
HAMPDEN PHYSICIAN ASSOCIATES 
3456 TRINDLE ROAD, CAMP HILL, PA- 17011 

 REGISTRATION FORM 
 

 
♦»»» Patient/ Guardian signature: _______________________________________  Date: __________________________ 

 

Today’s date: PCP: 

PATIENT INFORMATION 

Patient’s last name: First: Middle:  Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

 Single / Mar / Div / Sep / Wid 

Is this your legal name? If not, what is your legal name? (Former name):               Date of Birth: Age: Sex: 

 Yes  No                  /              /                               M  F 

Street address: Social Security no.: Home phone no.: 

  (                ) 

City: State: Zip Code: Cell Phone No: 

   (                ) 

Occupation: e-mail (for patient portal):  Work phone no: 

  (                 ) 

Other family members seen here:  

INSURANCE INFORMATION 

(P lease give your insurance card & driver’s license to the receptionist for scanning) 

Person responsible for bill: Date of Birth: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 
Is this patient covered by 
insurance?  Yes  No  

Please indicate primary insurance  Primary 

 Welfare (Please provide coupon)  Other 

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-payment: 

         /       /   $ 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

IN CASE OF EMERGENCY 

Name of local friend or relative: Relationship to patient: Home Phone no : Cell phone no : 

  (          ) (          ) 

• The above information is true to the best of my knowledge. I certify that I, and/or my dependent(s) have insurance coverage with above 
named insurance company(ies) and assign directly to physician(s) all insurance benefits, if any, otherwise payable to me for services 
rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature 
on all insurance submissions. The physician(s) may use my health care information and may disclose such information to the above-named 
insurance company (ies) or their agents for the purpose of obtaining payment services and determining insurance benefits or the benefits 
payable for related services. I understand that I am financially responsible for any balance. I also authorize Hampden Physician Associates or 
insurance company to release any information required to process my claims.  I grant permission to my physician to view my prescription 
history from external sources: - YES / NO 

• I acknowledge that I have read and agree to HIPPA policy provided to me by Hampden Physician Associates. 
 



Protected health Information (PHI) & Acknowledgement of Receipt of Notice 
of Privacy Practices 

Hampden Physician Associates, 3456 Trindle Road, Camp Hill, PA-17011 

Phone: 717-635-2073 Fax; 717-635-2074 

 

 
• I authorize Hampden Physician Associates to contact me / leave Protected Health information 

(PHI) messages by following means:  (Please check all that apply) 
 

Home phone/Answering machine: □Yes □No Phone Number:  __________________   
 

Cell Phone (Voice/ Text message) □Yes □No Phone Number: ___________________ 
 

Email (patient portal)   □Yes □No  email: ___________________________ 
     

• I further authorize Hampden Physician Associates to discuss with or disclose my personal health 
information (PHI) to the following individual/s as requested by me. I can further withdraw this 
request any time by sending a written request to Hampden Physician Associates. 

 
1). __________________________________   2). ____________________________________ 
 
Phone: ______________________________ Phone: ________________________________ 
 

 
Patient signature: __________________________                Date: ______________________________ 
 
 
I acknowledge that I have read and understand HAMPDEN PHYSICIAN ASSOCIATE’s Notice of Privacy 
Practices containing a description of the uses and disclosures of my health information.  I further understand that 
Hampden Physician Associates may update its Notice of Privacy Practices at any time and that I may receive a copy 
of current Hampden Physician Associate’s Notice of Privacy Practices by submitting a request in writing. 
 
_____________________________________ 
Print Patient Name 
 
 
_____________________________________   ________________________ 
Patient Signature       Date 
 
If completed by patient’s personal representative, please print name and sign below. 
 
 
_____________________________________   ________________________ 
Printed Patient Personal Representative Name   Relationship to Patient 
 
 
_____________________________________   ________________________ 
Patient Personal Representative Signature    Date 



 

HAMPDEN PHYSICIAN ASSOCIATES                 
3456 Trindle Road                                                                                                                                            Namrata Haldipur, M. 

  Camp Hill, PA 17011                                                                                                                             Harinidevi Krishnan, M.D. 
      Phone: (717) 635-2073 Fax: (717) 635-2074  

                         
        FINANCIAL POLICY   

 
Thank you for choosing Hampden Physician Associates for your care. The following is a statement regarding 
our financial policy. Please read and sign prior to any treatment.  
 
INSURANCE 
 We accept assignments for most major insurance companies. We will submit the medical services claim to 
your insurance carrier if you have given us all the required information. We must have the correct policy, 
group, ID, or claim numbers along with a correct billing address, and correct date of birth for both the card 
holder and subscriber. Please be aware that some and perhaps all of the services provided may be “non-
covered.” Some companies arbitrarily select certain services they will not cover.  

- If you receive a denial from your insurance, and you believe they should have paid, it is YOUR 
responsibility to contact them.  

- You will receive a monthly statement on any balance not covered by your insurance. Any balance that 
is 45 days past due will be turned over to the collection agency.  

- Copay is due at the time of service. If you do not have your co-pay, we may have to reschedule 
your visit. The co-pay is part of your contract with your insurance carrier and therefore your 
responsibility. If we need to bill you for the co-pay, there may be a $10 charge for the billing.  

- You are responsible for knowing whether or not your policy has a high deductible, or coinsurance 
responsibilities that you must meet.  

- If you have a financial problem and need to discuss a payment plan, please speak to our billing 
manager. We accept Visa, MasterCard, Discover, American Express, Debit, check and cash payments. 
Returned checks will be subject to a $30 Bank fee.  

  
IMP: If you had a previous collection balance or are presently in collection, the physician may use his or her 
discretion to see you again. It may be required that you pay your previous balance in full prior to being seen. 
You will be responsible for payment of the office visits, co-pay, deductible, etc on the day of the visit.  
 
MINOR PATIENTS 
The parent/guardian/adult accompanying a minor child is responsible for payment. Any child 18 or over is 
legally an adult and responsible for his/her bill. (Regardless of attending college, living at home, or being 
covered by parents’ insurance). Please check your insurance policy to determine which company is primary 
before your appointment. In divorce cases, the parent who brings the child in for services is the responsible 
party.  
 
If you have any questions about the above information or any uncertainty regarding your coverage, PLEASE 
don’t hesitate to ask us. We are here to help.  
 
I HAVE READ THIS FINANCIAL POLICY AND I UNDERSTAND AND AGREE TO IT.  
 
 
_____________________________________________                   Date: ________________________________ 
     Signature of Patient or Responsible Party   



HEALTH HISTORY QUESTIONNAIRE



HEALTH HISTORY QUESTIONNAIRE



HEALTH HISTORY QUESTIONNAIRE



_
_ 

 

I understand the information in my health record may include information relating to sexually transmitted disease, 
acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include 
information about behavioral or mental health services, and treatment for alcohol and drug abuse. 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION 
Patient Name:  Date of Birth:  

 

Phone: H)   
 

Address:   

Phone: W)   
 
City/State/Zip:   

Please Note: Copy Fee May Be Charged for Medical Records 
 

Above listed patient authorizes the following healthcare facility to make / receive record disclosure: 

Facility Name: H a m p d e n  P h y s i c i a n  A s s o c  

Facility Address: 3456 Trindle Road 

City, ST, Zip:  Camp Hill, PA-17011 

Dates and Type of information to disclose: 
 2 years prior from the last date seen (by default) 
 Dates Other:   
 Specific Information Requested: 

 

Facility Phone: 717-635-2073 

Facility Fax: 717-635-2074 

 
The purpose of disclosure is: 
 Change of Insurance or Physician 
 Continuation of Care (e.g., VA Med Ctr) 
 Referral 
 Other  

RESTRICTIONS: Only medical records originating through this healthcare facility will be copied unless otherwise requested. This 
authorization is valid only for the release of medical information dated prior to and including the date on this authorization unless 
other dates are specified. 

This information may be disclosed and used by the following individual or organization: 
Release To / From:   

Address:   

City, State, Zip:     Pick up or Mail CD. 

Fax:   Phone:     Please fax records. 

I understand I may revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing 
and present my written revocation to the health information management department. I understand that the revocation will not 
apply to information that has already been released in response to this authorization. I understand that the revocation will not 
apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless 
otherwise revoked, this authorization will expire on the following date, event, or condition:  . 
If I fail to specify an expiration date, event, or condition, this authorization will expire 1 year from the date signed. 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need 
not sign this form to assure treatment. I understand that I may inspect or obtain a copy of the information to be used or disclosed, 
as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized 
redisclosure, and the information may not be protected by federal confidentiality rules. If I have questions about disclosure of my 
health information, I can contact the authorized individual or organization making disclosure. 

I have read the above foregoing Authorization for Release of Information and do hereby acknowledge that I am 
familiar with and fully understand the terms and conditions of this authorization. 

 
X    
Signature of Patient / Parent / Guardian or Authorized Representative Date 
(Guardian or Authorized Representative must attach documentation of such status.) 

 
Printed name of Authorized Representative Relationship / Capacity to patient 

 
Address and telephone number of authorized representative 
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