (s) that have provided services to me at Cone Health to act on my behalf 
as attorney –in-fact with regard to: (1) collection of benefits from any responsible third party through whatever means necessary; 
and (2) endorsement of benefit checks made payable to me and/or Cone Health or such independent practitioner (s). If collection 
efforts are needed to obtain payment from me for the services and supplies provided, I agree to pay the costs of such collection 
efforts, including reasonable attorneys’ fees. 
 
 I authorize payment of any refund that is due of any overpaid insurance benefits to be paid to the appropriate payer in accordance 
with my insurance policy conditions or any applicable benefit provisions where my coverages are subject to a coordination of 
benefits clause. With regard to any refund due to me, I authorize immediate application of any such refund to any amount that I am 
personally legally obligated to pay for care and services provided by Cone Health. I understand that any remaining credit due after 
payment of these outstanding amounts will be refunded to me. 
 
I authorize Cone Health, its affiliates, independent contractors, associated entities, and all agents and representatives retained by 
Cone Health, including any collections agency, attorney, debt collector, or other entity (collectively “Cone Health”), to obtain current 
information about me, including my address, phone number(s), and other information to assist in locating and communicating with 
me for the purpose of collections of accounts that may be owed by me. I agree that Cone Health may contact me by telephone, 
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electronic messages, mail, or cell phone as provided by me. These calls include but are not limited to using an automatic telephone 
dialing system, artificial or prerecorded voice, or calls to a telephone number assigned to a paging service, cellular telephone service, 
specialized mobile radio service, or other radio common carrier service (“Authorized Communications”). I understand that my 
agreement to the terms of this Patient Consent and Assignment of Insurance Benefits is not a condition of willingness to provide 
treatment to me. I consent to any and all of the authorized communication methods even if you will incur a fee or a cost to receive 
such communications. I agree that the consent and authorization I have provided herein may be revoked only in writing addressed 
to the relevant entity’s Patient Accounting Director. 
 

 Consent for Release of Information for State Financial Assistance Programs  
 
I authorize the Financial Counseling staff of Cone Health to represent and assist me in the processing of an application for benefits, 
including but not limited to Medical Assistance (Medicaid), TANF or Special Assistance, initiated by or on my behalf within six months 
of the date of this authorization. The Financial Counselor may have access to and copy any records or information to which I or my 
representatives would be entitled. I authorize and direct the County Department of Social Services to provide such information to 
the Financial Counselor orally via telephone, photocopy or facsimile. I authorize referral to the County Department of Social Services 
for benefits by use of an appropriate referral form, including but not limited to the DMA-5020. I request that the final disposition of 
my application for benefits, along with an explanation of any denial, be attached to and returned with the appropriate referral form. 
 
HIPAA and Other Regulations Governing Protected health Information 
 
I understand that my medical information could include medical history or information regarding the first time or subsequent 
diagnosis or treatment of me for a communicable disease (such as sexually transmitted diseases, HIV/AIDS, etc.), mental illness, 
alcohol, drug or substance abuse or developmental disability. Cone Health, physicians and other health care professionals involved 
in providing my care at Cone Health are authorized to obtain and release such medical information (except psychotherapy notes) 
obtained or needed for purpose of treatment, payment and health care operations as stated in the Cone Health Notice of Privacy 
Practices. The Notice of Privacy Practices is located on the Cone Health Website and a printed version is available at all registration 
sites, where I may obtain a copy without asking anyone. 
 
I understand that HIPAA allows me to place certain restrictions on how my Protected Health Information is used. I will specify those 
restrictions on a HIPAA Restriction form. 
 
Release of Liability for Valuables 
 
Cone Health does not assume liability for money or valuables left unattended or taken to the patient’s room/treatment area. 
 
I understand and consent to the above agreements, releases, authorizations, and assignments of benefits. 
 

 
 
Signatures (Seal):_____________________________________________ Date:_______________________  

(Patient or Legal Guardian/POA. If patient is unable to sign)  
 
Consent to Diagnosis and Treatment Obtained by Telephone  
 
Treatment/Procedure: ______________________________________________________________________  
 
Authorized Person Giving Consent:____________________________________________________________  
 
Telephone # ________________________________ Relationship to Patient: ___________________________  
 
Witness:____________________________________ Date & Time: ___________________________ 
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CONE HEALTH HOSPITALS, CONE HEALTH MEDICAL GROUP, AND CONE HEALTH OUTPATIENT SERVICES 
 
NOTICE OF PRIVACY PRACTICE RECEIPT AND REQUEST FOR HIPAA RESTRICTIONS 

 
HIPAA (Health Insurance Portability and Accountability Act of 1996) and HITECH (Health Information Technology for Economic 
and Clinical Health Act of 2009) are federal laws that protect and enhance the rights of patients by giving them access to their 
Protected Health Information (PHI) and more control over its use. 
 
RECEIPT OF NOTICE OF PRIVACY PRAACTICES: 
 
I certify that I have been offered and/or received a copy of the Cone Health of Privacy Practices: 
 
______________________________________________                           __________________________________________________ 
SIGNATURE/DATE       RELATIONSHIP IF NOT PATIENT/DATE 
 
RESTRICTIONS: 
 
The HIPAA and HITECH Acts give you the right to request certain restrictions that will be automatically granted. Other restrictions 
may be requested and are subject to approval by the Health Information Management Department, The medical record custodian 
or designee of the facility or practice where the patient is being treated. 
 
Directions: If you would like to choose a restriction, INITIAL the item on the left side and SIGN AT THE BOTTOM of the form. Please 
ASK if you do not understand what a restriction means. PLEASE DESCRIBE YOUR REQUEST AS DETAILED AS POSSIBLE IN THE SPACE 
PROVIDED. 
 
The restrictions below do not begin until approved by the Cone Health site responsible for approval, and will be automatically 
granted. Once in place, any restrictions will remain in effect until you request a change. New restrictions will replace any restrictions 
that you have made in the past. 
 
_______   a.    Hospital Directory: if you DO NOT  want anyone to receive any information about you including that you are a patient,            

your location, religion or condition (good, fair, serious, critical), please initial below that you do not want to be in the 
directory. If you DO NOT want your general condition and/or religion included in the directory, initial your choice 
below. 

______No Directory. No one will know you are a patient, your room number, conditions, or religion. 
______In Directory, do not release general condition. 
______In Directory, do not release religion. 
 

_______   b.  Individuals Involved in Your Care: If you DO want information about you disclosed to a friend or family member who is 
involved in your medical care, initial at left and list the individual’s name on the line below. 
 
_______________________________________________________________________________________________ 

_______   c.  Individuals Involved in Your Care: If your DO NOT want information about you disclosed to a friend or family member 

who is involved in your medical care, initial at left and list the individual’s name on the line below. 

_______________________________________________________________________________________________ 

 

 

 

Patient’s Initials_______ Date_______ 
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_______   d. Appointment Reminders: We may use and/or disclose health information to contact you as a reminder you have an 

appointment at Cone Health. If you DO NOT want to be contacted via a telephone call about your appointments, initial 

at left and list below a different method to contact you. If you do not object, we may leave a message for you at any 

telephone number or email address you give us stating the date, time and location of the appointment. If you have a 

MyChart account, we can communicate your appointments through MyChart. The Cone Health site that is approving 

the request will let you know if they can accommodate your request. 

Please Describe: ___________________________________________________________________________________ 

_______   e. Request for Alternative Type of Communication: If you WANT to request that we communicate with you about 

medical matters in a certain way or at a certain location, initial at left and describe on the line below how or where you 

wish to be contact. We will not ask you the reason for your request and will accommodate all reasonable requests. If 

you have a MyChart account, we can communicate with you concerning medical matters through MyChart. The Cone 

Health site that is approving the request will let you know if they can accommodate your request. 

Please Describe: ___________________________________________________________________________________ 

_______   f.  Disaster Relief Purpose: If you WANT to limit the amount of information disclosed or want to limit who gets this 

information during a disaster, initial at left and indicate your choice on the line below. If you do not request a 

restriction, we will use our professional judgment to decide whether it is in your best interest to disclose information to 

someone who is involved in your care or to an agency assisting in a disaster relief effort. 

Please Describe: ___________________________________________________________________________________ 

REMOVAL/CHANGE OF RESTRICTION 

_______   a.  Removal (Specify restriction to be removed): 

        _________________________________________________________________________________________________ 

_______   b.  Change of Restriction (Specify how restriction will be changed): 

        _________________________________________________________________________________________________ 

I understand that I may change or discontinue (revoke) my restrictions at any time by notifying Cone Health in writing, except to the 

extent actions have already been taken based upon my consent/authorization, including the disclosure of information to third party 

payers to seek payment for the care and treatment provided to me. Any revocation will be effective one business day after the 

written revocation is received by the Cone Health site that approved of the restriction. I understand and agree to the above 

restrictions. 

Signature (Seal):___________________________________________________________________________  Date______________ 

(Patient or legal guardian/healthcare Power of Attorney, if patient unable to sign) 

 

Staff Use Only: Notice of Privacy Practices 

____ Patient unable to sign due to condition and/or level of consciousness 

____ Patient refused to sign after being offered Privacy Notice and Consent Form 

____ For ED use only (Privacy Notice and Consent From offered to minor/caretaker in absence of parent) 

____ For ED use only (unable to sign due to emergency transfer to another hospital) 

Other: _______________________________________ 

Completed by: ________________________________    Date: _________________________________ 


