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Account #

Chart #
Pa�ent Registra�on

PATIENT INFORMATION
Last Name:                First Name:           MI:
SSN:                 Date of Birth:                /               /               
Sex:      M      F               Preferred Pronouns:      He/Him      She/Her      They/Them
Marital Status:      Married      Divorced      Separated      Widowed      Never Married
Address:                 Apt/Unit:
City:                 State:           Zip:
Mobile Phone:    Home Phone:    Work Phone:
Email:     Pharmacy:    Pharmacy Phone:
Primary Care Provider:               Primary Care Provider Phone:
Primary Care Provider Address:
PRIMARY INSURANCE INFORMATION             SECONDARY INSURANCE INFORMATION
Is the pa�ent covered by insurance?      Y      N            Does pa�ent have secondary insurance?      Y      N
Insurance Co:                Insurance Co:
ID #:                 ID #:
Group #:                 Group #:
Name of Insured:         Same as pa�ent     Name of Insured:                  Same as pa�ent 
*If not same as patient fill out below:               *If not same as patient fill out below:

Insured SSN:                Insured SSN:
Rela�on to Pa�ent:               Rela�on to Pa�ent:
Date of Birth:                /               /                            Date of Birth:                /               /               
Employer:                Employer:
WORK OR ACCIDENT RELATED INJURIES
Are you here for Work-Related Injury?:      Y      N         If yes, BWC:      Y      N        Claim #:            
Ac�ve:      Y      N               Date of Work-related Injury:
Are you here for an auto-accident related injury?:      Y      N
Are you here for non-auto accident related injury?:      Y      N     Type:   Date of Accident:
A�orney Name:                Phone number:
EMERGENCY CONTACT
Contact Name:                Contact Name:
Phone:                 Phone:
Alternate Phone:                Alternate Phone:
Rela�on to Pa�ent:               Rela�on to Pa�ent:

Please bring the following to your first appointment:
        Photo iden�fica�on

        Health insurance card(s)

        Medica�ons or a list of the medica�ons you are currently taking

        A list of known allergies

        Pa�ent Registra�on forms (if you’ve filled them out in advance)
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AUTHORIZATION AND RELEASE

By signing this consent form I acknowledge that I have read, understand, voluntarily consent to and authorize the following:

Authoriza�on of Treatment:

I authorize examina�on, diagnosis and general treatment (including, but not limited to, the use of x-rays, diagnos�c tests and 
non-invasive/minimally invasive procedures to be performed by physicians and staff at Dayton Outpa�ent Center (DOC). I realize 
that if surgery is required, I will be given addi�onal informa�on.

Guarantee of Payment:
 
INSURED: Assignment of Benefits: I authorize payment directly to Dayton Outpa�ent Center and its en��es for all benefits 
otherwise payable to me. I understand that I am financially responsible for all charges not covered by insurance. I authorize 
Dayton Outpa�ent Center and its en��es to submit claims to my insurance carrier(s), as well as medical records required to 
evaluate these claims for payment.

SELF-PAY/UNINSURED: Current self-pay rates apply and are due prior to or at the �me of service, before leaving our facility.

Communica�ons:

I consent to receive healthcare alerts from DOC and its en��es via text, email, and pa�ent portal.

Receipt of Privacy Prac�ces:

By signing this consent form, I acknowledge that a copy of the No�ce of Privacy Prac�ces has been offered to me. I understand that 
the no�ce covers all en��es of Dayton Outpa�ent Center including DOC Pain Management, DOC Vein Management, DOC Imaging 
Services, DOC Physical Therapy, Miami Vally Ambulatory Surgery Center, Access Surgery Center of Ohio, Dayton Anesthesia Associates, 
AccessMD Urgent Care and Meta Medical Research Ins�tute. Meta Medical Research Ins�tute may use data for screening purposes 
if you chose to par�cipate in a clinical trial. I understand that DOC reserves the right to change their no�ce and informa�on prac�ces 
and that I may obtain a copy of the revised no�ce by reques�ng a copy from the office manager.

Release of Medical Records:

I authorize Dayton Outpa�ent Center and its Affiliates to release verbally, electronically and/or in wri�ng confiden�al medical 
informa�on obtained during the course of my examina�on and/or treatment to any person or en�ty including my insurance carrier, 
employer (if treatment is related to employment), and/or other healthcare provider(s) for purposes of treatment, payment of charges, 
quality assurance and u�liza�on review. I understand that should I choose not to release my medical records to a specific en�ty 
and/or person(s) I must specifically state so in wri�ng for inclusion in my medical record.

Pa�ent Signature:           Date:     

Responsible Party:           Date:     

Pa�ent Registra�on



Page | 3 of 4Pa�ent Registra�on

No-Show and Cancella�on Policy

1. If cancella�on is necessary, we require that you contact our office at least 24-hours in advance for office visits and 
     procedures to avoid a poten�al cancella�on fee

2. A “no-show” or missed appointment without 24-hour no�fica�on may be charged a fee of $50 for Office Visits 
     or $100 for Procedures and Diagnos�c Tes�ng (incl. Ultrasounds). These fees are not billable to your insurance 
     company and will be pa�ent’s responsibility.

3. Repeated missed appointment may result in the termina�on of the physician/pa�ent rela�onship

4. If you are 15 or more minutes late for your appointment, the appointment may be canceled and rescheduled

Pa�ent Responsibility
Below fees are not billable to your insurance company and will be pa�ent’s responsibility.

Deduc�bles:
Is the amount you have to pay for healthcare services before your insurance plan starts to pay. You are responsible 
for the full amount of office visits, diagnos�c tes�ng, and procedures un�l the deduc�ble amount is met each year.

Co-Pays:
Based on your agreement with your insurance plan, a copay is required to be paid at �me of service before your 
insurance will pay. A�er we file a claim to your insurance plan(s) a�er your visit and any procedures performed, 
if there is any remaining amount le� a�er your insurance pays, we will send you a statement for the balance.

Co-Insurance:
A percentage you pay for covered health care services (for example 20% of the allowed amount). Your insurance plans 
will determine the amount they will allow as payment for a certain item or service, where a set percentage of that 
“allowed amount” will be the pa�ent’s responsibility.

Pa�ent Account Balances:
If you accumulate a balance on your account, DOC requires that you se�le your balance within 30 days before your 
balance transfers to a debt collec�on agency. If you are unable to do so, DOC policy requires you to create a clear 
payment plan with our Pa�ents Account team before seeing the doctor.

Your signature below indicates that you have read this policy, 
understand it and agree to comply with its requirements.

Pa�ent Name:               

Pa�ent/Legally Responsible Person Signature:        Date:     
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Medical History

PATIENT INFORMATION
Height:                 Weight:
Tobacco Use:      Y      N     How much?                  PPD;                  Yrs.   
Alcohol Use:      Y      N     How much?
Please list your past surgeries with dates or provide list:
       Past Surgery 1:         Surgery Date:
       Past Surgery 2:         Surgery Date:
       Past Surgery 3:         Surgery Date:
       Past Surgery 4:         Surgery Date:
       Past Surgery 5:         Surgery Date:
       Past Surgery 6:         Surgery Date:
       Past Surgery 7:         Surgery Date:
Please list your current Medica�ons or provide list:
       Medica�on 1:
       Medica�on 2:
       Medica�on 3:
       Medica�on 4:
       Medica�on 5:
       Medica�on 6:
       Medica�on 7:
Please list your current Allergies or provide list:
       Allergy 1:
       Allergy 2:
       Allergy 3:
       Allergy 4:
       Allergy 5:
       Allergy 6:
       Allergy 7:
Have you ever been diagnosed with any of these? (check any that apply)
 Angina     Coronary Heart Disease    Kidney Stones
 Arthri�s     Diabetes     Liver Disease
 Blood Disorders    Heart A�ack     Seizures
 Cancer     Hepa��s     Stroke
 CHF      High blood Pressure    Thyroid Disease
 COPD/Emphysema    Intes�nal Issues    Ulcers/Gastri�s
Have you ever had any of the following happen to you? (check any that apply)
 Head (history of trauma)   Passing Out      Diarrhea/Cons�pa�on
 Bloody Stool     Bloody Urine     Shortness of Breath
 Skin Rash     Upset Stomach/Nausea    Weakness/Loss of Strength
 Painful Joints     Swelling     Dizziness
 Allergies     Depression/Anxiety    Eyesight Changes
 Chest Pain     Hearing Loss     Alcohol/Substance Abuse
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Pre-Opera�ve Ques�onnaire 

PATIENT INFORMATION
Pa�ent Name:         Date of Birth:                /               /               
Is there someone here today to drive you home from your procedure?:      Y      N
If yes, what is their Name:        Rela�onship:
Driver Signature:         Phone#:

Are you allergic to any medica�ons?:      Y      N            
Are you Diabe�c?:      Y      N
Have you taken any medica�on that thins your blood within the last 5-7 days?:      Y      N
Are you currently taking any an�bio�cs?:      Y      N
When was the last �me you had anything to eat or drink?:
Do you have an advanced direc�ve?:      Y      N      If yes what kind?:      DNR      Living Will      Medical Power of A�orney
COVID-19 Screening: Are you well today, free of fever or cough?:      Y      N
Circle the number that best describes your current pain ra�ng on a scale of 0 - 10:
(0 being pain free and 10 being the most excrucia�ng pain of your life)
               0                  1                  2                  3                  4                  5                  6                  7                  8                  9                  10

Pa�ent Signature:           Date:     
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Pa�ent Name:       DOB:      Chart #:     

Medical Services/Procedures:             

1A. Authoriza�on: I authorized Dr.       and/or such assistants as may be necessary 
 to perform above men�oned medical services/procedure. 

1B. I authorize anesthesia to be given to me with this procedure I am having today. I fully understand the risks and 
 possible complica�ons that may come with anesthesia. I understand anesthesia services may be provided by 
 MVASC, Dayton Anesthesia Associates and/or a third-party contractor

1C. I understand and authorize the use of fluoroscopy to complete my procedure if it is deemed necessary to do so. 
 To the best of my knowledge; I am not currently pregnant.

2. Explana�on Given: My diagnosis, the nature and purpose of the Medical Services/Procedure, possible alterna�ve 
 methods of treatment, what the procedure is expected to accomplish, risk involved, the possible consequences, 
 and the possibility of complica�ons have been explained to me by my Doctor/Therapist. I have had the 
 opportunity to ask ques�ons, and all ques�ons, which I have asked about the procedure, have been answered 
 in a sa�sfactory manner. No warranty or guarantee has been made as to the results or cure. I understand that 
 the explana�on that I have received is not exhaus�ve and that more remote, risks and consequences may rise.

Please No�fy us if any of the Following Occurs:
• Redness or swelling at the procedure site (use ice as needed, no heat) 
• Drainage from the procedure site 
• Oral temperatures above 100 °F 
• Headache las�ng more than 24 hours (try drinking caffeinated drinks) 

 Intercostal Nerve Block - If you no�ce any sudden shortness of breath or chest pain go to the emergency room
 Stellate Ganglion Block - You may have a watery red eye with a smaller pupil on the same side of where the injec�on was given. 
     You may also have hoarseness and drooping of the eye. These are normal effects of the injec�on and should dissipate in 4-5 hours.

Next Appointment:      1 Week      2 Weeks      Office Visit For:        

Pa�ent Signature:           Date:     

Witness:            Date:     

Consent to Medical Treatment

Please Read Carefully

Discharge Instruc�ons for Pain Pa�ents

Call 937-252-5500 With Any Ques�ons
In the event of an emergency; please call your physician and/or dial 911
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