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Wetcome to Tumwater Famil,y Practice Ctinic! We are honored that you have chosen us as your
heatthcare provider. Our goat is to provide high-quatity, compassionate care in a timety and
respectfuI manner.

NEW PATIENT APPOINTMENT DETAILS

Date: Time: Check-ln Time:

Appointment Provider:

CLINIC HOURS
Our ctinic is open seven (7) days a week. Office hours may vary by day and service type. For
the most current hours and provider avaitability, ptease visit ourwebsite or patient portat.

APPOI NTM ENT PREPARATION
Ptease bringyour current insurance card and a photo lD to hetp us verifyyour information.
Notifu our staff of any changes to your insurance, address, or contact information.
Registration forms are updated annuatty.

PAYMENTS & BILLING
Copayments, deductibtes, and outstanding batances are due at the time of service untess
prior arrangements have been made with our Bitting Department. Bitl,ing support is

avaitabte Monday-Friday during normal business hours.

ARRIVAL & APPOINTMENT TIMING
Please arrive earty for your appointment. lf you arrive [ate, you may be asked to reschedute.
White we strive to stay on schedute, emergencies may cause detays. You may choose to
reschedute or wait to be seen.

MISSED APPOINTMENTS
Appointments not canceted at least 24 hours in advance may be subject to a missed
appointment fee. Repeated missed appointments may resutt in dismissal from the
practice. Please see our Financiat Poticy for detaits.

PATIENT PORTAL
We strongty encourage att patients to use the secure Patient Portat. The portal altows you

to view test resutts, request refilts, and send messages. Portat access can be set up at the
front desk with a vatid emaiI address.

MEDICATION POLICIES
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Tumwater Famity Practice Ctinic does not provide Long-term opioid or chronic pain
management services. Patients requiring speciatized pain management may be referred to
appropriate speciatists.
Prescription refitts are processed during weekday business hours. Ptease attow 48-72
hours for refitt requests. New medications and antibiotics require an appointment and
evatuation. After-hours refitls are not provided.

REFERRALS

lf your providerdetermines that speciatty care is needed, a referral may be ptaced on your
behatf. Some insurance plans require prior authorization before a referral can be
compteted. Processing times vary based on insurance requirements and speciatist
ava ita bitity.
Ptease altow adequate time for referrats to be processed, which can often be 5-7 business
days. Our referrats team witl contact you if additionaI information is needed. lt is your
responsibitity to notify our office if your insurance changes, as this may detay or impact
referraI processing.

PEDIATRIC & MINOR PATIENTS
A tegat parent or guardian must be present for minor patient appointments untess tegat
documentation is on fite. lmmunization records are required for pediatric patients.

VACCINATION POLICY
Tumwater Famity Practice Ctinic fottows CDC-recommended immunization guidetines to
promote patient and community safety. Vaccination decisions are reviewed on a case-by-
case basis, and we encourage open discussion with your provider.

FEEDBACK & QUESTTONS
We vatue your feedback. Ptease share questions or concerns during your visit, through the
patient portat, or by catting 360-754-6367.

Thank you for choosing Tumwater Famity Practice Ctinic. We look forward to partnering
with you in your heatthcare.

Sincerety,

The Providers and Staff of Tumwater Famity Practice Ctinic

l



Tumwater Family Practice Clinic - Medical History Form

Patient Name: Date of Birth: PCP Provider:

Ptease comptete this sheet by fitting in the bubbtes comptetely.

Social Historv:

Maritat Status O Married O Singte O Separated O Divorced O Partner O Widowed

Emptoyed

Do you smoke

Atcohol Use

Caffeine

Do you chew tobacco

Regutar Exercise

RecreationaI Drug Use

ONo

0No

ONo

ONo

ONo

O Diabetes

# of sisters: _

O Diabetes

# of daughters:

Occupation:O Yes

O Yes

O None

O None

O Yes

O Yes

O Yes

How often:

What type:

O Rarety O 1-Z x/week

O 1-2 cups/day O 3-4 cups/day

O 3-4 x/week O 5+ x/week

O 5+ cups/day

What type:

Familv Historv: Have any of the famity members listed been diagnosed with the fottowing:

Father: OAtive ODeceased

Has a history of:

O Cancer O Diabetes O Heart Disease O High Blood Pressure

Mother: OAtive ODeceased

Has a history of:

O Breast Cancer O Other Cancer

Siblines: # of brothers:

History of:

O Breast Cancer O Other Cancer

Children: # of sons: _
History of:

O Breast Cancer O Other Cancer

O Heart Disease

# Ative:

O Heart Disease

# Alive:

O High Blood Pressure

# Deceased: _

O High Btood Pressure

# Deceased: _

O Diabetes O Heart Disease O High Btood Pressure

Past Medical Historv - ln the past, have you been diagnosed with any of the fotlowing:

Asthma O Yes Hypertension O Yes

Diabetes OYes , CAD OYes

Arrhythmia O Yes Depression O Yes

Neuropathy O Yes Hepatitis O Yes

Seizures O Yes Steep Apnea O Yes

COPD O Yes Anxiety O Yes

GERD O Yes Cancer O Yes

Stroke O Yes Kidney Disease O Yes

Attergies O Yes Fibromyalgia O Yes

lnftammatory Arthritis O Yes High Cholesterol O Yes

** See reverse side to list any other medical issues as well as any surgeries you have had**



Tumwater Family Practice Clinic - Medical History Form

Ptease list any past or ongoing medical issues not specified on the front:

Ptease tist types and dates of any surgeries you have had:

Alle es: List each substance are c to and the reaction

Current Medications: Use the reverse side of the form if needed

Name of Medication Dose How often you take it What you take it for



Turnwater Famity Practice Ctinic
Adutt Patient lnformation Form

Fult Namer Preferred Name: DOB:

Sex Assigned at Birth: DFemate flMate Gender ldentity and Pronouns (optionat):

Maiting Address:
($treet or PO box) (APT #) (City) {State} {Zip)

*We will send Bitting Statements, Lab Resutts, and atl other corre$pondence to this address.

Primary Phone#: flCett trHome fl0ther:
(Appointment reminder catls wiLt be sent to this number)

Secondary Phone#: tlCett EHome Eother:

Sociat Security #: Emptoyer:

Ernait Address:
*By providing your email, you agree to be enabted for our Ontine Patient Portal"

Preferred Cornmunication Method: trPhone Catt trText trPatient Portat

Marita[ $tatus: t]Singte EIMarried ElDivorced trWidowed ESeparated

Who may we discuss your account/bitting information with?
[SSpouse [JPartner: trParent(s) E0ther:

Race: trWhite tr Asian trBtack orAfrican American trAmerican lndian/ Ataska Native n Native
Hawaiian or Other Pacific lstander trMore than one race D0ther Race:
Ethnicity: trNon-Hispanic fl Hispanic Origin trUnknown
lnterpneter Services needed? f] Yes Language:

Ernergency Contact:

Name: Phone #: Retation:

Preferred Pharmacies:

Name: Location:

Narne:

RELEASE OF IN IGNMENT OF BENEE!T$, & FINANCIAL RESPONSIBILITY
I authorize Tumwater Famity ctice Ctinic and my insurance company to retease Protected Health lnformation {PHl}as
necessary to process insuran e claims. I authorize insurance benefits to be paid directly to the provider. I understand that I

arn financiatty responsible fo charges not covered by my insurance. I consent to bitting for quatifying tetephone, video, or
etectronic visits initiated by , including patient portat communications, when appticabte. I understand that coverage

and that I am responsibte for charges if coverage is denied, inactive, or assigned to anotherdepends on rny insurance
Primary Care Provider.

$ignatu re

Date:Printed Name:

UPDATED 01I?026

Location:




