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Thank you for your interest in becoming a patient with Housecall Providers. Housecall
Providers wants to give our patients, their loved ones, and caregivers the best care
possible. To ensure you have what is needed to enroll in our primary care program, we
have created a step-by-step guide to help you navigate our enrollment process. Please
don’t hesitate to contact Housecall Providers directly at 971-202-5500 and ask to
speak with the intake office with any questions.

Step 1. Determine eligibility

You must check yes to at least one of these boxes:

0 Homebound due to dementia, medical frailty or mobility problems

O Reside in an adult care home or other care communities
If not, please contact our intake team at 971-202-5500 to discuss eligibility before
completing any paperwork.

Step 2: 'Check location

We can see patients in most of the Portland Metropolitan area. If you live further from
the center of the city or are concerned about whether we cover your address, please
visit https://housecallproviders.org/hcp-primary-care/primary-care_service-area/

or call 971-202-5500 before completing this form.

Step 3: [Checkinsurance

We contract with many Medicare Advantage plans, Medicaid plans and accept a limited
number of applicants with traditional Medicare. To check the list of accepted insurances,
please see our website at hitps://housecallproviders.org/hcp-primary-care or call
971-202-5500 before completing this form.
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Step 4. [Paperwork

Complete and sign the following forms:
O New patient enrollment (pages 3-4)
0O Consent (pages 5-6)
O Medical history (pages 7-8)
Incomplete or inaccurate information delays the application process.

Step 5: Key documents

Gather and attach copies of these documents to your application:
O Copy of the front and back of your insurance card
O Medication list, including name, strength and dose of medications
O Advance directive or POLST, if applicable
0O POA/ guardianship documents, if applicable

Step 6: [Submit forms

Review all forms to ensure they are complete and accurate before submission. Submit
forms and key documents to Housecall Providers in one of the following ways:

O Mail to: Housecall Providers Intake Office:

5100 S Macadam Ave, Ste 200 Portland, OR 97239

O Fax to (971) 202-5555

O Email* to intake@housecallproviders.org
Housecall Providers Intake team will contact you within five business days to discuss
enrollment and answer any questions. Please keep seeing your current provider until
Housecall Providers has completed an in-home intake visit with you.
*Email transmissions may not be secure. Contact us at 971-202-5500 before sending
if you want to encrypt your email.
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Patient information:

Patient name (Last, First, M.):

Date of birth: /___/ SSN: - -

Pronouns: Sex at birth: O Male O Female O Intersex
Race: Ethnicity:

Primary language: Interpreter needed: OYes 0ONo
Patient ph: Patient email:

How did you hear about Housecall Providers?

Patient’s residence while on services with Housecall Providers:

Address:

Community name, if applicable:

Community/Caregiver ph: Community/Caregiver fax:

Community/Caregiver email:

O Private home O Assisted living 0O Adult care home O Memory care
O Residential care 0O Group home O Other:

Pharmacy:

Current pharmacy name: Phone:

Address:
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Primary contact for registration follow-up and appointment
scheduling:

Name:
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Ph:
Email:

Relationship to patient: O Self 0O POA/Guardian O Other:

Additional contact 1:
Name:

Ph: Fax:

Email:

Address:

Relationship to patient:
O Emergency contact O Guardian or healthcare proxy 0O Other:

0O Case manager O Name on billing statement:

Additional contact 2:
Name:

Ph: Fax:

Email:

Address:

Relationship to patient:
O Emergency contact 0O Guardian or healthcare proxy 0O Other:

0O Case manager O Name on billing statement:
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New patient enrollment form

Insurance:

Medicare number*: Medicaid number:

*The Medicare number and Medicare Advantage ID number are not the same. If you have a
Medicare Advantage plan, we need both ID numbers.

Primary insurance:

Subscriber name:

Policy number:

Group number:

Secondary insurance:

Subscriber name:

Policy number:

Group Number:

Do you have a group health plan based on your or your spouse’s employment?
OYes ONo

Is this illness/injury due to a work-related accident/condition? OYes ONo
Are you a veteran of the U.S. Armed Forces? 0O Yes 0ONo

Are you receiving Veterans Affairs Services (medical, pharmacy)? O Yes ONo

Billing statements:

O The patient is responsible for the bill

0O Someone else is responsible for the bill — please provide their information below
Name: Ph:

Address:
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Primary care consent form

Before adding someone to the waitlist, we need to obtain consent. There are two ways to provide
us with the necessary signatures.

Please select the option you prefer:

O I'll print this consent form document and mail or fax it back with the application.
O I'd like to receive this consent form by DocuSign so | can sign it electronically.
Emailaddress:

Please review all agreements and consents below before signing below.

| authorize Housecall Providers to deliver home-based medical care to the person identified above.
| understand that all health care interventions | receive from Housecall Providers are in the opinion
of the treating provider deemed medically necessary or advisable. | understand that all health care
interventions recommended are voluntary and that | have the right to refuse treatment or terminate
services at any time by notifying Housecall Providers of my intention to do so. | understand that
Housecall Providers may at any time terminate services provided by notifying me of the termination.

Notice of Privacy Practices
| certify that | have received a copy of the Housecall Providers Notice of Privacy Practices. | under-
stand that this document is also available to me online at www.housecallproviders.org.

Financial agreement and assignment of benefits

At the time of your admission, we will verify your insurance coverage and we will bill your insurance
on your behalf. If at any time your insurance coverage should change, please contact us immedi-
ately to ensure that you will not be billed unnecessarily for our services. Deductibles, co-pays and
co-insurances will be billed to you monthly at the address you provide. We are required to keep
your signature on file authorizing us to bill your insurance carrier for proper consideration of our
claim.

| have read and understand the financial agreement described above. | assign all health benefits to
which | am entitled directly to Housecall Providers for services rendered on my behalf. | understand
that I am financially responsible for all charges, regardless of my insurance coverage.

Agreement to receive chronic care management services
Chronic care management services include:

* Access to my care team 24/7, including telephone access and other non-face to face means
of communication.

* The ability to get routine appointments with my designated PCP or another member of my
care team.

e Care management of my chronic conditions, including timely scheduling of all recommended
preventative care services.
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Primary care consent form

* Medication reconciliation and oversight of my medication management

* Creation of a comprehensive plan of care for all my health issues that is specific to me and
fits with my choices and values

* Management of my care as | move between and among health care providers and settings,
including:
o0 Referrals to other health care providers
o Follow up after | visit an emergency department
o Follow up after | am discharged from the hospital or other facility
o Coordination with home and community-based providers of clinical services

| understand that as part of these services | will receive a copy of my Comprehensive Plan of Care.
| understand that these services are subject to the Medicare deductible and the standard twenty
percent (20%) copay requirement.

| understand that | can revoke this agreement at any time (effective at the end of a calendar month)
and choose, instead, to receive these services from another health care professional after the
calendar month in which | revoke this agreement. Medicare will pay only one physician or other
qualified health care professional to furnish me chronic care management services within a given
calendar month.

| hereby indicate by signature on this agreement that Housecall Providers is designated as my pri-
mary care provider (PCP) for purposes of providing Medicare Chronic Care Management Services
to me and that | will be responsible for payment for those services as outlined by Medicare (CMS).

My signature also authorizes my PCP to electronically communicate my medical information with
other treating providers as part of the care coordination involved in chronic care management.

This designation is effective as of the date below and remains in effect until revoked by me.

| certify that | have read and understand the contents of the Housecall Providers Primary Care
Consent form and voluntarily agree to the conditions outlined within this document. If the pa-
tient is unable to sign this form, | certify that | have assumed responsibility for the patient and

consent to Housecall Providers providing services to the patient on the patient’s behalf.

Patient signature: Date:

Consent to treat, if not the patient

Consenting party name: Relation to patient:
Consenting party address:

Phone number: Email:

Legal representative signature: Date:

To avoid delays, please submit all POA documents with this application.
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Weight: Ibs  Height: ft in

Allergies: O None O Yes, list allergies:

What are your current health concerns?

What are the most important issues you want addressed?

Is there something we should know, but didn’t ask?

Family history
For example, diabetes, breast/colon/ovarian/prostate cancer, heart attack, high blood pres-
sure, alcohol abuse, depression, skin cancer, osteoporosis

Mother:
Father:

Brother(s):
Sister(s):
Children:

O Family history is unknown

Active treating providers*
*Please include this information to help us ensure continuity of care

Most recent primary care provider (PCP):
Name: Clinic:
Ph: Fax:
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Medical history form

Specialist provider 1:
Name:

DOB

Specialty:

Clinic:
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mam Providers

Part of the CareOregon Family

Ph:

Fax:

Specialist provider 2:
Name:

Specialty:

Clinic:

Ph:

Fax:
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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.

This Notice of Privacy Practices describes how Housecall Providers Services, LLC and Housecall Providers
P.C. may use and disclose your protected health information (PHI) to carry out treatment, payment, or
health care operations and for other purposes that are permitted or required by law. It also describes
your rights to access and control your PHI. PHI is information about you, including demographic
information, that may identify you and that relates to your past, present, or future physical or mental
health or condition and related health care services.

We are required by law to maintain the privacy of your protected health information and to give you this
notice. It will tell you about the ways in which we may use and disclose health information about you
and describes your rights and our obligations regarding the use and disclosure of that information.

USES AND DISCLOSURES OF PHI
We may use and disclose health information for the following purposes:

Treatment: We will use and disclose your PHI in order to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with
a third-party. Different personnel in our organization may share information about you and disclose
information to people who do not work for Housecall Providers Services, LLC. and Housecall Providers P.C.
in order to coordinate your care, such as phoning in prescriptions to your pharmacy, scheduling lab work
and ordering x-rays. For example, we would disclose your PHI, as necessary, to a home health agency
that provides care to you. Another example is that your PHI may be provided to a physician, to whom
you have been referred, to ensure that the physician has the necessary information to diagnose or
treat you.

Payment: Your PHI will be used, as needed, to obtain payment for the healthcare services you
receive from Housecall Providers. For example, we may need to give your health plan information
about a service you received here so your health plan will pay us or reimburse you for the service. We
may also tell your health plan about a treatment you are going to receive to obtain prior approval or
to determine whether your plan will pay for the treatment.

Healthcare Operations: We may use and disclose health information about you in order to run Housecall
Providers Services, LLC. and Housecall Providers P.C. and make sure that you and our other patients receive
quality care.

These activities include, but are not limited to, quality assessment activities, employee review activities,
training of medical students, licensing, and conducting or arranging for other business activities. For
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example, we may disclose you PHI to medical students that see patients at our practice. We may use or
disclose your PHI, as necessary, to contact you to remind you of your appointment.

e Fundraising: We may use limited information about you, including your name, address,
telephone number, email, dates of service, treating physician, and contact information
for others involved in your care, to provide organizational news, updates and
fundraising communications. If you do not wish to receive fundraising communications,
or would like to change what communications you receive, please notify us at

info@housecallpreviders-erg—or by advising us of your preference in writing at the
address listed at the bottom of this Notice.

We may use or disclose your PHI in the following situations without your authorization. These situations
include:

To avert serious threat to health and safety, as required by Law, public health issues as required by law,
communicable diseases, health oversight, abuse or neglect, Food and Drug Administration requirements,
legal proceedings, law enforcement, coroners, funeral directors and organ donation, research, criminal
activity, military activity and national security, worker’s compensations, inmates, required uses and
disclosures. Under the law, we must make disclosures to you and when required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance of section 164.500.

We will not use or disclose your health information for any purpose other than those identified in the
previous sections without your specific written Authorization. If you give us Authorization to use or disclose
health information about you, you may revoke that Authorization, in writing, at any time. If you revoke your
Authorization, we will no longer use or disclose information about you for the reasons covered by your
written Authorization, but we cannot take back any uses or disclosures already made with your permission.

PATIENT RIGHTS
You have the following rights regarding health information we maintain about you:

You have the right to inspect and copy your protected health information. You have the right to inspect
and copy your health information, such as medical and billing records, that we keep and use to make
decisions about your care. You must submit a written request to our Compliance Officer in order to inspect
and/or copy records of your health information. If you request a copy of the information, we may charge a
fee for the costs of copying, mailing or other associated supplies. We will notify you of the cost involved and
you may choose to withdraw or modify your request at that time before any costs are incurred. A modified
request may include requesting a summary of your medical record.
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If you request to view a copy of your health information, we will not charge you for inspecting your

health information. If you wish to inspect your health information, please submit your request in writing to
our Compliance Officer. You have the right to request a copy of your health information in electronic form if
we store your health information electronically.

We may deny your request to inspect and/or copy your record or parts of your record in certain limited
circumstances. If you are denied copies of or access to health information that we keep about you, you may
ask that our denial be reviewed. If the law gives you a right to have our denial reviewed, we will select a licensed
health care professional to review your request and our denial. The person conducting the review will not be
the person who denied your request, and we will comply with the outcome of the review.

Right to Amend. If you believe health information we have about you is incorrect or incomplete, you may ask
us to amend the information. You have the right to request an amendment as long as the information is kept
by Housecall Providers Services, LLC. and Housecall Providers P.C. To request an amendment, contact our
Compliance Officer.

We may deny your request for an amendment if your request is not in writing or does not include a reason to
supportthe request. In addition, we may deny or partially deny your request if you ask us toamend information
that:

e We did not create

e |s not part of the health information that we keep

e |s already accurate and complete

e The law restricts your access to inspect and copy

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures”. This is a
list ofthe disclosures we made of medical information about you for purposes other than treatment, payment,
health care operations, when specifically authorized by you and a limited number of special circumstances
involving national security, correctional institutions and law enforcement.

To obtain this list, you must submit your request in writing to our Compliance Officer. It must state a time
period that may not be longer than six years. Your request should indicate in what form you want the list (for
example, on paper, electronically). The first list you request within a 12-month period will be free. For
additional lists, we may charge you for the costs of providing the list. We will notify you of the cost involved
and you may choose to withdraw or modify your request at that time before any costs are incurred.

Right to Request Restrictions. You have the right to request a restriction or limitation on the health
information we use or disclose about you for treatment, payment, or health care operations. You also have
the right to request a limit on the health information we disclose about you to someone who is involved in
your care or the payment for it, like a family member, or friend. For example, you could ask that we not use
or disclose information about a surgery you had.
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e We are not required to agree to your request. If we do agree, we will comply with your
request unless the information is needed to provide you emergency treatment or we are
required by law to use or disclose the information.

e We are required to agree to your request if you pay for treatment, services, supplies and
prescriptions “out of pocket” and you request the information not be communicated to
your health plan for payment or health care operations purposes. There may be instances
where we are required to release this information if required by law.

Right to Request Confidential Communications. You have the right to request that we communicate with you

about medical matters in a certain way or at a certain location. For example, you can ask that we only contact
you at work or by mail.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give

you a copy of this notice at any time. Even if you have agreed to receive it electronically, you are still entitled
to a paper copy.

CHANGES TO THIS NOTICE

We will abide by the terms of the notice of privacy practices currently in effect. We reserve the rightto change
this notice, and to make the revised or changed notice effective for medical information we already have
about you as well as anyinformation we receive in the future. You are entitled to a copy of the notice currently
in effect. We will inform you of any significant changes to this Notice.

BREACH OF HEALTH INFORMATION

We will inform you if there is a breach of your unsecured health information.

If you believe your privacy rights have been violated, you may file a complaint with our office or with the
Secretary of the Department of Health and Human Services at:

Office for Civil Rights Region X - Seattle

U.S. Department of Health & Human Services - Regional Manager
2201 Sixth Avenue - M/S: RX-11

Seattle, WA 98121-1831

Phone 800-368-1019, Fax 206-615-2297, TDD 800-537-7697

To file a complaint with Housecall Providers Services, LLC and Housecall Providers P.C contact our
Compliance Office at 971-202-5500 or compliance@housecallproviders.org.

You will not be penalized for filing a complaint.
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