
PATIENT: _______________________________ _ 
First Name 

Date of Birth: Sex: F 
-----------

Marital Status: Single Married 

Middle Name Last name 

M Social Security number: __ _ 

Divorced Widowed Other 

Mailing Address: _______________ Oty: ______ -----'State: ___ Zip: ____ _ 

Home Phone: ______________ Cell Phone: _________________ _ 
Okay to leave message on: □Home □Cell

Email (for patient portal): __________________________ _ 

Emergency Contact: _____________ Phone: ________ Relationship: _____ _ 

Emergency Contact: ____________ Phone: _________ Relationship: _____ _ 
******************************************************************************************** 

Insurance: {Please provide copy of insurance card(s) 
Primary Insurance: _____________ _ 
ID#: ___________ Group: ____ _ 

Secondary Insurance: ____________ _ 
ID#: ___________ Group: ____ _ 

Advanced Directives (check all that you have in place) 
_DNR LIVING WILL 

_POWER OF ATTORNEY _NONE 

Pharmacy Name: _____________________ Phone: ______________ _

Referring Physician: ___________________ Phone: ______________ _ 

Primary Care Physician: _________________ _ Phone: _____________ _ 

Please list whom we may talk to about your medical condition and/or billing issue: 
Name: ________________ Relationship: ________ Phone: _______ _ 
( ) medical ( ) billing 
Name: ________________ Relationship: ________ Phone: _______ _ 
( ) medical ( ) bill ing 

(a)  I authorize payment of medical benefits to the physician for procedures, testing, medical supplies and rentals for the services rendered and all

future claims. I hereby authorize Assignment of Benefits to Renew Cell Care In the event my insurance carrier does not accept Assignment of

Benefits and payment is made to my representative or me, I will endorse such payments to Renew cell Care

(b) I understand I am fully responsible for all charges not covered by the above insurance carrier(s)

(c)  I understand I have the right to request and receive a Notice of Privacy Practice "H IPAA" from Renew Cell Care

(d) I authorize my insurance carrier, hospital, treatment center, and previous physicians to release any pertinent information regarding my health

care to Renew cell care

Patient signature: ________________________ Date: _________ _ 
By signing you acknowledge and understand the above information, give permission to discuss issues with the 
above l isted and all information provided is  accurate to the best of your knowledge 

____ Initial 



Dear Patient, 

It is our goal to strive to help minimize your deductible and out-of-pocket cost per your calendar/plan 
year. We will apply you for the appropriate grants/co-pay cards depending if you qualify with your 
current household income, diagnosis, current drugs and if there is available funding. It is your 
responsibility to provide us with the appropriate paper work as requested in a timely manner and to 
follow up and stay involved. We do this as a courtesy. 

Grants and co-pay cards can stop or run out of funding at anytime without notice. Although you may 
currently have funding it is not always a guarantee. Your deductible and out-of-pocket cost are your 
responsibility and if at any time your grant/co-pay card is depleted you are still 100% responsible for all 
financial liability of your deductible and out-of-pocket cost associated with your treatment. 

Grant/co-pay cards do not cover your entire treatment regimen. They are very specific to drugs and 
your diagnosis. Most grants/co-pay cards do not cover co-pays, administration fees or supportive drug 
cost. These will be your responsibility. 

I, _____________ _,give permission for Renew Ce l l  Ca re  to apply for financial 
assistance on my behalf via on line or faxed documents. 

First Name: ____________ _ Last Name: ______________ _ 

Social Security Number: ___ - ____ -__ _ 

Marital Status: ____________ _ 

* Previous Year Income:$
---------

US Resident: 

Veteran: 

YES 

YES 

NO 

NO 

Number in Household: _________ _ 

Employment Status: 

I, ______________ , understand that I am 100% liable for my deductible and out- 
of-pocket cost as my insurance states. Any assistance with grants and or co-pay cards is not a guarantee 
and at any time there is no funding available or they will not pay I will pay the amount owed to Renew 
Cell Care. It is also my responsibility to be involved with the process. 

**Patient Signature: ____________________ Date: _____ _ 



Today's Date: 
---------

Last Name: __________ First Name-'-: ________MI: DOB: ------

Primary Care Physician: Phone: ------------------ -----------

Who referred you here: ________________ Phone: ___________ _

Pharmacy: ________ Cross Streets: ___________ City: ______ _
Any known ALLERGIES: NO YES If yes please list below 

Allergy ( drug name) Reaction: Please circle one below: 

mild, moderate, severe 

mild, moderate, severe 

mild, moderate, severe 

mild, moderate, severe 

mild, moderate, severe 

List all medication currently taking: 

Medication name Strength Directions Reason for taking 

1. 
------------

2 . .  ___________ _ 

3. ___________ _

4. 
------------

5 .. ___________ _ 

6. ___________ _

7. ___________ _

8. ___________ _ 

9 .. ___________ _ 

10. __________ _



Name: DOB: 
------- - - ----

Please list any surgeries within the last five years: 

Surgery Date Location 

1. 
- - - -

2. 

,., 
.) . 

List of prior treatments for  the condition you have

Other Medical Conditions 

Condition 

1. 

Treating Physician 

2. 

3. 

4. 

5.



Name: DOB: 
- --------- ----

Marital Status ( circle one): Single 

Social History 

Married Widowed Divorced Separated 

Lifetime Occupation: ________________ _

Work Status: Working Retired Disabled 

Advanced Directives (circle all that apply): Living Will Power of Attorney DNR 

If yes, how much: ________ _
If yes please specify: ________ _ 
If yes, packs per day: 

---

Significant Other 

Do you currently drink? YES 
Any illicit dmg use? YES 
Do you currently smoke? YES 
Have you ever smoked? YES 
How long did you smoke? __ 

NO 
NO 
NO 
NO If yes, and you no longer smoke, answer the following: 

Any HIV risk? YES 
years 

NO 
how many packs per day: __ Year Discontinued: 

----

If yes please specify: 
----- -----

Describe the current condition you are wishing to be treated:





Acknowledgement of NPP & Authorization to Release PHI 

This Organization has published a HIPAA 'Notice of Privacy Practices' (NPP). I have been informed and provided a copy of the 

NPP. Please check one item below: 

NPP Provided NPP Previously Provided ___ NPP Declined 

The Patient agrees that this Organization may disclose the following types of information if contained in the Patient's medical -

billing records (please initial the appropriate categories): 

___ HIV/ AIDS Information Mental Health Information Substance Abuse Information 

___ Sexually Transmitted Disease Information ___ Pregnancy Information (if Patient under Age 18) 

Medical Information 

This Organization will utilize the patients address and telephone numbers for communications unless an alternate form of 

communications (please initial and complete appropriate items below): 

E-mail

Fill in appropriate e-mail address: _______________ _ 

___ Regular mail with security envelopes 

___ Via other telephone number _______________ _ 

At all times the patient has the right to revoke this Consent by submitting the revocation in writing. The revocation shall be effective except 

to the extent that this Organization has already taken action in reliance upon this Consent. 

This Organization may refuse to treat the Patient if he/she (or authorized representative) does not sign this Consent form. This Organization 

has the right to refuse further treatment after the time this Consent is revoked (except to the extent this Organization is r equired to provide 

treatment under the law). 

I HAVE READ AND UNDERSTAND THE INFORMATION IN THIS CONSENT. I HAVE RECEVIED A COPY OF THIS CONSENT, AND AM THE 

PATIENT OR AUTHORIZED TO ACT ON THEIR BEHALF TO SIGN THIS SEALED DOCUMENTVERIFYING CONSENT TO THE ABOVE STATED 

TERMS. 

Print Name 

Patient or Legally Authorized Representative 

Relationship to Patient If Signed By Another Party 

________ AM / PM 

Date Time 

799 EAST HAMPDEN AVENUE SUITE . 500 · ENGLEWOOD. COLORADO 80 I I 3 

PHONE 303.953.7400 / 303-788-8675 · 

FAX 833-944-0487 / 303-788-8489 



NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND THE 

RIGHTS YOU HAVE PERTAIN YOUR HEALTH INFORMATION. 

About us 

In this notice, we use terms like "we", "us", "our", which refers to Renew Cell Care, the physician and 

employees. 

Purpose of this Notice 

This notice describes how we may use and disclose your health information to carry out treatment, payment 

or health care operations and for other purposes that are permitted or required by law. This notice also 

outlines our legal duties for protecting the privacy of your health information and explains your rights to have 

your health information protected. We will create a record of services we provide you and this record will 

include your health information. We need to maintain this information to ensure that you receive quality care 

and to meet certain legal requirements related to providing you care. We understand that your health 

information is personal and we are committed to protecting your privacy and ensuring that your health 

information is not used inappropriately. 

Our Responsibilities 

We are required by law to maintain the privacy of your health information and provide you notice of legal 

duties and privacy practices with respect to your health information. We will abide by the terms of this notice 

How we may Use or disclose our Health Information 

The following categories describe examples of the way we use and disclose your health information. 

For Treatment: 

We may use your health information to provide you with medical treatment or services. We may also disclose 

your health information to other treating physicians or other health care providers to ensure they have all 

information needed for purpose of consultation and or to diagnose and treat you. 

For Payment: 

We may disclose your health information to insurance companies in order for us to be reimbursed for services 

rendered. We may also share your information with pharmaceutical companies for patient 

assistance programs in order to assist you in obtaining payment for your care. 

For Health Care Operations: 

We may use and disclose your health information in order to support our business activities such as training of 

medical students, necessary credentialing and other essential activities. We will have you sign in at the front 

desk and we may call your name in the waiting room for your appointment. We may disclose your 

information to a third party that performs services such as billing and collections. All parties will enter into a 

written agreement to ensure your health information is protected. 

Appointment Reminders: 

We may use and disclose your health information in order to contact you to remind you of an upcoming 

appointment for treatment. 





We may disclose your health information to military command authorities if you are or where a member of 

the Armed Forces. 

National Security: 

We may disclose your health information to authorized federal officials for any national security activities 

authorized by law. 

Inmates: 

We may disclose your health information, if you are an inmate of a correctional institution or under the 

custody of the law, to assist in providing you health care, protecting your health and safety for yourself and or 

others. 

Research: 

We may disclose your health information for research purposes if you are enrolled in a research program. All 

research programs are subject to guidelines and processes to protect your information in you are enrolled in a 

research protocol. We may also disclose your health information to people who are preparing to conduct a 

research project. We may give them information to help them look for patients with specific medical needs 

that met the protocol of a particular research project. 

There may be other uses and disclosures of your medical information not mentioned by this notice. We will 

only disclose your health information if you authorize us to disclose the information. If you authorize us to use 

or disclose your information, you may, at anytime revoke that authorization in writing. If you revoke your 

authorization, we will no longer use or disclose your health information as you specify, except to the extent 

that we have to comply with federal, state and local laws. 

Your Rights Regarding Your Health Information 
You have the following rights regarding your health information that we maintain about you: 

Right to Request Copies and or Review: 

You have the right to review and receive a copy your health information about your care. This includes your 

medical information as well as billing information. This does not include information that is collected in 

anticipation of, or use in, a civil, criminal or court proceeding. To review or receive a copy of your health 

information you must submit your request to management of Renew Cell Care. Please note: If you request 

copies of your health information, we may charge a fee for the cost of copying, preparing and mailing the 

requested documents. 

We may deny your request to review and copy your records in certain circumstances. If you are denied access 

to your health information you may request that the denial be reviewed by a licensed health care professional 

chosen by Renew Cell Care. We will comply with the outcome of the review. 

Right to Amend: 

You have the right to request we amend your information if you feel that your health information in incorrect 

or incomplete. To request an amendment you must submit your request to the management of Renew Cell 

Care, these forms are available at the reception desk. We may deny your amendment request, if this occurs, 

you will be notified of the denial reason and given the opportunity to file a written statement of disagreement 

with Renew Cell Care. 



Right to Requ est Restrictions: 

You have the right to specify or restrict how we use and disclose your health information for treatment, billing, 

payment or other health care operations. Please note: We are not required to agree with your request, if the 

information needed is for emergency treatment or required by law. To request restrictions you must submit 

in writing to the management of Renew Cell Care. 

Right to Requ est Confidential Communications: 

You have the right to request that we communicate with you in a certain manner. For example you may 

request we only communicate/contact you at work or by email. To request confidential communications you 

must make your request in writing to the management of Renew Cell Care 

Right to an Accounting of Disclosu res: 

You have the right to request an accounting of certain disclosures we make of your health information. 

Certain disclosures need not be included such as those made for treatment, payment or health care 

operations. To request and accounting of disclosures you must request in writing to the management of 

Renew Cell Care. Your request must state the time period you would like to be disclosed. 

Right to a copy of this Notice: 

You have the right to receive a copy of this notice at any time, even if you previously received this notice. 

Changes to this Notice 

We reserve the right to changes the terms of this notice at any time. We reserve the right to make the new 

notice provisions effective for all health information we currently have or will obtain in the future. If any 

changes are made to our privacy practice we will promptly notify you. 




