NEW PATIENT ENROLLMENT PACKET

Welcome to Cortez Integrated Healthcare. We provide primary healthcare for patients of all ages and
thank you for choosing us to be your healthcare provider. As your new healthcare home we want you to
get well and stay well. Our small personalized clinic can make a big difference in your health.

We offer a high standard of care that is comprehensive and affordable. We also accept most insurance
plans, Medicare, Medicaid, and for those that qualify, we offer a sliding fee scale.

PRIOR TO YOUR APPOINTMENT:

In order for us to make the most of your first appointment with us, it is very helpful to have your
information in advance. To provide us with the essential information to provide you with the best care,
we ask that you take the following steps prior to your appointment:

Step 1: At least one (1) week prior to your first visit, please complete a release of information
form and send it to your current and/or former healthcare provider(s) and ask them to:
[ 1 Send a copy of your records to our office

Step 2: At least two (2) days prior to your appointment:

[] Return this Enrollment Packet to our clinic. You can mail it, fax it (970-565-
9005) drop it off at our clinic.

NOTE: If Step 1 and Step 2 above aren’t completed prior to your scheduled
appointment, please plan to arrive at least 45 minutes early so we can assist
you.

WHEN YOU ARRIVE FOR YOUR APPOINTMENT:
Please bring the following items with you:

[ 1 Photo identification (driver’s license or government issued identification, school
identification)
[ ] All current insurance cards or a letter of coverage (if appropriate)
[ ] Prescription medications —
e either a listing of current medications with dosages; or
e bring all of the bottles or containers of any prescription medications
you currently take
[] Appropriate means of payment

If you have any questions related to completing the instructions in this packet, please call us at (970)

565-7946 if and our staff will be happy to assist you. We are looking forward to seeing you soon and
partnering with you to improve your health.
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@ AxisHealth System

Cortez Integrated Healthcare
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Cortez Integrated Healthcare is conveniently located at

691 East Empire Street
Cortez, CO 81321

Telephone (970) 565-7946
Fax (970) 565-9005
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PATIENT REGISTRATION (continued) )

AXISHealth System

EMERGENCY CONTACT

Name Relationship

Home Number Cell Number City/State

GUARANTOR

Who is financially responsible for this patient?

What is their address? | Same as patient? [] If not, what is it? Please provide below.

Mailing Address: City State Zip

PRIMARY INSURANCE (You will be asked to show your card at the appointment)

Name of Policy Holder/Subscriber:

Insurance Co Name: Policy Start Date:
Policy/ID Number: Group/Plan Number:

Claims Address City State Zip
Customer Service Phone#: ( ) Authorization # :( )

SECONDARY INSURANCE - if appropriate (You will be asked to show your card at the appointment)

Name of Policy Holder/Subscriber:

Insurance Co Name: Policy Start Date:

Policy/ID Number: Group/Plan Number: \
Claims Address City State Zip

Customer Service Phone#: ( ) Authorization # :( )

Axis Health System is dedicated to ensuring you have access to our services and our staff is available to assist you in
determining if you are eligible for a variety of health benefit coverage options. These options may include ability to
pay based on sliding fee discounts, special grant-provided services or public-funded health care coverage such as
Medicaid. In many cases, our staff can assist qualifying patients with the enrollment or assessment process. Axis
offers discounted fees for qualified patients who may be unable to pay the full fee for services. As a non-profit
organization, we receive funding from local, state, federal and grant funding sources and we are required to collect
financial information from our patients to continue to receive this funding. All information will remain confidential.
By declining to provide the requested financial information, you will be ineligible for financial assistance for your
care.

Approximate Total Annual $
Household Income

Number of individuals in Number of individuals under the age of 18 the
the home atient is responsible for
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Consent for Integrated Evaluation and Treatment @AXISHeaIth System

| hereby consent to treatment, including tests, procedures and medications, as directed by Axis Health System staff and
have been given enough information to make an informed decision. Furthermore, | understand my treatment will have
a greater chance of success when | participate in its design and fully cooperate with any professional recommendations
that are provided to me. | also understand that | may revoke this consent at any time, in writing. However; if | choose
to revoke my consent for treatment, Axis Health System will immediately discontinue providing services, dis-enroll me
from the practice and close my medical record.

Patient or Legal Guardian Signature: Date:

Patient name (please print):

Legal Guardian name (please print):

Please note the following with regard to treatment:

AHS staff will depend on statements made by the patient, information provided in patient’s medical history and other
information as available to evaluate a patient’s condition and decide on the best treatment.

Some services at AHS may be provided with telemedicine equipment and involve interaction with providers who are not
physically in the clinic for your appointment. These sessions are transmitted via secure, dedicated high-speed lines and
are not: videotaped, routed through the Internet, or saved in any way. However, relevant information from your visit
will be documented in your medical records, just as it would be if the provider had been physically present.

Your healthcare providers will discuss with you the benefits and risks of treatment. If you are unclear about your
treatment or the protection of your records, please feel free to ask questions at any time.

Please note the following with regard to your records and complaints:

We are required to inform you that in the event that you file a complaint, your records may not be maintained longer
than seven years and therefore would be unavailable to review in respect to such complaints.
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FINANCIAL AGREEMENT (PLEASE COMPLETE BOTH PAGES) @ AxiSHealth System

PATIENTS WITH INSURANCE:

As a patient, it is important that you understand the benefits and limitations of your insurance coverage. It is important to note
that insurance coverage is not a guarantee of insurance payment. Insurance companies have a variety of plans and coverage
that may affect what you are expected to pay. Before your appointment, we will verify your basic insurance coverage as the
first step. There may be additional research you want to do to ensure you understand your financial responsibility under your
plan. Please read the following for additional information regarding what you may be responsible for.

We require your benefits be assigned to AHS so we can be paid directly by the insurance company and release records
solely for the purposes of payment. AHS participates in Medicare, Medicaid, CHP+ and other public or private insurance
programs as deemed appropriate for the care offered at AHS. While we employ qualified professionals, the professional
may not be contracted by your insurance company due to contractual requirements. When this occurs, your insurance
company will not pay for these services.

Note: It is important for you to be aware you are responsible for full payment, regardless of insurance coverage. Your
insurance may pay a portion of the claim, however, you are ultimately responsible for the balance not paid by insurance.
AHS will mail a statement of your balance due and payment is due to us within 30 days of receiving your statement.

If you receive laboratory services as part of a visit that you have been billed for, your insurance may not cover the charge
from our laboratory vendor; however, if you are eligible for our Sliding Fee Discount Program, the lab fees may be
discounted.

To find out if you are eligible for the Sliding Fee Discount Program, or should you have any questions regarding your
statement, please call our Billing Department at 970.335.2342.

INFORMATION SECURITY:

We recognize that many patients are concerned about the sensitive nature of the information we collect. Please be assured that
we take every precaution to keep your personal information secure and use this information only to assist us in providing the
services, filing claims and for identification/communication purposes as it relates to healthcare operations. We are required to
obtain complete demographicinformation which includes your social security number to support billing for the services. Refusal
to provide this information may constitute a refusal of service.

By signing this document, | hereby:

Authorize the Assignment of Benefits: Assign all medical benefits under my coverage to AHS for services provided to me.
Furthermore, my signature authorizes and directs my insurance carrier(s), including Medicare, private insurance and any other
health/medical plan to issue payment directly to AHS for services rendered.

Agree to my Financial Responsibility: Acknowledge and understand that my insurance co-payments are due at time of service
and that | am responsible for any amounts that are not covered by my insurance, which may include co-insurances, deductibles
or claims denied due to contracting.

SLIDING FEE DISCOUNT PROGRAM:
AHS offers a Sliding Fee Discount Program to patients that qualify. Proof of income is required, such as:
e Two most recent paystubs (must be consecutive)
e Previous year’s W-2
e Previous year’s tax return
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FINANCIAL AGREEMENT (PAGE 2) ()A)QSHealth System

STATEMENTS:
As a courtesy, AHS will send statements each month for any outstanding balance you owe for services. Due to the separate

billing systems required for the variety of services we provide, you may receive separate statements for different types of
services rendered in our clinics.

FINANCIAL RESPONSIBILITY:

You are responsible for any balance due regardless of insurance coverage. In the event that any account becomes past due AHS
reserves the right to collect on these balances prior to scheduling any future appointments. Collection of amounts due may
involve a collection agency.

AGREEMENT TO PAY:

By signing below you acknowledge your responsibility to pay for any services rendered by AHS. You also acknowledge your
understanding that you may be billed for multiple services on the same day if you received both behavioral health and primary
care services. AHS reserves the right to limit, reschedule or refuse treatment to anyone who cannot pay at the time of service.

For your convenience we accept cash, check, or credit card as payment.

ACKNOWLDGEMENT:

| have received, understand and agree to abide by the above as it relates to my financial obligations as a patient.

Patient or Legal Guardian Signature: Date:

Patient name (please print):

Legal Guardian name (please print):
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> ) Patient Consent for Axis Health System
€ AxisHealth System Use and Disclosure of Protected Health Information to Payor(s)

Patient Name Date of Birth Last 4 SS#

Patient Consent for Axis Health System (AHS) Use and Disclosure of Protected Health Information (PHI),
Including Substance Use Disorder (SUD) Information, to Payor(s): Federal Law protects patient health
information with specific (42 CFR Part 2) protections for substance use disorder information, even when disclosing this
information to organizations that pay for these services. The purpose of this written consent is to allow AHS to disclose
health information including SUD information to these Payors in order to bill and report services.

Authorization: | understand that this information may not be disclosed without my written authorization. | hereby
authorize, for myself or as a legal representative, the use and disclosure of all protected health information (PHI),
including substance use disorder information, by AHS for the purpose of payment.

Further Disclosure: | understand that information disclosed by AHS for payment and reporting may be further
disclosed through the behavioral health organization, Colorado Health Partnerships (CHP) to the Colorado Department
of Healthcare Policy and Financing and the Colorado Department of Health and Human Services, who are also Payors.

Other Information About This Authorization: | understand the terms of this consent and that, upon request, may
obtain information on any disclosures made. | understand that | may refuse to sign this authorization and refusal will
not affect my ability to obtain treatment unless treatment is required by court order. | understand | have the right to
revoke this authorization at any time and it must be submitted in writing. If | revoke this authorization, it will not have
any effect on information disclosed prior to AHS receiving the revocation. | may request a copy of this signed
authorization at any time.

Expiration: Without my written revocation, this authorization will automatically expire on the date that | am no longer
a patient of AHS and upon receipt of final payment to AHS for any services rendered by AHS to me.

Patient or Legal Representative Signature Date

Print Name of Legal Representative (if applicable) Relationship to Patient

Revocation: | revoke my authorization for disclosure of protected health information including SUD information to
Payors.

Signature of Member or Legal Representative Date

(AHS) Use Only) Patient #
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ACKNOWLEDGEMENT OF INFORMATION RECEIVED @ AxisHealth System

AXIS HEALTH SYSTEM WRITTEN ACKNOWLEDGMENT OF AVAILABILTY OF NOTICE PRIVACY PRACTICES

NOTICE OF PRIVCACY PRACTICE

AHS adheres to all state and federal regulations as they apply to the access, protection, disclosure and use of your
healthcare information contained in our records. The AHS Notice of Privacy Practices provides you with the details
associated with how AHS will manage this protected information about you and is available on our website at
www.axishealthsystem.org or by asking for a printed copy at any of our clinic locations.

I have read the above two notices related to the use, disclosure, access and
protections associated with my healthcare record. | understand that this practice participates in electronic HIE and | hereby
authorize the release of medical records to the HIE in support of my care and as necessary to process claims related to my
care. Currently my lab results are routinely exchanged in the HIE.

| also understand that details regarding the privacy protections for my record are contained in AHS’s Notice of Privacy
Practice is available to me both electronically and in paper copy

The following information is also available to you in a Patient Handbook. It can be requested at any of the clinic locations
and is also available on our website (www.axishealthsystem.org). It contains information on our:

Appointment Policy Medical Grievance Policy
Behavioral Health Grievance Policy Patient Rights & Responsibilities
Notice of Privacy Practices Advance Directives

How to Choose a Medical Healthcare Provider

Our staff is available to assist you in this process if needed. Please note, by signing, you are confirming that you have
read or have access to the documents above.

Patient or Legal Guardian Signature: Date:

Patient name (please print):

Legal Guardian name (please print):
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PATIENT HISTORY (PLEASE COMPLETE ALL PAGES)

Patient Name:

()AXISHeaIth System

Your answers on this form will help your healthcare team obtain an accurate history of you or your child’s medical
concerns and conditions. Please do your best to complete all three pages. If you cannot remember specific details or
if you have questions/concerns about the information we are requesting, please speak with your healthcare team.

Current Healthcare Provider

Do you have a previous Primary Care Provider?

|:| Yes

[ INo (check one)

If Yes — please list:

Do you have a Dentist?

|:| Yes

[ INo (check one)

If Yes — please list:

Allergies:

Source: (medications, pollens, food, animals, other)

Type of reaction:

Current Medications: (include prescriptions, over the counter, supplements, vitamins, and herbs)

Name of Drug Dose

Times Per
Day

Reason

Prescribed By

Preferred Pharmacy:

Health Maintenance:

Yes No

Are all immunizations up to date?

Dental visit in the past year?

Vision check in the past year?

Well Child check in the past year?

Hospitalization and Surgical History (include psychiatric):

Child was in the hospital or had surgery because:

Date

Location

Overnight Stay?
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Patient Name:

() AXISHealth System

Past and Current Medical Conditions: Please indicate with an X if you have had thefollowing:

Skin Condition Neurology

Eczema/Psoriasis Migraine or headaches

Eyes/Ears Seizures

Blindness Traumatic brain injury / concussion
Hearing Loss Developmental Delay

Respiratory \ Gastrointestinal

Asthma Irritable bowel / Ulcerative colitis / Crohn’s
Pneumonia Musculoskeletal

Cardiovascular

Back/neck injury

Hypertension

Arthritis

High cholesterol

Urological/Renal

Heart disease

Kidney Stones

Chronic kidney disease

Endocrinology

Frequent Urinary Tract Infection

Diabetes Type 1

111

Emotional / Behavioral

11 111

Diabetes Type 2 ADHD

Thyroid Problems Learning Disability
Blood Conditions Depression

Anemia Alcohol or Drug Abuse
Bleeding / clotting problems Anxiety

Other:

Birth History: Please complete for all patients up to age 12

Yes No

Did birth mother have Gestational Diabetes?

Did birth mother have Preeclampsia?

Did birth mother have an infection/STD/Group B Strep

Did birth mother have child preterm and steroids were given?

Vaginal Delivery?

C-Section?

Admitted to NICU?

Gestational age at birth (weeks):

Maternal age:

Apgar Scores: \ 1 min

5 min

Birth weight:

Hearing test?

Newborn Screening?

Family History: Please indicate with an X if a family member has one of the following conditions:

Condition Mother

Father

Heart Disease

High Blood Pressure

Cancer

Diabetes

Asthma

Mental llIness

Migraine

Eczema/Atopic Dermatitis

Sudden death at age less than 50
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Patient Name: ()AXISHeaIth System

Behavioral/Social History: Please complete for all patients age 2-17 Yes No
Do you exercise on a regular basis?
Do you feel satisfied with your current weight?
Do you like school?
Do you have problems coming or staying in school?
Do you have any learning problems?
Do you have any suspensions, expulsions, and or behavior/attendance contracts
from school this year or last year?
Do you have close friends you can talk to when stressed?
Do you have a job after school?
Do you always wear a seatbelt?
Have you ever had problems at home?
Has anyone ever hurt you emotionally, physically, or sexually?
Do you have concerns about your family’s income?
Do you worry about getting enough to eat?
Have you ever had guns or weapons in the home?
Have you ever had trouble sleeping, depression, or suicidal thoughts?
Have you ever experienced/witnessed a traumatic event?
Have you ever been involved with social services or been in/out of home/foster
care placement?
Have you ever had individual, group, or family counseling/therapy?

Complete if patient is 12 or older: Yes No
Do you drink alcohol?
Do you use Meth or other street drugs?
Do you use recreational marijuana?
Are you experiencing issues related to your sexual orientation?
Are you sexually active?
Are you using condoms or birth control?
Do you use tobacco products? (smoking, chew, snuff, other)
Do you use any holistic or alternative treatments? (acupuncture, massage,
naturopathic remedies, medical marijuana, other)

Complete for all patients:

Within the past 12 months, we worried whether our food would run out before we got money to buy more:
|:| Often true |:| Sometimes true |:| Rarely true |:| Never true

Within the past 12 months, the food we bought didn’t last and we didn’t have money to get more:
|:| Often true |:| Sometimes true |:| Rarely true |:| Never true
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IMMIGRATION AFFADAVIT — PUBLIC BENEFITS ( AXISHealth System

l, , swear or affirm under penalty of
perjury under laws of the State of Colorado that (check one):

[ ]1. 1am a United States citizen or;
[ ]2.1am not a United States citizen but am a Permanent Resident of the United States; or

|:| 3. 1 am not a United States citizen, but | am lawfully present in the United States pursuant to
Federal Law. (This status requires verification under the Federal SAVE Program. Additional
information may be required).

| understand that this sworn statement is required by law because | have applied for a public benefit or
may receive services covered by public monies. | understand that state law requires me to provide proof
of lawful presence in the United States prior to the receipt of this publicly supported benefit or
programming. | further acknowledge that making a false, fictitious, or fraudulent statement or
representation in this sworn affidavit is punishable under criminal laws of Colorado as perjury in the
second degree under Colorado Revised Statute 18-8-503 and it shall constitute a separate criminal
offense each time a public benefit is fraudulently received.

Patient or Legal Guardian Signature: Date:

Patient name (please print):

Legal Guardian name (please print):

FOR AHS STAFF USE ONLY:
Please check one of the following if documentation is not provided:

[ ] Individual cannot provide required documentation; or

[ ] Individual refuses to provide required documentation.

PLEASE Note: If identification documentation is not provided or refused the patient is not eligible for any of the
following programs: Ft. Lyon SUD Residential Tx or the Assertive Community Treatment Program.

PATIENT #: CarelLogic Intergy

Staff Signature Date
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