Prospective Patient Information
Family Medicine for your family
Jana Jackson, CRNP
505 Burlington Street, Scottsboro, AL  35768,
Phone: 256-259-4100 - Fax: 256-259-4104

· Jana Jackson, CRNP will be your primary care provider, she works on Tuesday and Thursdays. Dr. Cooper will be available to treat acute illness when Jana is not in the office.
· If more than one individual in your family would like to become a patient, a separate form for each individual will need to be completed.
· Form expires 1 year from today's date. Initial visit needs to be scheduled before expiration.
· We DO NOT treat chronic pain nor do we prescribe controlled medications. 
· We DO NOT contract with the following insurances: AmBetter, Devoted, Viva, Aetna Medicare, Adult Medicaid, High Performance Network BCBS. (this list is not all-inclusive, call if you have a question about your insurance company).

NAME: ______________________________________         Today's Date: ___________________________
Date of Birth: _________________________________         Primary Phone: _________________________
Address: _____________________________________         Work Phone: ____________________________
               ______________________________________

Primary Insurance: _____________________________    Policy # __________________________________  
Secondary: ____________________________________	 Policy #__________________________________

Please list all medications (including prescriptions, over-the-counter, and herbals) that you are currently taking. If extra space is needed, write on back of this paper.
___________________________________________	__________________________________________
___________________________________________	__________________________________________
___________________________________________	__________________________________________
___________________________________________	__________________________________________
Please list all medical problems that you have (high blood pressure, diabetes, allergies, etc)
____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

Will you be seeing Mrs. Jackson for: ☐ Hormone replacement 	   or	 ☐ Primary Care Giver
If Primary Care Giver, reason for changing: ___________________________________________________
_________________________________________________________________________________________ 
Previous Primary Care Provider: ____________________________________________________________
Does anyone else in your family currently see Dr. Cooper or Mrs. Jackson?  If so, please list their names: _________________________________________________________________________________________


Family Medicine For Your Family, PC
Mark C. Cooper, MD  -  Jana Jackson, CRNP                        
505 Burlington Street, Scottsboro, AL 35768
Phone 256-259-4100 Fax 256-259-4104

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient name: ____________________________ Date of Birth: ____________________
Address: __________________________________________________________________
Social Security number: ______________________
By signing below, you authorize us to use or disclose information about yourself (or another person you have the authority to sign for) that is protected under federal law, for the sole purpose and time period described below.  You may refuse to sign this authorization, subject to certain exceptions, you have the right to inspect and copy the protected health information. 

Information to be disclosed: ________________________________________________
Information that may not be used or disclosed: ____________________________________
Information requested from: ____________________________________________________
Expiration date: ____________________________

This information about you is protected under federal law, and you have the right to revoke this authorization in writing. Please be advised, however that any revocation will be effective only to the extent we have not already taken action in reliance on your authorization. By signing below, you recognize that the protected health information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of this disclosure and may no longer be protected under federal law.  We will not condition treatment based on authorization. You may refuse to sign the authorization.  

_____________________________________		_______________            
Patient signature or personal representative			Date
As a personal representative I have authority to act for the individual because I am:
_________________________________________
Witnessed by: _______________________________

