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HOW DO I ENROLL A PATIENT WITH THE HOME DOCTOR®?

The process has been designed to be user friendly and involves a few simple steps.

First, remember, it is the patient's / families / d POA's / guardian's decision, if they want
The Home Doctor®

  service. The decision CANNOT be made for the patient by the
caregiver or homeowner.

The enrollment package needs to be fill ed out in full by the responsible party (i.e. the
patient or the guardian). It needs to have all the demographics fill ed in: the name of the
patient, the address and name of the home, the Social Security number and date of birth,
and the insurance information, followed by the signature of the patient or guardian. The
secondary insurance information needs to be fill ed out; if there is no secondary, we need
the name of the responsible party with their address and phone number. This information
goes in the “Additional Contact / Responsible Party / Emergency Contact Information”
section on page 2 of your enrollment package.

A copy of the current medication list, as well as copies of any applicable insurance
cards, Medicare cards, and/or medical coupons MUST be faxed with the
COMPLETED election form to The Home Doctor®

 Office at (253) 984-1079.

The Home Doctor®, at this time, does not see Group Health patients. You can, however,
fill out this election form and “opt out” of your HMO, and we will retain your election
form. When the HMO termination process is finished, we can enroll you in our service.
Once the insurance screening process is complete, the patient will t hen be scheduled
usually within 10 to 14 working days. Please plan accordingly to ensure uninterrupted
healthcare; be sure to have enough medication to last you through the transition period, as
we will not refill medications for patients we have not yet seen.

Patients are scheduled based on medical urgency. It may be possible to see them sooner
if the provider’s schedule permits. If the patient is otherwise stable, they may be
scheduled out a bit further. If the reason for seeing the patient urgently is to refill
medications, once they are on service The Home Doctor®

 can refill medications prior
to actually seeing the patient. Please give us as much time as possible to complete our
process before scheduling.

If you have any questions about how to enroll a patient, please call The Home Doctor®

off ice at (253) 589-6484 or (206) 343-0101 during the day.

Finally, please return completed pages 2 – 5, as well as the last page in this package,
to The Home Doctor®. Retain the remaining pages for your records and to serve as
handy reference. (It is also advisable to retain copies of your enrollment package as well .)
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THE HOME DOCTOR® Enrollment Form
4903-A 108th Street SW

P.O. Box 98886
Tacoma, WA 98498-0886

Phone 253-589-6484
Fax 253-984-1079

Residence Information
Facility Name: ___________________________________________________________
(Leave blank if the home is a Private Residence)
Address: ________________________________________________________________
City: _____________________ State: ______ Zip: __________
Phone: (____)-_____-_______ | Fax: (____)-_____-_______ | Patient’s Room # _______

Patient Information
Name: __________________________________________________________________
Social Security Number: _______-_______-_______ Gender (Circle One) Male Female
Date of Birth (Month/Day/Year): ____________________________________________
Medicare Number (include suff ix): ___________________________________________
DSHS Patient Identification Code (PIC): ______________________________________
Other Insurance or Private Pay: ______________________________________________
If private pay, please fill out the Additional Contact Information, below. This will be the
responsible party for billi ng purposes.

Is the patient Full Code (Resuscitate) or No Code (Do Not Resuscitate)? (Circle One)

Please include copies of the patient’s Medicare card and any other insurance cards or
medical coupons. We cannot process your election form without correct insurance
information.

Additional Contact / Responsible Party / Emergency Contact Information
Name: _______________________________________ Relationship: _______________
Address: ________________________________________________________________
City: _____________________ State: ______ Zip: __________
Home Phone: (____)-_____-_______ | Work/Cell Phone: (____)-_____-_______

Does this person have medical Power of Attorney? (Circle One): Yes No
Is this person the financially responsible party? (Circle One): Yes No

For Office Use Only
Medicare Effective Date: Mo____ Day____ Year_______
Deductible Met:  Yes   No Medicare is: Primary Secondary
HMO: ________________________  Terminated: Mo____ Day____ Year_______

Patient Entered: Mo____ Day____ Year_______ Physician: _______________________
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Patient Name: ______________________________ Date of Birth: __________________

Medical Hi story
Check all that apply, and fill out the lower portion if necessary.

Condition Now Past Condition Now Past
Allergies Hemorrhoids
Alzheimer’s Disease High Blood Pressure
Anemia Kidney Problems
Anxiety Leg Swelli ng
Arthriti s Liver Problems
Asthma Migraines
Bladder Problems Pain (________________)
     Incontinence Prostate Problems
     Urinary Tract Infection Skin Disease
Blood Clots Stomach Problems
Blood Vessel Problems      Nausea
Bowel Problems      Stomach Ulcer
     Constipation      Vomiting
     Cramps Stroke
     Diarrhea Thyroid Disease
     Irritable Bowel Syndrome Trouble Sleeping
     Rectal Bleeding Tuberculosis
Breast Problems Ulcer (_______________)
Bronchitis Reproductive Problems
Cancer (________________)      Abnormal Pap Smear
Dementia      Hysterectomy
Depression      Sterili ty, Genetic
Diabetes (Type 1 or 2)      Sterili ty, Optional
Emphysema      Vaginal Bleeding
Epilepsy/Seizures Vision Problems
Fatigue or Tiredness      Cataracts
Fractures: _______________      Glaucoma
Gall Bladder Problems Weight Gain
Hearing Problems Weight Loss
Heart Problems Other:

This patient has a family history of: _________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
This patient is allergic to the following: ______________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________



Home Doctor Enrollment Package - 1/11/2006 4

Patient Name: ______________________________ Date of Birth: __________________

Personal Habits

Alcohol Use: _____ times a week Meals: _____ meals a day
Coffee/Tea: _____ times a day Sleep: _____ hours a night
Exercise: _____ times a week Tobacco: _____ packs a day

Family History

Mother: Living Deceased (cause of death:________________________________)
Father: Living Deceased (cause of death:________________________________)
Sibling(s) Living: _____ Deceased: _____ (cause of death: ___________________)
Children Living: _____ Deceased: _____ (cause of death: ___________________)

Social History

Former/Current Occupation: ________________________________________________

The patient is currently (circle one): Married          Divorced          Single          Widowed

Please include a copy of the most current medication sheet available. Ensure that this
medication list has drug names, dosage amounts, and dosage instructions. I f you do
not have a MARS (Medicine Administration Record Sheet), please create a
handwritten list. Failure to provide this information may delay the processing of your
enrollment package!

Former Primary Care Physician: ____________________________________________
Address: ______________________________________________________________
Phone: (____)-_____-_______ Fax (____)-_____-_______

Surgical / Hospitalization History

Include the approximate date on which the hospitalization took place, the reason for the
hospitalization, and the hospital you went to.

________________________________ ___________________________________
________________________________ ___________________________________
________________________________ ___________________________________
________________________________ ___________________________________

Please provide any other information you feel is important for us to know here. The
more we know about you, the better we can serve you!
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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Patient Name: ______________________________ Date of Birth: __________________

Authorization to Treat Patient Statement
Be it known that I have chosen The Home Doctor�  to provide my primary medical care. I
li ve at the address on page 2, and this is my private residence. I intend to, or have, li ved
at this location for longer than six months, and I have no other place that is my home.
Further, I hereby authorize other medical and mental health professionals and institutions
to release to The Home Doctor�  copies of all records deemed necessary to provide me
with medical care. I give specific consent to release information relating to drug and
alcohol abuse, mental health and psychiatric disorders, STDs, and HIV or AIDS Virus.
Further, I authorize The Home Doctor�  to release copies of my medical records to other
medical and mental health professionals when appropriate and related to the matter at
hand. This release includes the use of an electronic medical record to other sources of
medical care, such as pharmacies, etc. Patient information is regulated and protected by
HIPAA standards. The signature below authorizes The Home Doctor�  to treat me.

I certify that I am competent to make this choice and these authorizations. I also certify
that all of the information I provided on page 2 of this document is true and correct as of
the date below.

If I am not the patient, then my signature below certifies that I am the legally appointed
guardian of the individual named on page 2, and I make this choice and these
authorizations on his or her behalf.

Sign Here:_______________________________ Date:___________________________

Print your name here: ______________________ Relationship: ____________________

Your signature authorizes any of the Home Doctor services, which may
be needed. These include: primary care, psychiatry, neurology, podiatry
and dermatology.

Which specific service(s) are you requesting at this time?

θ  Primary Care
θ  Psychiatry
θ  Neurology
θ  Podiatry
θ  Dermatology
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To: All Home Doctor Customers:
From: Charles Plunkett, President
Subject: HIPAA
Date: December 3, 2003

Most of you may have heard about a term called HIPAA. This stands for a Federal law,
which requires confidentiali ty of patient records. Starting last month, the government
requires that healthcare providers send out information on their privacy policies, and
retain a copy showing that the person received the information. Consequently, the Home
Doctor� , as well as all doctor off ices, hospitals, etc., must comply with this law.

We have chosen to mail out our privacy policy as our compliance to the law. Please give
it to each of your Home Doctor residents, or POA if they have one, and then mail back a
copy of the acknowledgment letter.

Thanks for your assistance, since we do take confidentiali ty very seriously.

Sincerely,

Charles Plunkett
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THE HOME DOCTOR®

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and
disclosed, and how you can get access to this information. Please review it carefully.

The Home Doctor®
 respects your privacy. We understand that your personal health

information is very sensitive. We will not disclose your information to others unless you
tell us to do so, or unless the law authorizes or requires us to do so.

The law protects the privacy of the health information we create and obtain in providing
our care and services to you. For example, your protected health information includes
your symptoms, test results, diagnoses, and treatment, health information from other
providers, and billing and payment information relating to these services. Federal and
state law allows us to use and disclose your protected health information for purposes of
treatment and health care operations. State law requires us to get your authorization to
disclose this information for payment purposes.

Examples of Use and Disclosures of Protected Health Information for Treatment,
Payment, and Health Operations

For treatment:
Information obtained by a nurse, physician, or other member of our health care team will
be recorded in your medical record and used to help decide what care may be right for
you. We may also provide information to others providing you care. This will help them
stay informed about your care.

For payment:
We request payment from your health insurance plan. Health plans need information
from us about your medical care. Information provided to health plans may include your
diagnoses, procedures performed, or recommended care.

For health care operations:
We use your medical records to assess quality and improve services. We may use and
disclose medical records to review the qualifications and performance of our health care
providers and to train our staff. We may contact you to remind you about appointments
and give you information about treatment alternatives or other health-related benefits and
services. We may use and disclose your information to conduct or arrange for services,
including:
• medical quality review by your health plan;
• accounting, legal, risk management, and insurance services;
• audit functions, including fraud and abuse detection and compliance programs.
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Your Health Information Rights
The health and billing records we create and store are the property of the practice/health
care facility. The protected health information in it, however, generally belongs to you.
You have a right to:
• Receive, read, and ask questions about this Notice;
• Ask us to restrict certain uses and disclosures. You must deliver this request in

writing to us. We are not required to grant the request. But we will comply with any
request granted;

• Request and receive from us a paper copy of the most current Notice of Privacy
Practices for Protected Health Information (“Notice”);

• Request that you be allowed to see and get a copy of your protected health
information. You may make this request in writing. We have a form available for this
type of request;

• Have us review a denial of access to your health information—except in certain
circumstances;

• Ask us to change your health information. You may give us this request in writing.
You may write a statement of disagreement if your request is denied. It will be stored
in your medical record, and included with any release of your records;

• When you request, we will give you a list of disclosures of your health information.
The list will not include disclosures to third-party payors. You may receive this
information without charge once every 12 months. We will notify you of the cost
involved if you request this information more than once in 12 months;

• Ask that your health information be given to you by another means or at another
location. Please sign, date, and give us your request in writing;

• Cancel prior authorizations to use or disclose health information by giving us a
written revocation. Your revocation does not affect information that has already been
released. It also does not affect any action taken before we have it. Sometimes, you
cannot cancel an authorization if its purpose was to obtain insurance.

For help with these rights during normal business hours, please contact:
Charles Plunkett, 253-984-7247 ext. 10



Home Doctor Enrollment Package - 1/11/2006 9

Our Responsibili ties

We are required to:
• Keep your protected health information private;
• Give you this Notice;
• Follow the terms of this Notice.

We have the right to change our practices regarding the protected health information we
maintain. If we make changes, we will update this Notice. You may receive the most
recent copy of this Notice by calli ng and asking for it or by visiting us at The Home
Doctor�

 Off ice to pick one up.

To Ask for Help or Complain

If you have questions, want more information, or want to report a problem about the
handling of your protected health information, you may contact: Charles Plunkett at MSO
Washington, Inc., at 253-984-7247 ext. 10

If you believe your privacy rights have been violated, you may discuss your concerns
with any staff member. You may also deliver a written complaint to Charles Plunkett at
MSO Washington Inc. You may also file a complaint with the U.S. Secretary of Health
and Human Services.

We respect your right to file a complaint with us or with the U.S. Secretary of Health and
Human Services. If you complain, we will not retaliate against you.

Other Disclosures and Uses of Protected Health Information

Notification of Family and Others
Unless you object, we may release health information about you to a friend or family
member who is involved in your medical care. We may also give information to someone
who helps pay for your care. We may tell your family or friends your condition and that
you are in a hospital. In addition, we may disclose health information about you to assist
in disaster relief efforts. You have the right to object to this use or disclosure of your
information. If you object, we will not use or disclose it.

We may use and disclose your protected health information without your
author ization as follows:

With Medical Researchers—if the research has been approved and has policies to
protect the privacy of your health information. We may also share information with
medical researchers preparing to conduct a research project.

To Funeral Directors/Coroners consistent with applicable law to allow them to carry
out their duties.
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To Organ Procurement Organizations (tissue donation and transplant) or persons
who obtain, store, or transplant organs.

To the Food and Drug Administration (FDA) relating to problems with food,
supplements, and products.

To Comply with Workers’ Compensation Laws—if you make a workers’
compensation claim.

For Public Health and Safety Purposes as Allowed or Required by Law: to prevent
or reduce a serious, immediate threat to the health or safety of a person, or the public; to
public health or legal authorities; to protect public health and safety; to prevent or control
disease, injury, or disability; to report vital statistics such as births or deaths.

To Report Suspected Abuse or Neglect to public authorities.

To Correctional Institutions if you are in jail or prison, as necessary for your health and
the health and safety of others.

For Law Enforcement Purposes such as when we receive a subpoena, court order, or
other legal process, or you are the victim of a crime.

For Health and Safety Oversight Activities; for example, we may share health
information with the Department of Health.

For Disaster Relief Purposes; for example, we may share health information with
disaster relief agencies to assist in notification of your condition to family or others.

For Work-Related Conditions That Could Affect Employee Health; for example, an
employer may ask us to assess health risks on a job site.

To the Military Authorities of U.S. and Foreign Military Personnel; for example, the
law may require us to provide information necessary to a military mission.

In the Course of Judicial/Administrative Proceedings at your request, or as directed
by a subpoena or court order.

For Specialized Government Functions; for example, we may share information for
national security purposes.
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This page, along with pages 2-5 of your election package, must be returned in order
for us to begin seeing you as a patient.

Acknowledgement of Receipt of Privacy Practices Statement
We keep a record of the health care services we provide you. You may ask to see and
copy that record. You may also ask to correct that record. We will not disclose your
record to others unless you direct us to do so or unless the law authorizes or compels us
to do so. You may see your record or get more information about it by contacting Mr.
Charles Plunkett at 253-984-7247 ext. 10

Our Notice of Pr ivacy Practices describes in more detail how your health information
may be used and disclosed, and how you can access your information.

By my signature below I acknowledge receipt of the Notice of Pr ivacy Practices.

Sign Here: ____________________________________ Date: _____________________

Printed Name: _________________________________ Relationship: _______________

Notation, if any, by staff:

This form will be retained in your medical record.


