Jodie Skillicorn, DO
Patient Information:



Date: ________________

First Name _________________ Last Name __________________________________ DOB___________________
Address: _____________________________​​____ City: ​​​​​​​​​​​​​​​​​​​​​​​​​________________________ State: _____  Zip: __________

Home Phone: _________________________   Cell: __________________  Please circle preferred number 
Personal E-Mail Address:  _________________________________________________________________________  

Referring Source:  _______________________________________________________________________________
Additional Information:
Emergency Contact Name: __________________________________ Relationship to Patient:  __________________
Phone Number for Emergency Contact:  ______________________________________________________________

Family Doctor:  ______________________________________  Phone #:  __________________________________

I am aware of HIPAA privacy guidelines and have been offered a copy of this document. I understand my rights regarding the protection of my personal health information (PHI). I understand that I have a right to revoke the above authorization at any time.

Patient or Guardian Signature: _____________________________________________________________________
Assignment and Release:

1. Self Pay: I understand that Dr. Skillicorn does not accept my insurance. I further understand that I am responsible for full payment at time of service and for appointments cancelled with less than 24 hour notice.
      Signature of Responsible Party: ________________________________________________________

2. Signature to Release Information to Insurance: I hereby authorize Dr. Jodie Skillicorn to furnish information on my behalf to insurance companies if requested.

Signature of Responsible Party: ___________________________________________________________
Consent for Treatment: I authorize Jodie Skillicorn, DO to provide medical care for me. This may include, but is not limited to evaluation of medical issues, diagnostic testing, counseling, prescribing of medications/supplements and other services.

Patient or Guardian Signature: __________________________________________________________________
Office Policy Contract: I have been given a copy of the office policy contract for Dr. Jodie Skillicorn explaining fees and office policies, including issues of confidentiality, cancellation and prescription refill polices as well as how to contact Dr. Skillicorn, and what to do in an emergency situation. I have reviewed and understand these policies.

Signature of Responsible Party: ___________________________________________________________________

PATIENT CANCELLATION AND NO SHOW POLICY

In order to provide the best possible care, please do your best to keep your scheduled appointments. Life happens, however, and if you need to reschedule or cancel please give me a 24 hour notice. Please call or text at 330-715-9282  to let me know with as much notice as possible.
“No shows” and last minute cancellations leave empty appointment times that others could have used, so patients that do not show up will be charged a cancellation fee as follows:

· If given less than 24 hours notice, there will be no charge the first time, a $100 fee the second time and a full appointment fee for further cancellations. 

· Multiple no shows will result in discharge from the practice.

I understand that I will need to pay my missed appointment fee before I can make another appointment.  

Signature: __________________________________________  Date: ____________
ELECTRONIC COMMUNICATIONS RELEASE
Email and texting offers an easy and convenient means of communication, however, please recognize that email is not confidential.

· Emails may be copied and become part of your medical record

· Email and texts are never appropriate for urgent or emergency issues. In an emergency please call “911” or go to the nearest emergency room if you cannot immediately get in touch with me by phone. Please know I will get back to you as soon as I am able if you leave a message letting me know it is an urgent matter, but as I am seeing patients during the day it is not possible to reply immediately.

If you choose to communicate with me electronically please sign below to acknowledge that you understand the limitations of confidentiality.

Signature: _________________________________________ Date: _________________

