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Welcome to Piercey Neurology!

Attached you will find our new patient packet. Please complete these forms in
their entirety. We welcome these forms back prior to your appointment, so
that we may ensure all of your information is entered into your chart before
you are seen. Please, complete these forms in blue or black ink.

Feel free to send them back via mail, email or fax. However, if your
appointmentis in the next week, please do not send via mail.

Please note, when sending by mail, it is always advisable to make a second
copy to carry in with you in the event the mailed copy does not arrive.

You will notice that some of the forms require a signature or initials. You may
sign the forms prior to returning them to us. You may also send these forms
back to us unsigned, we will then obtain your signature in the office, on the day
of your visit.

Thank you, we look forward to seeing you!

Piercey Team
APPOINTMENT: at: am / pm
WITH: |:| Sydney Piercey, MD |:| Allen Brooks, MD

[ ] Jaime Conway, PA-C [ ] John Taylor, PA-C

LOCATION: |:| Piercey Neurology Corvallis |:| Piercey Neurology Albany
650 SW 3rd St. 631 SW Elm St. # 200
Corvallis, OR 97333 Albany, OR 97321
Phone: 541-207-3900 Phone: 541-928-2965
LETTER Welcome to PN ~1-

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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CORVALLIS
650 SW 3rd St. Corvallis, OR 97333

Highway 34
Come across the bridge towards downtown
Corvallis.

Turn left on 4th St., follow 4th St. to the south
end of down town. Just before going under the
overpass to the coast, take a left onto B St.

We are on the left hand corner of 3rd and B St.

Highway 20 (from Albany)

Follow Highway 20 all the way down to the
south end of downtown, it will make some
turns, but follow the signs.

Turn left on 4t St. to the end of downtown. Just
before the overpass, turn left onto B St.

We are on the left hand corner of 3rd and B St.

The Coast/Philomath

Just after you come under the overpass into
downtown Corvallis, you'll see us on the left
corner. We are on the corner of 3rdSt. and B St.

We are a tan building, with a brown wooden
Piercey Neurology sign on the front of the
building.

Together we can unleash the cure!ru

DIRECTIONS TO PIERCEY NEUROLOGY

ALBANY
631 SW Elm St,, # 200 Albany, OR 97321

Northbound I-5 (Lebanon/Eugene)

From I-5 Northbound, take Exit 233 /US-20
towards Albany

Turn right onto US-20W and continue onto
Pacific Blvd. SE, turn right onto SW 11th Ave.
Then right onto SW Elm St.

We are on the right hand corner of Elm and 7th St.

Southbound I-5 (from Salem)

From I-5 Southbound, take Exit 234B
Merge onto OR-99E S/Pacific Blvd SE toward
Albany.

Turn right onto SW 11th Ave. Then turn right
onto SW Elm St.

We are on the right hand corner of EIm and 7th St.

99 E North (from Tangent, Pacific Blvd.)
From OR-99E, turn left onto 24th Ave. SW

Take the first right onto SW. Elm St.

We are on the right hand corner of EIm and 7t St.

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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HEALTH QUESTIONNAIRE

Due to the high volume of patients and as a courtesy to those patients on our waiting-list, please take
note of our no show/cancellation policy. We require 24 hours’ notice for all cancellations and
rescheduling of appointments. For your convenience, you may call or leave a message to inform us of
the cancellation. Cancelled or rescheduled appointments without a 24-hour notice are subject to a
$50.00 rescheduling fee. Thank you! We look forward to seeing you!

Please complete all forms in blue or black ink.

Patient Name:

Age: Date of birth: SSN#:

Mailing Address:

City: Zip:

Home #: Mobile #: Work #:

Today’s date: Do you need a translator? (O Yes (What language? )JONo
Who is filling out this Health Questionnaire? UPatient O Other:

Primary Care Provider:

Referring Provider (if different from above):

Other physicians you would like to receive a copy of your PIERCEY NEUROLOGY Clinic consultation:

I consent to the release of my medical information from PIERCEY NEUROLOGY LLC to the above
listed health care providers:

Patient Signature: Date:

Are your symptoms related to an MVA (Motor Vehicle Accident) (OYes (ONo
If yes, is your MVA claim closed? UYes UNo

Current neurological symptoms/concerns (if more space is needed, please attach sheet):

FORM Health Questionnaire-EMG 3

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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CONSENT OF TREATMENT

Print Patient's Name: Date of Birth:

Medical Consent: [ wish to receive examination and treatment for my medical condition or injury.
[ understand that my practitioner will inform me of recommendations related to my treatment and
that, unless I object, this consent includes any routine tests or examinations. If a special procedure
or surgery is needed, | understand that my practitioner will discuss them with me and an additional
consent may be required. I reserve the right to refuse any particular medical treatment or health
care procedure that is proposed by my health care practitioner.

Release of Information: I authorize Piercey Neurology to release information from my medical
records to any insurance carrier or government agency for the purpose of processing my claims for
medical benefits. I understand that if any insurance company or government agency is paying for
my claims for medical benefits they may have access to sensitive information about my diagnosis
and treatment. Additionally, there may be quality improvement employees, utilization review
employees, or my physician who may look at my medical record. If I choose not to release my
medical record information, I understand and agree that I will pay for all charges in the
event that payment is denied.

Authorization of protected information: A separate authorization will be required for
release of the following information: HIV positive diagnosis, drug/alcohol addiction program
records, psychotherapy notes and/or mental health program records.

Financial Agreement: [ understand that [ am responsible for determining my personal insurance
requirements including eligibility, referrals and authorization. I am financially responsible for
charges not covered by insurance. [ also understand that [ am responsible for paying deductibles,
co-insurances, and co-pays. | agree to make payment according to the Piercey Neurology credit
policy. In order to avoid a finance charge, all charges accrued must be paid in full within 90 days of
the first statement's closing date. [ understand that a service charge of $25 will be assessed for all
checks returned for non-sufficient funds or written on a closed account.

Insurance Assignment: [ certify that the information I have supplied is true and accurate to the
best of my ability. I assign to Piercey Neurology any insurance benefits payable to me for services
rendered. I direct all insurance companies, health care service plans, and other third party payers to
make payment directly to Piercey Neurology.

Medicare Certification and Payment Request: | certify that the information given by me in
applying for payment under Title XVII of the Social Security Act or Medicaid is correct. I request
that payment of authorized benefits be made on my behalf. I assign the benefits payable for
physician services to the physician or organizations furnishing the services or authorize them to
submit a claim to Medicare for payment to me.

Prescription Refills: Everything Important Takes Time. Please understand medication refills may
take up to 48 hours to process after the request is made. You are part of our team. Please request
medication refills at least two days before you may run out. Thank you, the PN team. Together we
can unleash the cure!

Patient/Patient Representative Signature:

Relationship to Patient: Date:

I acknowledge that the Notice of Privacy Practices has been made available to me: (Initials)

POLICY Consent of Treatment (revised 030113) 4

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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VOLUNTARY INFORMATION DISLOSURE

Piercey Neurology strives to provide the highest quality of medical services for all of our patients.
As our patient, we need your help.

As part of health care reform, medical providers using Electronic Health Records are being asked to
collect information about their patients related to ethnicity and race. The information is used to
benchmark trends in public health data. Your answers to the following questions are voluntary and
confidential as protected by HIPAA laws. To learn more from Population Reference Bureau, see
www.prb.org/Articles/2009/questionnaire.aspx.

Please take a few minutes to answer the following questions:

Print Patient's Name: Date of Birth:
Race:

[] Native American or Native Alaskan [] Other

[] Asian or Asian American [] Patient refused

[] African or African American [] Caucasian / White

[] Native Hawaiian or Other Pacific Islander

Language:

[] English [] Korean

[] Arabic [ Spanish

[] Hindi [] Russian

[] Chinese [1 Other
Ethnicity:

[] Hispanic or Latino [] Patient Refused

[] Not Hispanic or Latino

Status:
[ ] Smoker

[ ] Non-Smoker

At this time, our Clinic is requesting email addresses from our patients for future communications
related to our Electronic Health Records. Your email will only be used for the purposes of patient
communications and will not be shared with any third party. If you are willing to provide your
email address, please write it below.

You will be given the opportunity to receive a real-time connection to your health
information online, with access to your diagnosis history, medication details, immunizations
and appointments.

Email Address:

POLICY Consent of Treatment (revised 030113) 5

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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AUTHORIZATION TO DISCLOSE
PROTECTED HEALTH INFORMATION (PHI)

I authorize my medical records be disclosed,

FROM:

CONSISTING OF: [ ]| Last Two Years [ | Entire Record [ ] Specific:

TO:

FOR THE PURPOSE OF: D Self Use D Legal D Changing Doctors D Moving/Relocating
D Referral/Consultation D Continuity of Care/Other:

If the information to be disclosed contains any of the types of records or information listed below, additional
laws relating to the use and disclosure of the information may apply. | understand and agree that this
information will be disclosed if I place my initials in the applicable space next to the type of information.

D HIV/AIDS information D Mental-health information
D Genetic testing information D Sexually transmitted disease information

|:| Alcohol/chemical dependency diagnosis, treatment or referral information

PATIENT INFORMATION I understand that I do not have to sign this authorization. My refusal to sign this authorization will not
affect my ability to receive health care services ore reimbursement for services except in the circumstance that the health care
services are solely for the purpose of providing health information to someone else and the authorization is necessary to make
that disclosure. My refusal to sign this authorization will also not adversely affect my enrollment in a health plan or eligibility for
health benefits unless the authorized information is necessary to determine if I am eligible to enroll in a health plan. I understand
that once the information is disclosed pursuant to this authorization, it may be re-disclosed by the recipient without the
knowledge or consent of Piercey Neurology or myself. However, I also understand that federal or state law may restrict re-
disclosure of HIV/AIDS information, mental health information, drug/alcohol conditions, or genetic information

Unless revoked, this authorization expires one year from the date signed below. I understand that I
may revoke this authorization in writing at any time. If [ revoke my authorization, the information described
above may no longer be used or disclosed for the purposes described in this written authorization. Any use
or disclosure already made with my permission cannot be undone.

SIGNATURE: By signing below, you agree that you have read this authorization and understand it.

By: Today’s Date: DOB:
(INDIVIDUAL OR PERSONAL REPRESENTATIVE)

Description of personal representative’s authority:

FORM Release of PHI (revised 062513) 6

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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AUTHORIZATION TO VERBALLY RELEASE
PROTECTED HEALTH INFORMATION

I hereby authorize PIERCEY NEUROLOGY LLC to

verbally share confidential information to the following individuals:

Name: Relationship to Patient:
Name: Relationship to Patient:
Name: Relationship to Patient:

Concerning: (Check One)
[ ] Appointment Dates / Times Only

[ ] All matters relating to my health care including mental health, alcohol, drug
treatment, and communicable diseases.

OR

[] Only specific health care problems and treatment relating to:

(Describe the conditions for which information may be released)

This authorization may be revoked at any time by notifying PIERCEY NEUROLOGY LLC in
writing, but the revocation will not affect any actions which have been taken prior to the
receipt of the revocation. I understand that this authorization will expire upon my written
request for change or revocation, directed to PIERCEY NEUROLOGY LLC.

[ understand and acknowledge that the confidential health care information disclosed to
the above named individuals may be subject to re-disclosure by those individuals and may
no longer be protected by federal privacy regulations.

Patient’s Signature Date of Birth Today’s Date

FORM Verbal Release of PHI 7

For a complete listing of our locations and services, visit us at www.pierceyneurology.com Main Office 541-207-3900
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