Office: 301-664-4209

IKON|Health o ot com

New Patient Medical History and Intake Form

PATIENT DEMOGRAPHICS

Name: Date of Birth:

Gender: Male Female Height: Weight:

Address
Street:

City: State: Zip Code:

Home Phone: Cell Phone:

Email:

CONTACT INFORMATION

Financial Power of Attorney (if applicable):

Name: Phone:

Relationship: Email:

Street:

City: State: Zip Code:

Medical Power of Attorney (if applicable):

Name: Phone:

Relationship: Email:

Other Contact (if applicable):

Name: Phone:

Relationship: Email:

Preferred Contact for Scheduling (please select one):

Self Medical POA Financial POA Other Contact


http://www.ikonhealthmd.com/

Current/ Former

Primary Care Provider: Phone:
Cardiologist: Phone:
Neurologist: Phone:
Other: Phone:

INSURANCE INFORMATION

Please provide any active insurance information:

Medicare Part B N/A

Medicare Number:

Medicare Advantage N/A

Plan Name:

Subscriber ID: Group Number:

Medicaid N/A

Medicaid Number:

Medigap/ Supplemental or Commercial Insurance N/A

Plan Name:

Subscriber ID: Group Number:

Primary Card Holder: Self Spouse Other:

Name of Policy Holder:

Date of Birth of Policy Holder:

Please include copies of the front and back of all insurance cards and an identification

card (e.g., State Driver’s License).




MEDICAL HISTORY

Current Medical Conditions: Please list below. N/A
Surgical History: Please list below. N/A
Procedure Date
Allergies: Please list below. N/A
Type Reaction
Medications: Please list all medications/supplements you are taking:
Medication/Supplement Indication Dosage Frequency




Preferred Pharmacy Name: Phone:

Address:

Smoking History: None Former Smoker Current Smoker
Drinking History: Drinks per week

Drug Use: Never Former Use Current Use



Patient Notices

Patient Condition

Ikon Health provides primary care services to patients who are unable to or experience difficulty leaving
their home for medical care. By checking below, I agree that I am unable to or experience difficulty in
leaving my home for medical care.

Yes No

Cancellation Fee

At Ikon Health, we understand circumstances can change, and we request patients notify us at least 24
hours in advance if they need to cancel or reschedule an appointment. This allows us to manage our
schedule effectively and offer the time slot to another patient in need.

Cancellations or rescheduling requests with less than 24 hours’ notice may result in a cancellation fee of
$125 charged to your account. We appreciate your understanding and cooperation in ensuring we can
provide timely and efficient care to all of our patients. Please note we consider exceptions for
unavoidable emergencies on a case-by-case basis.

Patient Portal

Ikon Health utilizes a patient portal, which provides an easy way for patients to view their health record
online. Patients can review their problems, allergies, medications, eLab results, vitals, shared treatment
plans, and make an online payment. They can also authorize access for a guest to view their account.

Please select if you would like to opt into the portal and which email address you would like to use.

Yes, Email to Use: No, not at this time

Agreement of Financial Responsibility

Patients are required to provide accurate and current insurance information, understand their individual
coverage benefits and authorization requirements, and present valid photo identification at the time of
service. Ikon Health will submit claims to contracted insurance carriers as a courtesy; however, patients
remain responsible for all applicable copayments, deductibles, coinsurance, non-covered services, or
balances resulting from denied claims. Patients receiving services from non-participating providers are
required to pay in full at the time of service. Full details of Ikon Health’s financial policies are available
on the Ikon Health website, where the Patient Financial Responsibility Form may be accessed at
www.ikonhealthmd.com.



Patient Consent to Treatment

The above questions have been accurately answered. I understand that providing incorrect
information can be dangerous to my health. I consent to the examination, evaluation, and
treatment provided by Ikon Health, LLC (“Ikon Health™), including services performed by its
physicians, nurse practitioners, physician assistants, medical assistants, nurses, and staff. I
understand that a medical record will be created and maintained and that I may request access to
my records in accordance with Ikon Health policies and applicable law.

I authorize Tkon Health to release information necessary for insurance billing, payment, and healthcare
operations. I understand that I am responsible for any charges not covered by my insurance.

I acknowledge receipt of Ikon Health’s Notice of Privacy Practices (HIPAA) and understand

that Ikon Health participates in the Chesapeake Regional Information System for our Patients

(CRISP) unless I opt out.

Acknowledgment and Agreement

By signing below, I acknowledge that I have read, understand, and agree to all information, terms,
policies, and consents contained in this document and any referenced materials, including Ikon Health’s
Patient Financial Responsibility policies. I certify that the information I have provided is accurate and
complete to the best of my knowledge, and I consent to treatment and related administrative, billing, and
healthcare operations as described.

Patient’s Signature: Date:




How did you hear about us?

Please select an option below.

Website/ Google Search
Advertisement (e.g., The Beacon)
Recommended by a friend/ family

Another provider (please provide their name):

Other (please specity)
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