William J, Helms, M.D,
Dermatology Clinic

P.0. Box 804
Russellville, AR 72811
(479) 968- 8940 Fax: (479) ?68-8901

To better serve you, our patient, _
We would like to invite you to aceess our

Patient Portal
‘Which can be found at

helms.ema.md

Your usemame will be: ©
= The capitalized first letter of your first name
- The capitalized first letter of yout last name
| - Your eight-digit bixth date

For example, if your pame is
John Smith and you were borm on January 1, 1981
Your login would be J801011981

Your password would be: Sunscreens0

This portal can be used to;
Review and verify your contact information, medical history, medications and allergies,
communicate with your provider and/or their staff.

Please call owr office if you require assistance -
accessing your portal or making changes.
479-568-8940




NOTICE OF PRIVACY POLICIES

~gar- WILLsm J. Heras, MD,
? -DerMaTOLOGY CLING
3 RO. Box 804

Rusgelivide, AR 728U
GEoDr 0358948 Faxe (73) S60-4001

Introduction

At Willtam J, Helms Dermatalogy, we are committed to treating and using protected health Infopmation about you responsibly. This
Notice of Health Information Practices desoribes tha personal information we collect, aitd how and when wa use or disclose that

infarmation, It also describes your rights as they refate to your protected heafth information, This notice Is effective Apzil 14, 2003
and applles to all profected health information as defined by federal regulations, e '

Understanding Your Health Recordfinformation

Each time you visit William J, Helms Dermatology, a record of your vislt is made. Typleally, this record contains your symptoms,

examination and test results, diagnasts, treatment, and a plan for future care cortreatment This information, often referred to as
your health or medical record, serves &5 a:

Basis for planning your ¢are and treatment,

Means of communication among the many health professionals wha contribute to yourcare,
Legal dosument describing the care you received,

Means by which you era third-party payer can verify that services billed were actually provided,
Atoo! in educating health professionals, : ’

A source of data for medical research,

A souree of information for public health officlals charged with improving the health of this state and the natlon,
A source of data for our planning and marketing .

A tool which we can essese and continually work to improve the carawe rengér and the cutcomes we achieve.

" Understanding what is In your record and how your heaith information Is used helps you {o: ensure its accuracy, better understand

who, what, when, where, and why others may access your health Information, and make mere informed decistons when authorizing
disclosure to others, .

Your Health Information Rights

Although your health record s the physical property of William J, Helms Dermatology, the information belongs to you, You have the
right to: ‘ :

Obtain a paper copy of this notice of information practices upon request,

Inspect and copy your health recard as provided for in 45 GFR 1€4.524,

Amend your health record as provided in 45 CFR 164.528, .

Obtain an ageounting of disclosures of your health information as provided by 45 CFR 164,528,
Request eommunications of your health information by atternative means or ¢t altemnative locations,

Requesta restriction on certaln uses and disclosures of your Information as provided by 45 GFR 164.522, and
Revoke your authorizztion to use or disclose health information except o the extent that action has already been taken

Our Respomthlliﬁes:

+  Maintain the privacy of your health information,

*  Provide you with this notice as to our lega! duties and privacy practices with respect to information we collect and
falntaln about you, . ,

«  Ablde by the terms of this notice,
Notify you if we are unable to agree to requested restriction, and

+  Accommodate reasonabla reqiests you may have to communicste health information by attamative means or at
altermnative lccations, -

Wa reserve the right to change our practices and to make the new provisions effective for all protecied health [aformation we
maintaln. Should our Information practites thange, we will notify you at your next appointment

We wil not use or disclose your health Information without your authorizatlon, except as described In this notice, We will also

discontinue to use or diselose your health Information after we have received a written revocation ofthe authorization according to
the procedures included in the autherization.

For More Information or te Réport a Problem
If you have questions and would like additiona! information, you may contaet the practice’s Privacy Officer at (479) $68-5940.

If you belleve your privacy rights have been violated, you can file a complaint with the practice's Privacy Dfficer or with tho Office
fo¥ éslvn mg'fé’, u.s? Dep!m?em of Health and Humaty Services. There will be no retaliation for §iling a complaint with either the
Privacy Office or the Office for Civil Rights, The address for the OCR is listed below

Gffice for Civil Rights

1).5. Department of Health and Human Services
200 Independence Avenuog, S.W,

Room §09F, HHH Bullding

Washington, D.C, 20201




% William J. Helms, M.D.

Dermatology Clinic
First: MI:____Last: DOB:
Gender: Race: Ethnicity; SSN:
Preferred Language: Email:
Cell Phone: Home Phone;
Address:
City: 7 State: Zip code:
Preferred Pharmacy: Primary Care Physician:
Occupation: Pt height: | Pt weight:
Parent or Legal Guardian:
First: Mi: Last: DOB:
Relationship to patient: SSN:

INSURANCE INFORMATION

Primary Insurance: ' Secondary Insurance:

ID#: Group # ID#; Group #
Policy Holder: DOB: Policy Holder; DOB:
Relationship to Policy Holder: " Relationship to Policy Holder:

| am a patient of William J, Helms, M.D, Dermatology Clinic. | hereby acknowledge receipt of Helms Dermatelogy’s Notice of
Privacy Practices,

Name (Please Print):

Signature: Date:

OR

| am a parent or legal guardian of (patient name) . | hereby acknowledge
receipt of Helms Dermatology’s notice of Privacy Practices with respect to the patient.

Name (Please Print); {please circle one) Parent or Legal Guardian

Signature: Date:

The following individual{s) may receive my protected health information (PHI)




‘ é William J. Helms, M.D.

Dermatology Clinic
P.C. Box 804
Russellville, AR 72811
(479) 968- 8940 Fax: (479) 968-8901

No Call/No Show Policy
As.a courtesy, we call to confirm your appointment at least 1 day prior to the scheduled time. Please make sure we have
the accurate telephone number you would like us to call with the reminder. Patlents must cancel or reschedule
appointments at least 12 hours In advance of the scheduled appointment, Patients will be considered for dismissal from
the practice after 3 No Call/No Shows. As a courtesy, we call 1 to 2 days prior to your scheduled appointment to remind
you of the date and time. We require that you cancel or reschedule your appeintmant at least 12 hours In-advance.
With prior notice we can offer the appointment time we had set aside for you to another patient that may have an
urgent need to see the provider. Thank you, in advance, for helping us accommodate all our patients by cancelling your

appointment if you are unable to keep your scheduled time. If you have guestions regarding this pollcy, you may
contact our Offlce Manager, Donna Howell at (479)968-8940, '

As a courtesy to our patient, we file insurance ¢laims for all visits and services rendered, Your insuranceis a contract
between you and the Insurance company, we are not part of that contract. Itis your responsibility to know and
understand the provisions of your medical insurance policy.. Our office cannot guarantee payment of your claims;
benefits and payments are determined by the insurance carrier at the time of claim submission. If you disagree with
your carrier's determinatlon; all carriers have a patlent claim appeal process. You can expect to recelve a bill for all
deductibles, co-insurances, non-pald an/or non-covered services that your carrier has determined to be patient
responsibility. Co-pays are due at the time of service. It Is your responslbility to know your Insurance plan’s provisions

and seek appropriate approval prior to your services, as coverage varles by Insurance company and can vary from pollcy
to policy.

If we do not participate with your Insurance company, of if you do not have medical Insurance toverage, payment for
services Is due at the time services are rendered. We accept cash, personal checks, money orders, Visa, MasterCard,
and Discover. Any personal check that Is returned for Insufficient funds is subject to a $25 service fee. In the event
there'Is a balance due from you after your claim is processed. We will send a billing statement ta you for payment In full
within 15-days. Patient balances older than 60 days will be reviewed by Dr, Helms and may be referred to an outside
collection agency. Payment plan optlons may be available for some balances. Contact our offlce at (479)968-8940 for

further information. Patients with a past due balance must make payment arrangements prior to scheduling any further
appointments,

At Helms Dermatology we are committed to providing our patients with the best possible dermatology care. Asa
patient, your clear understanding of our policy is important to our professional relationship.

{ understand and agree that the practice and/or collection agency retained by Helms Dermatology may contact me by
telephone and/or emall provided by me or assoclated with my account. All fees associated with cellular/wireless calls or
text messages are my responsibility. Collection contact may also be made by automatic dialing devices and/or through
pre—recordéd messages, artificial volce messages, or volcemail messages.

PATIENT/Guardian Slignature Date




g William J. Helms, M.D.

Dermatology Clinic
P.O. Box 804
Russellville, AR 72811

\ (479) 968- 8940 Fax: (479) 968-8901
Name:

Vaccination Record
Pneumonla Vaccination: {Yes/No) Date:

FLU Vaccination: (Yes/No) Date:

COVID Vacclnation: {Yes/No) Date:

(65 and Older ONLY) Do you have a health care proxy: (Yes/No) If yes, who?

Do you have a living will? (Yes/No)

MEDICAL HISTORY
Date of Birth: ‘ Reason for Visit:

Have you had or do you have any of the following condltions?

O Arthritis I Depression O Hepatitis (B or C) D Seizures

D Atrial Fibrillation O Dlabetes O HIV/AIDS DI Stroke

O Coronary Artery Disease QO COFD O High Cholesterol O Thyroid disarder
O Cancer: O Hypertension/High Blood Pressure

OO Pregnant or planning a pregnancy T Premedication prior to procedures O Rapid heartbeat with epinephrine?

Have you had any of the following surgerles? E

O Heart: Replace Blological Valve O Heart: Replace Mechanical Valve D Heart: PTCA (Stents)

O Heart: Coronary Artery Bypass 3 Ovarles; Tubal Ligation ‘BUterus: Hysterectomy

O Joint Replacement: Hip [R/L) 0 Joint Replacement: Knee (R/L G beflbriilator

Ol Pacemaker O Other

Skin Disease History:

O Ache O Actlnlc Keratosis (“pre-cancers”) O Basal Cell Skin Cancer O Squamous Cell Skin Cancer
O bry Skin OEczema ' O Psoriasis O Rosacea

O Precancerous (Dysplastic) Moles Olupus Other: _

0 Melanoma Skin Cancer: When/Where
Do you have a famlly history of Melanoma: YES/NO  If yes, which relitlve?

Do you wear sunscreen? Yes/No. If yes, what SPF? Tanning bed use? Yes/No, if yes, for how long?

Soclal History: (Circle One)
Smoking Status; Never Smoked  Current Smoker Former Smoker: Total years smoking




Alcohal Intake: None

Occupation:

1 orless per day

If disabled, list disabllity);

1-2 per day

Current_ Medlcatlons:

3 ar more per day
(I retired, please list previous accupation)

List any over the counter or herbal supplements you take:

Do you take any blood thinners? If sc, please list:

Are you allerglc to any medications? Yes/NO. if yes, list medications:

Do you have allergies to:

History of Staph infection or MRSA Infection

O Adhesive

Are you currently experiencing any of the following?

O Problems with bleeding
[ Problems with Healing
O Problems with scarring
E Rash

D Immunosuppression

Bl Faver/Chills

Signature of Patient;

O tidocaine D Topical Antiblotics
OYes ONo
O Depression O Bloody Urine Ol Thyroid Problems
OJaint Aches [ Sore Throat 0 Muscle Weakness
O Dlarrhea L) Dry, Itchy Eyes D Headaches
[ Nausea O Blurry Vision O Cough
O Vomiting QINight Sweats D Selzures

0 Abdominal Pzin

O Unintentfonal Weight Loss

Date:




