
Thank you for choosing Clark Employer Clinic! We would like to welcome you to our practice and provide you with 
some information.   

The Employer Clinic is in the Jeffersonville Commons at 2021 Mercy Way, Jeffersonville, Indiana.  Our phone number 
is 812-218-6430 and fax number is 812-218-6431.  Dr. Daniel Kantz and Scarlett Pierce, ARNP look forward to 
providing front line primary care to you with no co-pays or deductible. 

How do I get started? 

Schedule an appointment by calling Clark Employer Clinic at 812-218-6430 

Please bring photo ID, insurance card,  and a list of medications to each appointment 

**Our providers do not prescribe controlled medications** 

Complete all new patient paperwork prior to arrival for your appointment.  To shorten your wait time, you can fax, mail, or 
bring the packet into our office before your appointment.  If you are unable to return paperwork prior to your appointment, 
we ask you arrive 15 minutes early so we can process your paperwork. 

If for any reason you cannot keep the appointment time saved for you, notify us at least 24 hours in advance so we may 
offer that time to another patient. 

What primary care services are provided at no cost to me? 

• Annual wellness physicals • EKGs with basic interpretation • Sinus Infection
• Annual hearing screenings • Pregnancy Testing • Sore Throat
• Blood pressure checks • Minor cuts/Wounds • Stomach viruses
• Cold/Flu/Bronchitis treatment • Minor Sprains/Strains • Strep Test (rapid)
• Colon cancer screenings (blood test only) • Minor Suturing/Splinting • UTI/Bladder Infection
• Earaches/Infections • Pink Eye/Styes • Wellness Education
• Ear wax removal • Poison Ivy/Skin Conditions • School, camp and sports physicals
• Allergy treatments (injections only if serum

is provided by patient)
• Flu vaccines (based on

availability)
• Biometric screenings (cholesterol, BMI,

blood pressure, and glucose
• Well Women and Well Men exams

(labs not covered by BMH)

What medication are provided to me at no cost? 

Our employee clinic stocks some of the most frequently prescribed primary care medications that are free to you for the 
initial diagnosis (30-day sample).  Our staff can guide you on best options for refills. 

What other programs do you offer to me at no cost? 

Clark employee clinic offers wellness education, counseling and monitoring!  We can help impact your health in the areas 
of chronic disease management, hypertension treatment, diabetes/metabolic syndrome, cholesterol & nutrition monitoring, 
BMI & weight optimization, smoking cessation, and stress reduction. 

What if I need a specialist? 

Our Physicians and Nurse Practitioners can refer you to any specialist necessary and can help with any questions you 
may have in the process. 

FOR A MEDICAL EMERGENCY, CALL 911 IMMEDIATELY 
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PATIENT REGISTRATION FORMToday's Date _____/______/_______
PATIENT INFORMATION
Patient Name  Last First Middle □ Mr □ Mrs Marital Status (circle)

□ Miss □ Ms
Single/  Married / 
Divorced /Sep/ Widow

Is this your legal name? If not, what is your legal name? Birthdate Age Sex

□ YES □ NO           /         / □ M   □  F  □  T
Street or Mailing Address (circle one) City State Zip Code Home Phone Number

(       )
Cell Phone Number E-Mail Address  (To be used for appointment reminders) Social Security

(              ) -            -
Occupation Employer Employer Phone Number

Pharmacy:     Do you have a living will? □ YES      □  NO
Referred By ( Please check one box)
□ Dr. _____________ □ Insurance     □ Hospital    □ Family    □ Friend    □Yellow Pages   □  Other ________

Other Family Members Seen Here

PCP Name Phone #
RESPONSIBLE PARTY INFORMATION
Responsible Party:  □Another Patient   □Guarantor   □Self
Name Address Home Phone Number

Birth Date 
           / /

E-Mail Address
(      )

Occupation Employer Employer Address Employer Phone Number

(          )

INSURANCE INFORMATION
Is this visit for one of the following? □ WORKERS COMPENSATION (WC)
□ OCCUPATIONAL MEDICINE (OM)  □ MOTOR VEHICLE ACCIDENT (MVA)   □ ACCIDENT DATE __________________________
Does the patient have healthcare coverage?       □ YES □ NO Insurance Name

Name of Insured Social Security Number Birth Date Effective Date Group ID Subscriber ID (Policy Number)

 /      /  /      /
Patient Relationship to Insured     □ Self        □ Spouse      □ Child     □ Other ___________________
Name of Secondary Insurance Name of Insured Date of Birth Group ID Subscriber ID (Policy Number)

 /      /
Patient Relationship to Insured     □ Self        □ Spouse      □ Child     □ Other ___________________
EMERGENCY CONTACT
Name (Last, First) Relationship to Patient Home Phone Number Other Phone Number

(       ) (          )
I agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.  I consent to receive text 
messages and/or email messages from the practice to any cell number and/or email provided which may include appointment 
reminders, bills, payment receipts, or marketing materials. I understand that a patient’s care is directed by his/her physician(s) and 
I consent to any services that are appropriate for my care and as ordered by my physician(s).  
___________________________________ __________________________
Patient/ Guardian Signature Date

Employment Status: □1 – Full-Time   □2 – Part-Time   □3 – Not Employed   □4 – Self-Employed   □5 – Retired   □6 – Active Military 
Student Status:  □F – Full-Time Student   □P – Part-Time Student   □N – Not a Student

□Check here if information is same as patient

  -         -

(information used for patient balance statements)

(provide your insurance card to the front desk at check-in)

Race:         □American Indian/Alaska Native    □Asian    □Native Hawaiian/Pacific Islander    □Black/African American
□White    □Hispanic    □Other    □Declined

Ethnicity:   □Hispanic or Latino    □Not Hispanic or Latino    □Declined
Language: □English    □Spanish    □Indian    □Japanese    □Chinese    □Korean    □French    □German    □Russian 

□Other   __________
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PRACTICE NAME

HIPAA	ACKNOWLEDGEMENT,	PATIENT	CONSENT	AND	FINANCIAL	POLICY	

I. CONSENT	FOR	TREATMENT:			I	hereby	consent	to	the	performance	of	such	diagnostic
procedures	and/or	medical	treatment	as	deemed	necessary	or	advisable	by	my	physician(s).		I
hereby	consent	to	the	performance	of	all	nursing	and	technical	procedures	and	tests	as	directed
by	my	physician(s).	I	understand	that	my	medical	care	may	require	the	collection	of	samples,
including	fluids	or	tissues,	from	my	body.		This	may	include	having	blood	drawn	or	tissues
removed	during	tests,	treatment,	or	surgery.			Further,	I	understand	that	should	any	medical
personnel	or	other	person(s)	be	exposed	or	report	an	exposure	to	my	blood	or	body	fluids,	my
blood	will	be	tested	for	blood	borne	infections	including	Hepatitis	Band	C	as	well	as	HIV/AIDS.	I
am	aware	that	the	practice	of	medicine	and	surgery	is	not	an	exact	science	and	I	acknowledge
that	no	guarantees	have	been	made	to	me	as	a	result	of	treatments	or	examination.		I	have	the
right	to	refuse	tests	or	treatment	(as	far	as	the	law	allows)	and	to	be	told	what	might	happen	if	I
do.	I	have	the	right	not	to	have	any	photos	or	videos	taken	of	me	unless	I	agree	to	this,	except	as
needed	to	treat	me.		I	intend	that	this	consent	is	continuing	in	nature	even	after	a	specific
diagnosis	has	been	made	and	treatment	recommended.		This	consent	will	remain	in	full	force
until	revoked	in	writing.

II. NOTICE	OF	PRIVACY	PRACTICES:		Our	Notice	of	Privacy	Practices	provides	information	about
how	we	may	use	and	disclose	protected	health	information	(PHI)	about	you.		The	Notice
contains	a	Patient	Rights	section	describing	your	rights	under	the	law.		You	have	the	right	to
review	our	Notice	before	signing	this	Acknowledgement.		The	terms	of	our	Notice	may	change;
if	we	change	our	notice,	you	may	request	a	revised	copy	by	contacting	our	office	or	you	will
receive	a	new	notice	the	next	time	you	are	treated	at	our	office.		The	Clinic	provides	this	form	to
comply	with	the	Health	Information	Portability	and	Accountability	Act	of	1996	(HIPAA).

_____	
Patient	
Initials	

The	patient	understands	that:	
• The	Norton Clark	Physician Practices	has	a	Notice	of	Privacy	Practices	and	that	the	

patient	has	the opportunity	to	review	this	notice.
• Protected	health	information	may	be	disclosed	or	used	for	treatment,	payment,	or 

health	care	operations.
• The	practice	reserves	the	right	to	change	the	notice	of	privacy	practices.

I	give	permission	for	my	Protected	Health	Information	to	be	disclosed	for	purposes	of	
communicating	results,	findings,	and	care	decisions	to	the	individuals	listed	below.		Please	
note	that	this	does	not	allow	these	individuals	to	obtain	copies	of	my	medical	records	
without	a	complete	and	valid	authorization	from	me.	This	contract	form	is	for	all	
physician	services/practices	within	Norton Clark	Physician Practices	and	expires	1	calendar	
year	from	date	form	signed	and	dated.	

NAME	 RELATIONSHIP	 CONTACT	NUMBER	

III. ELECTION	TO	ELECTRONICALLY	TRANSMIT	MEDICAL	INFORMATION:		I	authorize	Clinic	to
provide	a	copy	of	the	medical	record	of	my	treatment,	and	a	summary	of	care	record	to	my
primary	care	physician(s),	specialty	care	physician(s),	and/or	any	health	care	provider(s)	or
facility(ies)	to	facilitate	my	treatment	and	continuity	of	care.		I	understand	that	information
disclosed	under	this	paragraph	may	include,	among	other	things,	confidential	HIV-related
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information	and	other	information	relating	to	sexually	transmitted	or	communicable	diseases,	
information	relating	to	drug	or	alcohol	abuse	or	drug	or	alcohol	dependence,,	mental	or	
behavioral	health	information	(excluding	psychotherapy	notes),	genetic	testing	information,	
and/or	abortion-related	information.		The	summary	of	care	record	consists	of	information	from	
my	medical	record,	including	among	other	things,	information	concerning	procedures	and	lab	
tests	performed	during	this	episode	of	care,	my	care	plan,	a	list	of	my	current	and	historical	
problems,	and	my	current	medication	list.		I	understand	that	I	may,	by	placing	my	request	in	
writing	to	the	Clinic,	revoke	this	authorization	at	any	time.		However,	I	understand	that	a	
healthcare	organization	cannot	take	back	information	that	has	already	been	released	under	this	
authorization.		This	authorization	will	expire	automatically	one	year	after	the	date	on	which	my	
current	treatment	episode	comes	to	an	end.			

IV. PARTICIPATION	IN	HEALTH	INFORMATION	EXCHANGE(S):	Federal	and	state	laws	may	permit
this	Clinic	to	participate	in	organizations	with	other	healthcare	providers,	insurers,	and/or	other
health	care	industry	participants	and	their	subcontractors	in	order	for	these	individuals	and
entities	to	share	my	health	information	with	one	another	to	accomplish	goals	that	may	include
but	not	be	limited	to:		improving	the	accuracy	and	increasing	the	availability	of	my	health
records;	decreasing	the	time	needed	to	access	my	information;	aggregating	and	comparing	my
information	for	quality	improvement	purposes;	and	such	other	purposes	as	may	be	permitted
by	law.		I	hereby	authorize	Clinic	to	provide	a	copy	of	my	medical	record	or	portions	thereof	to
any	health	information	exchange	or	network	with	which	Clinic	participates	and	to	any	other
participant	in	such	health	information	exchange	or	network	for	purposes	of	treatment,
payment,	health	care	operations,	and	the	purposes	discussed	above,	and	in	accordance	with	the
terms	of	the	participation	agreement	for	that	health	information	exchange	or	network.		A	full
list	of	health	information	exchanges	and/or	networks	with	which	Clinic	participates	may	be
found	in	the	Notice	of	Privacy	Practices,	which	is	available	on	the	Clinic	website,	and	this	list	may
be	updated	from	time	to	time	if	and	when	Clinic	participates	with	new	health	information
exchanges	or	networks.		I	understand	that	information	disclosed	under	this	paragraph	may
include,	among	other	things,	confidential	HIV-related	information	and	other	information	relating
to	sexually	transmitted	or	communicable	diseases,	information	relating	to	drug	or	alcohol	abuse
or	drug	or	alcohol	dependence,	mental	or	behavioral	health	information	(excluding
psychotherapy	notes),	genetic	testing	information,	and/or	abortion-related	information.		I
understand	that	I	may,	by	placing	my	request	in	writing	to	the	Privacy	Officer,	revoke	this
authorization	at	any	time.		However,	I	understand	that	a	healthcare	organization	cannot	take
back	information	that	has	already	been	released	under	this	authorization.		This	authorization
will	expire	upon	revocation.

V. EMAIL	AND	TEXT	COMMUNICATIONS:		If	at	any	time	I	provide	an	email	or	text	address	at	which
I	may	be	contacted,	I	consent	to	receive	calls	or	text	messages,	including	but	not	restricted	to
communications	regarding	billing	and	payment	for	items	and	services,	unless	I	notify	the	Clinic
to	the	contrary	in	writing.		In	this	section,	calls	and	text	messages	include	but	are	not	restricted
to	pre-recorded	messages,	artificial	voice	messages,	automatic	telephone	dialing	devices	or
other	computer-assisted	technology,	or	by	electronic	mail,	text	messaging,	or	by	any	other	form
of	electronic	communication	from	Clinic,	its	affiliates,	contractors,	servicers,	Clinical	providers,
attorneys,	or	agents,	including	collection	agencies.		Practice	may	contact	me	via	email	and/or
text	messaging	to	remind	me	of	an	appointment,	to	obtain	feedback	on	my	experience	with	the
Practice’s	healthcare	team,	and	to	provide	general	health	reminders/information.

VI. FINANCIAL	POLICY:		The	undersigned,	in	consideration	of	the	services	to	be	rendered	to	the
patient,	is	obligated	to	pay	the	medical	practice	in	accordance	with	its	regular	rates	and	terms,
and	if	the	account	is	referred	to	an	attorney	or	agency	for	collections,	to	pay	reasonable
attorney’s	fees	and	collection	expenses.		The	undersigned	hereby	assigns	to	the	medical	practice
all	insurance	benefits	for	services	provided.
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• The	Clinic	will	file	your	insurance	as	a	courtesy	to	you;	however,	you	are	responsible	for	the
entire	bill.		All	co-payments,	unmet	deductibles,	and	other	patient-responsible	services
must	be	paid	at	the	time	of	the	visit.		If	your	insurance	carrier	applies	the	billed	charges	to
your	deductible,	denies	the	services,	or	considers	the	services	non-covered,	you	are
responsible	for	payment	of	the	service.		If	you	do	not	have	insurance,	payment	in	full	will
be	expected	at	the	time	of	the	visit.

• In	the	event	your	insurance	company	does	not	pay	the	claim	within	a	reasonable	amount	of
time	(45-60	days),	then	you	may	become	responsible	for	the	bill.		If	payment	is	not	received
within	a	reasonable	amount	of	time	from	the	guarantor,	or	if	we	receive	returned	mail	as
undeliverable,	we	will	place	your	account	with	an	outside	collection	agency.

• If	your	insurance	plan	requires	a	referral	or	prior	authorization,	you	must	present	this	along
with	your	insurance	ID	at	each	visit.		If	you	do	not	have	the	referral	when	you	arrive	for	your
appointment,	payment	for	the	visit	becomes	your	responsibility.

• Returned	checks	will	be	subject	to	a	returned	check	fee.		A	fee	may	be	charged	for	missed
appointments.

VII. PATIENT’S	CERTIFICATION,	AUTHORIZATION	TO	RELEASE	INFORMATION,	AND	PAYMENT
REQUESTS:			If	I	am	covered	by	Medicare	or	Medicaid,	I	authorize	the	release	of	healthcare
information	to	the	Social	Security	Administration	or	its	intermediaries	or	carriers	for	payment	of
a	Medicare	claim	or	to	the	appropriate	State	agency	for	payment	of	a	Medicaid	claim.			I	certify
the	information	given	by	me	in	applying	for	payment	under	Title	XVIII	of	the	Social	Security	Act
(Medicare)	is	correct.				I	request	that	payment	of	assignment	benefits	be	made	on	my	behalf.

I	acknowledge	receipt	of	the	HIPAA	Acknowledgement	and	Consent	Form.		I	further	acknowledge	that	I	
have	been	given	the	opportunity	to	ask	questions.	

___________________________________	 _______________________________	
Printed	Name	of	Patient	or	Representative	 						Signature	of	Patient	or	Representative	

_______________________	
Date	

Relationship	to	Patient	(if	other	than	patient)	_______________________________	

CLINIC	STAFF	USE	ONLY	

□ Check	if	patient	refused	to	take	a	copy	of	the	Notice	of	Privacy	Practices

State	reason	for	refusal,	if	known:	

_______________________________	 									______________________________								
Witness	(Staff)	Signature	 Witness	(Staff)	Printed	Name	

Date:		__________________________	



Date: ___________________________ 

Personal and Family Health History 

Patient’s Full Name: ___________________________________________   DOB: ________________________ 

Patient’s Address: ___________________________________________________________________________ 

Previous Primary Care Provider: _________________________   Pharmacy: ____________________________ 

Have you been seen in our office before:    Yes     No 

OTHER PROVIDERS THAT PARTICIPATE IN YOUR HEALTHCARE: (SPECIALIST)  
1. _____________________________________ 4. _________________________________________

2. _____________________________________ 5. _________________________________________

3. _____________________________________ 6. _________________________________________

DRUG, LATEX, FOOD ALLERGIES: (PLEASE LIST REACTIONS) 
1. _____________________________________ 4. _________________________________________

2. _____________________________________ 5. _________________________________________

3. _____________________________________ 6. _________________________________________

MEDICATIONS: (PLEASE LIST NAME, DOSE & FREQUENCY) 
1. _____________________________________ 6. _________________________________________

2. _____________________________________ 7. _________________________________________

3. _____________________________________ 8. _________________________________________

4. _____________________________________ 9. _________________________________________

5. _____________________________________ 10._________________________________________

ADVANCED DIRECTIVES: 
Do you have a Living Will? (Please provide a copy)          [  ] Yes     [  ] No 
Do you have a Power of Attorney? (Please provide a copy)          [  ] Yes     [  ] No 
What is your Code Status? (Example: DNR- Do Not Resuscitate) ____________________________________ 

Social History: 
Marital Status:  [  ] Single  [  ] Married  [  ] Divorced   [  ] Widowed     [  ] Separated 
Alcohol Use:      [  ]  Never  [  ] Former  [  ] Occasional  [  ] Everyday      # per day __________________ 
Tobacco Use:     [  ]  Never  [  ] Former  [  ] Occasional  [  ] Everyday      # per day __________________ 
Illicit Drug Use:  [  ] Never  [  ] Former  [  ] Current  Drugs used ______________________________ 
Caffeine Use:  [  ] Soda  [  ] Coffee  [  ] Tea   # per day________________________________ 
Do you exercise regularly:     [  ] No  [  ] Yes  How many times per week: ____ How long? ____ 
Activities: ________________________________________________________________________________ 

Occupation: ______________________________________________________________________________ 

With whom do you live? ____________________________________________________________________ 

Military Status:    [  ] Not Military                    [  ] Active           [  ] Retired          [  ] Dependent      
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Patient’s Name: ______________________________________          DOB: _____________________________________ 

Patient’s Medical History: 
[  ] Yes       [  ] No    Diabetes [  ] Yes       [  ] No    Liver Disease 

[  ] Yes       [  ] No    Heart Attack [  ] Yes       [  ] No    Depression, Anxiety, Bi-Polar 

[  ] Yes       [  ] No    Heart Disease [  ] Yes       [  ] No    Stroke 

[  ] Yes       [  ] No    High Blood Pressure [  ] Yes       [  ] No    Osteoporosis 

[  ] Yes       [  ] No    High Cholesterol [  ] Yes       [  ] No    Cancer (Type) ___________________ 

[  ] Yes       [  ] No    Kidney Disease [  ] Yes       [  ] No       Other _________________________ 

# of Pregnancies _____  # of Live Births _____  Miscarriages _____  Abortions _____  C-Sections__________________ 

Preventive Health: (Please list dates, results & facility performed) 
Mammogram ___________________________________ Dexa Scan ______________________________________ 

Colonoscopy ____________________________________ Pap Smear ______________________________________ 

Immunizations: (Please list dates & facility performed) 
Pneumonia _________________________________ Hepatitis B __________________________________ 

Tetanus/ Tdap _______________________________ Shingles ____________________________________ 

Influenza ___________________________________ Covid ______________________________________ 

Other ______________________________________ Other ______________________________________ 

Patient’s Medical History: 

Illness/condition Father Mother Sibling 
Grandparent 

(Maternal/Paternal) 
Diabetes 
Heart Attack 
High Blood Pressure 

High Cholesterol 
Kidney Disease 

Liver Disease 
Depression/Anxiety 

Bi-Polar Disorder 

Osteoporosis 
Cancer (indicate type) 

Stroke 

Surgical History: (Year & Facility) 
[  ] Mastectomy       [  ] Right     [  ] Left     [  ] Both   Date & Facility_______________________ 

[  ] Thyroidectomy        Date & Facility ________________________________________________ 

[  ] Appendectomy        Date & Facility ________________________________________________ 

[  ]Splenectomy        Date & Facility ________________________________________________ 

[  ] Hysterectomy        [  ] Total     [  ] Partial     Date & Facility _____________________________ 

[  ]Artificial Joint        Joint______________ Side [  ] Right  [  ] Left     Date___________________ 

[  ]Cardiac Device         Type______________________     Serial # __________________________ 

[  ] Cosmetic Procedure  Type ________________________________________________________ 

[  ] Other ________________________________________________________________________________ 
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