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Office Number - (276)647-5133

2202 Daniels Creek Rd
Collinsville, VA 24078

United States

Patient Demographics

First Name: _______________________ Middle Name:____________________

Last Name: _________________________________ Suffix:________________

Sex: Male or Female DOB:_____________

Primary Phone Number: ___________________________

Email Address: __________________________________

SSN: _________-________-________

Address:_________________________________________________________

________________________________________________________________

________________________________________________________________

Marital Status: ____________________________________________________

Hispanic or Latino: ___________________ Ethnicity: _____________________

Sexual Orientation: ____________________________

Gender Identity: _______________________________

Race: _________________________ Language: ________________________

Pharmacy: _______________________________________________________



Total Healthcare
Office Number - (276)647-5133

2202 Daniels Creek Rd
Collinsville, VA 24078

United States

Emergency Contact

Emergency Contact Name: __________________________________________

Relationship to: ______________________ Phone Number: _______________

Discuss Medical Information

Name/Relationship/Phone Number: ___________________________________

Name/Relationship/Phone Number: ___________________________________

Name/Relationship/Phone Number: ___________________________________

Who will be financially responsible for you?

❏ Myself
❏ Same as Emergency Contact
❏ Other: _____________________________________________________

Method of Payment

❏ Self Pay
❏ Insurance



Total Healthcare
Office Number - (276)647-5133

2202 Daniels Creek Rd
Collinsville, VA 24078

United States

____ CONSENT TO EVALUATION AND TREATMENT:
I hereby authorize Total HealthCare, PLLC, to perform and hereby consent to such medical
treatment and examinations relative to my injury/illness or physical examination as deemed
necessary by the healthcare provider. I understand that I have the right to refuse any procedure
or treatment, and I have the right to discuss all medical treatments with my healthcare provider.

____ NO GUARANTEE:
I am aware that the practice of medicine is not an exact science, and I acknowledge that no
guarantees have been made as to the result of any procedures, treatments, or examinations.

____ CHRONIC PAIN MANAGEMENT:
I understand that I will commit with the healthcare provider at Total HealthCare, PLLC to
determine a plan for any chronic pain management. No long term chronic pain medication will
be prescribed by the healthcare provider unless deemed medically necessary. I agree with other
forms of treatment recommended by Total HealthCare by working in conjunction with other
providers.

____ DEEMED CONSENT FOR BLOOD TESTING:
I understand that under Virginia law, if a healthcare provider, a person employed by, under the
direction of, or control of a healthcare provider, is directly exposed to body fluids of a patient that
may transmit viruses causing HIV or Hepatitis B or C, the patient will be deemed to have
consented to testing for HIV and Hepatitis B and C, and to the release of such test results to
the person who was exposed. (Exposure could occur due to an accidental needle stick.)
Patients who test positive will be afforded the opportunity for individual face-to-face disclosure of
test results and appropriate counseling.

____ ASSIGNMENT AND PROMISE TO PAY:
In consideration of medical services to be rendered to me at my request, I assign to the clinic, to
the extent necessary to satisfy any outstanding debts, the right to receive all sums payable by
me, or on my behalf under the terms of any health or liability policy or other arrangement, or
plan with a third party that provides for payment for medical or healthcare services, or policy of
insurance, or pursuant to any settlement or judgment arising out of or related to any incident
which caused the admission or medical treatment. I understand that I owe and unconditionally
agree to pay to the clinic the full amount charged for the services rendered to myself or my child
that are not paid on my behalf by a third party, within 60 days of the date medical services were
rendered. I further agree to pay reasonable attorney fees and collection costs if my account is
placed for collection.
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____ RELEASE OF INFORMATION:
I authorize the clinic to release any and all patient medical and billing information to any provider
involved in my treatment; to any healthcare facility to which I/the patient is discharged or
transferred to for treatment; to affiliates of Total HealthCare, PLLC, for purposes of treatment,
billing, quality assessment, collection, or defense of litigation or anticipated litigation; and to any
insurance company, review organization or other entity, which is directly or indirectly responsible
for payment or review of services provided by the clinic. I consent to use and disclose my
protected health information to carry out treatment, payment, or healthcare operations by the
affiliates of Total Healthcare, PLLC.

Total HealthCare, PLLC, is required by law to inform an appropriate agency or individual in
cases where the provider believes that you or another person is at risk of harm or in cases of
abuse of children, elderly, or the mentally disabled; in addition, Total HealthCare, PLLC, is
required to comply with a subpoena or court order to provide medical records.

____ MEDICARE LIFE-TIME SIGNATURE AUTHORIZATION AND ASSIGNMENT:
I request that payment of authorized Medicare/ Medicaid benefits be made on my/the patient’s
behalf for any services furnished by or in the clinic, including provider services. I authorize any
holder of medical or other information about me to release to the Centers of Medicare and
Medicaid Services, the Virginia Department of Medical Assistance Services, and their agents,
any information needed to determine these benefits or benefits for related services. I assign the
benefits payable for provider and other medical services to the provider or organization to
submit a claim to Medicare and/or Medicaid for payment. I understand that I/the patient am
responsible for any deductibles, co-payments, and any applicable percentage of remaining
charges.

____ VALUABLES:
I understand that Total HealthCare, PLLC, will not be responsible for any valuables or other
such personal property left unattended in the clinic. Accordingly, I assume the risk of loss or
theft of any personal property not deposited with the clinic for safekeeping and agree to hold
Total HealthCare, PLLC, harmless from any and all liability which may result from the loss of any
such personal property.

CERTIFICATION AND ACKNOWLEDGEMENT:
By signing this form, I certify that all foregoing information and all information supplied by me as
part of the admission/registration process is correct.

Sign _____________________________________________________ Date _____________
I am the parent/legal guardian of this patient



‭Total Healthcare‬
‭Office Number - (276)647-5133‬

‭2202 Daniels Creek Rd‬
‭Collinsville, VA 24078‬

‭United States‬

‭PRIVACY OFFICIAL OF TOTAL HEALTHCARE, PLLC‬
‭2202 Daniels Creek Rd‬
‭Collinsville, VA 24078‬
‭(p) 276-647-5133‬
‭(f) 276-647-5135‬

‭EFFECTIVE DATE: October 5, 2020‬
‭Last Updated: 10/5/20‬

‭PATIENT ACKNOWLEDGEMENT FORM‬

‭Our Notice of Privacy Practices (Notice) provides information about how we may use and‬
‭disclose protected health information about you. The Notice contains a Patient Rights section‬
‭describing your rights under the law. You have the right to receive and review our Notice before‬
‭signing this acknowledgment. As provided in our Notice, the terms of our Notice may change. If‬
‭we change our Notice, you may obtain a revised copy by contacting our office or you will receive‬
‭a new notice the next time you are treated at our office.‬

‭The practice provides this form to comply with the Health Information Portability and‬
‭Accountability Act of 1996 (HIPAA).‬

‭By signing this form, you acknowledge that you have been informed of our uses and disclosures‬
‭of protected health information about you for all the purposes set out in our Notice.‬

‭By signing this form, you also acknowledge that a copy of our Notice has been provided to you,‬
‭that you understand the contents of our Notice and how it applies to you, and that all of your‬
‭questions regarding the contents of your Notice have been answered.‬

‭X______________________________________________________________________‬
‭I am the parent/legal guardian of this patient‬
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Cancellation/No-Show Appointment Agreement

I, ___________________________________, am aware and agree that if I am unable to
keep my appointment with Total HealthCare that I will notify the office 24 hours prior to
the scheduled appointment. Total HealthCare understands that this may not always be
possible, and as a result, Total HealthCare will allow (3) missed appointments before
dismissal from the practice is considered.

I understand that not providing a 24 hour notice may prevent other patients from
receiving the care they need in a timely manner.

I understand it is the expectation that I arrive 10 minutes prior to my scheduled
appointment to prevent any delays in care.

_______________________________________ ______________________
Signature of Parent/Responsible Party Date

Revised: December 2024
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Authorization to Release Medical Records

Name: _________________________________________ Date of Birth: ______________________

Address: __________________________ Phone: _________________________
________________________________________

I hereby authorize: I hereby authorize Total HealthCare
to release my medical record
information to:

___________________________________ Name:
(name of provider/facility) _____________________________________

Phone: _______________ Fax: ________________
to release information from my medical Address:
record to: ______________________________________

______________________________________

Phone:______________ Fax: ______________
Total Healthcare
2202 Daniels Creek Rd.
Collinsville, VA 24078
P: (276) 647-5133 eFax: 276-647-5135

I authorize disclosure of the following specific information (include dates of service):
____________________________________________________________________________
____________________________________________________________________________

My purpose/use of the information is for:
Personal Use
Continuation of Care
Transfer of Care
PCP review

Signature: ______________________________________________ Date: ______________________

Signature: ___________________________________________ Date: _____________________
(If patient is unable to sign, signature of Patient’s
Legal Guardian, or Personal Representative of Patient’s Estate)

Revised: May 2024



New Patient Medication List

**Any additional medications can be written on the back. We ask
that you still bring in your medication bottles with you

at your initial visit.**
Medication Name Dosage Instructions Reason for taking



New Patient Complete Medical History Total HealthCare
2202 Daniels Creek Rd.

Please complete the form to the best of your ability Collinsville, VA 24078

Head

Trauma

Eyes

Blindness
Cataracts
Glaucoma
Wears glasses/contacts

Ears

Hearing aids

Nose/Sinuses

Allergic Rhinitis-immune system
reacting to an allergen as if it were
harmful.
Sinus infections-occur when fluid builds
up in the air filled pockets in the faces
(sinuses).

Mouth/Throat/Teeth

Dentures

Cardiovascular

Aneurysm-an abnormal bulge or
ballooning in the wall of a blood vessel.
Angina-Type of chest pain cause by
reduced blood flow.
DVT- Deep vein thrombosis(is a
medical condition that occurs when a
blood clot forms in a deep vein.)
Dysrhythmia-improper beating of heart
too fast or too slow.
HTN (High Blood Pressure.)
Murmur-sounds such as whooshing or
swishing throughout the heart.
Myocardial infarction-Heart attack.
Other heart disease

Respiratory

Asthma

Bronchitis
COPD - Bronchitis/Emphysema
Pleuritis- inflammation of tissues that
line the lungs and chest cavity.
Pneumonia

Gastrointestinal

Cirrhosis
GERD
Gallbladder disease
Heartburn
Hemorrhoids
Hepatitis
Hiatal hernia
Jaundice
Ulcer

Genitourinary

Hernia
Incontinence-Loss of bladder control.
Nephrolithiasis-kidney stone.
Other kidney disease
STDs-sexually transmitted disease.
UTI(s)-urinary tract infections.

Musculoskeletal

Arthritis
Gout-Common form of inflammatory
arthritis that is very painful.
M/S injury-Multiple Sclerosis-cause
damage to nerve fibers in the central
nervous system.

Skin

Dermatitis-Skin inflammation that may
cause skin blister, ooze, crust, or flake
off.
Mole(s)
Other skin condition(s)
Psoriasis-patches of thick red skin and
silvery scales.



New Patient Complete Medical History Total HealthCare
2202 Daniels Creek Rd.

Please complete the form to the best of your ability Collinsville, VA 24078
Neurological

Epilepsy-a disorder in which cell
activity in the brain is disturbed causing
seizures.
Seizures-a sudden uncontrolled burst of
electrical activity in the brain.
Severe headaches, migraines
Stroke-occurs when something blocks
the blood supply to part of the brain or
when a blood vessel in the brain bursts.
TIA-Transient Ischemic Attack-A stroke
that lasts only a few minutes.

Psychiatric

Bipolar disorder
Depression
Hallucinations, delusions
Suicidal ideation
Suicide attempts
Anxiety
Panic disorder

Endocrine

Goiter-irregular growth of the thyroid
gland.
Hyperlipidemia-your blood has too
many lipids or fats, such as cholesterol
and triglycerides.

Hypothyroidism-happens when the
thyroid gland doesn't make enough
thyroid hormone.
Thyroid disease-a variety of disorders
that can result in the gland producing
too little thyroid hormone or too much.
Thyroiditis-Swelling of the thyroid
gland.
Type I DM-Diabetes type I.
Type II DM -Diabetes type II.

Heme/Onc

Anemia
Cancer

Infectious

HIV
Tuberculosis (dz)
Tuberculosis (exposure)

Other:_______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________



New Patient Complete Medical History Total HealthCare
2202 Daniels Creek Rd.

Please complete the form to the best of your ability Collinsville, VA 24078

Past Surgical History

Common Surgeries

Aneurysm repair

Appendectomy

Back surgery

Bariatric surgery/gastric bypass

Bilateral tubal ligation

Breast resection/mastectomy

CABG

Carotid endarterectomy/stent

Carpal tunnel release surgery

Cataract/lens surgery
Cesarean section

Cholecystectomy/bile duct surgery

Dilation and curettage

Hemorrhoid surgery

Hip arthroplasty

Hip replacement

Hysterectomy

Inguinal hernia repair

Knee arthroplasty

LASIK

Laminectomy

Nasal surgery

PTCA/PCI

Pacemaker/defibrillator

Prostate surgery

Prostatectomy

Rotator cuff surgery

Sinus surgery
Skin cancer excision

Spinal fusion

TAH-BSO

TURP

Tonsillectomy/Adenoidectomy

Vasectomy

Other:________________________________________________________________________________

Medication Drug Allergies:____________________________________________________

Reaction:___________________________________________________________________



New Patient Complete Medical History Total HealthCare
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Please complete the form to the best of your ability Collinsville, VA 24078

Social History:

Tobacco

Current everyday smoker

Current some day smoker

Former smoker

Heavy tobacco smoker

Light tobacco smoker

Never smoker

Smoker, current status unknown

Unknown if ever smoked

Alcohol

Do not drink

Drink daily

Frequently drink

Hx of Alcoholism

Occasional drink

Drug Abuse

IVDU (IV Drug Use)

Illicit drug use

No illicit drug use

Cardiovascular

Eat healthy meals

Regular exercise

Take daily aspirin

Safety

Household Smoke detector

Keep Firearms in home

Wear seatbelts

Sexual Activity

Exposure to STI

Homosexual encounters

Not sexually active

Safe sex practices

Sexually active

Birth Gender

Male

Female

Undifferentiated



New Patient Complete Medical History Total HealthCare
2202 Daniels Creek Rd.

Please complete the form to the best of your ability Collinsville, VA 24078
Please check off all that applies and be detailed.

Family History

Medical Condition Mother

Alive
Deceased
Age____

Father

Alive
Deceased
Age____

Maternal
Grandmother

Alive
Deceased
Age_____

Maternal
Grandfather

Alive
Deceased
Age_____

Paternal
Grandmother

Alive
Deceased
Age_____

Paternal
Grandfather

Alive
Deceased
Age_____

No Health Concern

Diabetes

Hypertension

High cholesterol

Asthma

COPD

Breast Cancer

Colon Cancer

Prostate Cancer

Uterine Cancer

Other Cancer

Alzheimer’s disease

Bleeding disorder

Arthritis

Heart Attack

Mental Illness

Stroke

Other


