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	General Information (please print)

	Name: ___________________________________________ DOB ____________________ 	Sex: __M __F
Social Sec # ____________________________ 	How did you hear about us? ___________________________
Primary address	____________________________________________________________________________ 
City __________________________________________ State _______________ 	Zip ____________________ 
Home phone _____________________Work phone ____________________ 	Cell phone ___________________ 
Emergency contact _______________________ Relationship __________________ 	Phone ________________ 
E-mail ___________________________________________________________	Authorize E-mail? ___Y  ___N
Pharmacy name ________________________________ Address _________________ 	Phone_________________
Employment status:    ___employed    ___not employed    ___retired    ___student 
Employer: ________________________________________ 	Occupation _______________________________



	Patient Phone Message Consent

	
It is our policy to notify you of test results ordered by this office and to call you to confirm appointments. This is to acknowledge that you authorize us to: 
· Leave a detailed message on voice mail/machine/cell 	YES _________ NO ________ (initial yes or no) 
· Leave a detailed message with individual answering the phone 	YES _________ NO ________ (initial yes or no) 



	Sharing of Medical Information

	I give the physician and office staff of ALPHA EXPRESS URGENT CARE permission to discuss my medical condition with the following individuals:
Name: _________________________________Phone:_______________________	Relationship: ________________________
Name: _________________________________Phone:_______________________	Relationship: ________________________
Name: _________________________________Phone:_______________________	Relationship: ________________________



	Doctor Information 

	Referring Physician ________________________________________ 	Specialty ________________________ 
Primary Care Physician _____________________________________ 	Phone __________________________ 



	Primary Insurance : Please fill in Insurance Name and ID

	Insurance name _____________________________________ 	Subscriber’s name ________________________ 
Insurance ID: _______________________________________________________________________________
Social Sec # _________________________ DOB ______________ 	Relationship to insured _________________ 



	Secondary Insurance 

	Insurance name _____________________________________ 	Subscriber’s name ________________________ 
Insurance ID: _______________________________________________________________________________
Social Sec # _________________________ DOB ______________ 	Relationship to insured _________________



       Alpha Express Urgent Care
          2626 South Carrier Pkwy, Suite 100
Grand Prairie, TX
P : (469) 251-8991


NAME: ____________________________________________________________________________________

DOB: ______________________________________________________________________________________

Reason for today’s visit:

____________________________________________________________________________________________


Please rate your pain on a scale of 1-10 (if applicable):

		1	2	3	4	5	6	7	8	9	10

Please list any CURRENT medical problems:

____________________________________________________________________________________________

____________________________________________________________________________________________

Please list ALL current medications including any over the counter medications, herbs, supplements, vitamins including the dose amount and how many times per day:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Please list any Allergies to any medications you may have:
	
	No drug allergies | No other allergies

	Allergy
	Reaction

	

	

	

	

	

	

	

	




Alpha Express Urgent Care
          2626 South Carrier Pkwy, Suite 100
Grand Prairie, TX
P : (469) 251-8991


Please list all past surgeries and hospitalizations:

	Procedure/Hospitalization
	Date (Approximate)
	Complications (if any)

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	




Please list any major illnesses/medical conditions of family members:
	Relative
	Condition
	Currently Living?
	Age if deceased

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Do you currently smoke? 	         YES,               NO     Years smoked______________ Packs/Day___________

Did you smoke previously? 	         YES,              NO     Years smoked______________ Packs/Day___________

Other Tobacco Products? 	         YES,              NO     Description and Amount: ________________________

Consume Alcohol?           YES               NO     


Signature_________________________________________Date____________________
                          Patient or Responsible Party 











	Patient Authorization for ePRESCRIBE

	ePrescribing is a provider’s ability to electronically send an accurate, error free, and understandable prescription directly to a
pharmacy from practice. ePrescribing greatly reduces medication errors and enhances patient safety. Understanding all of
the above, I hereby authorize the physician and/or staff of ALPHA EXPRESS URGENT CARE to enroll me in the ePrescribe.
Patient signature ____________________________________________ Date ___________________________




	Patient Authorization for PHARMACY BENEFITS MANAGER

	I authorize the physician and/or staff of ALPHA EXPRESS URGENT CARE to request and obtain prescription medication history from other healthcare providers, the pharmacy benefit manager and/or any third-party pharmacy payors for treatment purposes.  
Patient signature ____________________________________________ 	Date ___________________________



	Patient Authorization for PPO and HMO PATIENTS 

	I authorize the provider and/or staff of ALPHA EXPRESS URGENT CARE to release to my insurance company or its representative any information including the diagnosis and records of any treatment or examination rendered to me during medical or surgical care.  I authorize and request my above-named insurance company to pay directly to ALPHA EXPRESS URGENT CARE the amount due for medical or surgical services. I understand that I am financially responsible for any services deemed non-covered by my insurance company. 
Patient signature ____________________________________________ 	Date ___________________________ 



	Patient Authorization for ALL PATIENTS 

	I understand that I am financially responsible for services in the office and that refunds from services charged on a credit card will be returned to the same credit card.  Furthermore, I also understand that any account balance that is not paid may be sent to a collection agency.  Should any delinquent account balance be referred to a collection agency, I understand that I will be financially responsible for all cost and fees relating to the collection of my debt.  I also authorize my physician and ALPHA EXPRESS URGENT CARE to photograph me for medically related documentation purposes. 
Patient signature ____________________________________________ 	Date ___________________________ 


 
	Special Accommodations 

	If a patient requires accommodation for their appointment, the individual or his/her representative must notify ALPHA EXPRESS URGENT CARE of the needed accommodation one week prior to the first new patient appointment.  Subsequent appointments also require one week’s notice.  Under the American with Disabilities Act, “Providers are responsible for incurring all costs of providing reasonable aid and cannot pass that charge onto the patient or to his/her insurance company.” If a patient who has requested accommodation does not provide a minimum of 24 hours’ notice to cancel the appointment or does not show to the scheduled appointment, all charges incurred by ALPHA EXPRESS URGENT CARE is the patient’s responsibilities. 
Patient signature ____________________________________________ 	Date ___________________________



	ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES 

	Notice to patients: We are required to provide you with a copy of our Notice of Privacy Practices which states how we may use and/or disclose your health information.  Please sign this form to acknowledge receipt of the notice.  You may refuse to sign the acknowledgement, if you wish.  I acknowledge that I have received a copy of the ALPHA EXPRESS URGENT CARE Notice of Privacy Practices. 

______________________________      _________________________________________ 	______________________ 
Printed name				      Signature 						 Date signed 






    Alpha Express Urgent Care
2626 South Carrier Pkwy, Suite 100
Grand Prairie, TX
P: (469) 251-8991


Financial Policy and Signature on File

I understand that I am financially responsible for all services rendered and for the following reasons:

 If: 1) I do not have the proper referral at the time of service 2) My referral is invalid/expired 3) I have given incorrect/invalid insurance information 4) Expenses are not covered by my insurance company 5) I have not met my deductible 6) The services rendered are deemed medically unnecessary by my insurance company (This applies to present and future visits).

Payment is required for all services at the time they are rendered including co-payments and any outstanding balances. If your account must be turned over to collections, a $25.00 collection fee will be added to your account. 

An appointment which is not cancelled 24 hours in advance and is missed will be considered a “no show” and will be subject to a $25.00 fee.

Your signature below signifies your understanding and willingness to comply with the policies of this office and your insurance plan.



Signature_________________________________________Date____________________
                          Patient or Responsible Party 













Alpha Express Urgent Care
2626 South Carrier Pkwy, Suite 100
Grand Prairie, TX
P: (469) 251-8991

Preferred Contact Method

At ALPHA EXPRESS URGENT CARE, we have the ability to send notifications regarding appointment reminders.  using the Electronic Health Record services.  These include Email, phone, and text messages (message and data rates may apply).

Please choose which contact methods you prefer (you may select more than one):

Email:

Phone:

Text Message: 

Patient Name (Print)____________________________________________________________________________


Signature_____________________________________________________ Date____________________________


Patient Portal Access

ALPHA EXPRESS URGENT CARE has the option of accessing your information in a safe, secure way through the web-based Patient Portal.  You can access your health information including any educational documents that were discussed during your visit with our provider(s).  

You have the choice to opt-in for access to your Patient Portal by providing your e-mail address and signing below.  If you choose to access the Patient Portal, a confirmation will be sent to the provided e-mail address with instructions how to sign up / log in.  You can request access at any time in the future.


Yes, I wish to sign up for access to my patient portal.

 Email Address: ________________________________________________________________________


No, I DO NOT wish to have access to the patient portal.


Patient Name (Print)____________________________________________________________________________
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Controlled Substance Medication Agreement
1. The Nurse Practitioner/Doctor will make the decision whether or not you will receive a controlled medication.  The decision will be based on whether he/she believes the medication will benefit you and if he/she believes they will not do more harm than good.
2. The Nurse Practitioner/Doctor will decide which medication you will use and what dose you will take.  This is unrelated to what you may have taken in the past.  You must take the medication as the Nurse Practitioner/Doctor prescribes it. 
3. The Nurse Practitioner/Doctor may change (different medication or dose) or stop the controlled medication altogether if he/she feels it is in your best interest. 
4. I agree that I will submit to a urine or oral drug swab test if requested by my Nurse Practitioner/Doctor to determine my compliance with my program of controlled substance.  Tests may include screens for illegal substances and my cooperation is required. 
5. No early refills will be allowed for any reason.  This is the policy for all patients. 
6. Controlled substance medications will NOT be filled on the weekends or holidays.  It is your responsibility to know when you will run out of your medication (vacation, going out of town, etc.)
7. The controlled substance medication that we prescribe should not be prescribed by any other physician.  This includes the emergency room.  The Nurse Practitioner/Doctor may call the pharmacy, ER or the other Nurse Practitioner/Doctor to confirm medication use at any time. 
8. These rules are final and with no exceptions.  Any violation of this contract will result in immediate loss of controlled substance from the provider at Alpha Express Urgent Care.
I understand and agree with the above rules.  I fully understand that they are NOT open for discussion.  I am aware that these rules are subject to change at the sole discretion of the Nurse Practitioner/Doctor.  I understand that breaking the rules will result in the termination of my controlled substance medication management by the Nurse Practitioner/Doctor. 

________________________________________                            ____________________________
Patient Signature                                                                                        Date Signed

_________________________________________                           ____________________________
Print Patient Name                                                                                   Date of Birth
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Date: 	____________________________

I authorize		to release 
                                      (Name and phone number of sending doctor or practice)

                   Medical records to:

Alpha Express Urgent Care
2626 South Carrier Pkwy, Suite 100
 Grand Prairie, Tx 75052
P: (469) 251-8991
F: (469) 251-8995

Please fax the following to Alpha Express Urgent Care at the above fax number: 

(Check all that  apply)

☐  Office Notes/Procedure Notes
☐  Hospital Discharge Summary
☐  Imaging Results
☐  Test Results
☐  Lab Results
☐  Other

Patient Signature:                                                                                        	                                                                                                      

Patient Printed Name:  						

Patient Date of Birth: 						



Confidential fax! The personal health information contained in this transmission is highly confidential. It is intended for the exclusive use of the addressee. It is to be used only to aid in providing specific healthcare services to the patient. Any other use is a violation of Federal law (HIPAA) and will be reported as   such, If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution, or copy of this communication is strictly prohibited. If you have received this communication in error, please notify our office immediately at the number above.
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