
Patient Responsibilities

To ensure safe and productive home visits, ZashCare Functional Medicine, LLC expects the following:

 Patients and their families or caregivers must treat ZashCare staff with respect and courtesy at
all times.

 The home environment must remain safe, sanitary, and free of smoke, alcohol, and illicit
substances throughout each visit.

 All pets must be secured during the scheduled visit to ensure the safety of both staff and
household members.

 Patients—along with family members or caregivers when appropriate—are expected to actively
participate in the development of the care plan. This includes providing complete and accurate
health information and clearly expressing expectations regarding care.

 Patients (and their family/caregivers, as applicable) should comply with care plan directives to
the best of their ability or seek clarification and support when needed. They must also
understand that noncompliance may result in specific consequences

 Patients—and their guarantors, when applicable—are responsible for fulfilling any financial
obligations agreed upon with ZashCare Functional Medicine, LLC.

Patients acknowledge that receiving medical care and related support services in
the home is a privilege, not an entitlement. Failure to comply with the outlined
guidelines may result in discharge from ZashCare Functional Medicine, LLC.



Notice of Privacy Practices

This Notice outlines how your medical information may be used and disclosed, and how you may
access this information. Please read it carefully.

ZashCare Functional Medicine, LLC is committed to protecting the privacy and confidentiality of your
medical information. In accordance with federal regulations, we are required to provide this official
Notice of our privacy practices. You have the right to the confidentiality of your protected health
information (PHI). We are obligated to adhere to the terms outlined in this Notice and to
communicate our legal responsibilities and privacy practices regarding PHI.If you have questions
about this Notice, please contact the Privacy Officer at our practice.

Who Is Bound by This Notice

This Notice applies to:

 Any healthcare professional authorized to document in your medical record
 All employees, staff, and other personnel at ZashCare Functional Medicine, LLC
 All subsidiaries, business associates (e.g., billing services), sites, and affiliated locations

These parties may share medical information with one another for treatment, payment, or healthcare
operations as outlined in this Notice. In all cases except for treatment, only the minimum necessary
information required to perform a task will be disclosed.

HowWe May Use and Disclose Medical Information About You

Below are examples of how your PHI may be used and disclosed without your specific consent or
written authorization. These categories represent common uses but do not include every possible
scenario.

For Treatment. We may use your medical information to provide and coordinate your care.
Example: If you’re being treated for a specific condition, your allergy history may be reviewed to
determine the safest and most effective medications

For Payment. Your PHI may be used and disclosed to obtain reimbursement for services rendered.
Example:We may send your name, address, visit date, diagnosis codes, and treatment details to your
insurance provider for billing purposes.

For Health Care Operations. We may use and disclose medical information to improve the quality of
our services and evaluate staff performance.
Example: Your records may be reviewed internally to ensure consistent care delivery and adherence
to clinical standards.



Other Uses or Disclosures That Can Be Made Without Consent or Authorization:

ZashCare Functional Medicine, LLCmay disclose your medical information without your written
authorization under the following circumstances:

 When required as part of a law enforcement investigation
 To prevent or respond to a serious threat to public health or safety
 As required by military command authorities for the care of armed forces personnel
 For workers’ compensation programs or similar claims processing systems
 In response to judicial or administrative proceedings
 To a coroner or medical examiner for the purpose of identifying a deceased individual
 If you are an inmate, to correctional institutions or law enforcement officials responsible for

your custody
 As required by the U.S. Food and Drug Administration (FDA) to monitor product safety and

effectiveness
 To other healthcare providers for treatment-related activities
 To other covered entities for healthcare operations, as permitted under HIPAA regulations
 When required by law or regulatory mandates
 In cases involving suspected domestic violence, abuse, or neglect
 For health oversight activities such as audits, investigations, or inspections
 For public health activities, including disease prevention, reporting, and control

We may also contact you for appointment reminders, or to share information about treatment
alternatives and other health-related services or benefits that may be of interest to you.



Patient Consent/Acknowledgement

Patient Name: __________________________________________

Consent to Assessment and Acknowledgment of Rights and Responsibilities
I/we voluntarily consent to medical care provided by ZashCare Functional Medicine, LLC, including
assessment, treatment, and diagnostic procedures as deemed necessary by its physicians, clinicians,
and personnel based on their professional judgment. I/we understand that the practice of medicine is
not an exact science, and no guarantees have been made regarding the outcomes of treatments or
examinations.

Release of Medical Records
I/we authorize the release of hospital and physician records to ZashCare Functional Medicine, LLC.
I/we understand that the practice will maintain a confidential medical record containing information
about my health condition. I/we further consent to the release of my medical records, as necessary,
to other healthcare providers, facilities, and regulatory or accrediting bodies for purposes related to
the continuation and coordination of care, as well as for quality assurance, surveys, and accreditation
activities.

NOTICE OF PRIVACY

I acknowledge that I have received the Notice of Privacy Practices from ZashCare Functional Medicine,
LLC. I understand that this Notice explains how ZashCare Functional Medicine, LLC may use and
disclose confidential health information that personally identifies me. I consent to the use and
disclosure of my health information as outlined in the Notice of Privacy Practices, including
information related to substance abuse, psychiatric care, or HIV, if applicable. I further authorize the
release of my health information to my insurer, third-party payers, and any agents or consultants
assisting ZashCare Functional Medicine, LLC in securing payment or supporting my treatment and
related health care operations.

I understand that I may revoke this consent in writing at any time, except to the extent that actions
have already been taken in reliance on my prior consent.

By signing this form, I confirm that I have read and understand its contents, including the date of
execution.

Patient or Responsible Party Signature: ________________________________________

Date: _________________ Relationship to the Patient: ____________________________

Phone Number: ________________________ Email address: ________________________

Reason Patient is unable to sign (if applicable):
___________________________________________________________________________

Witness Signature: __________________________________



PRE-VISIT INTERVIEW

 Please take a few moments to fill out the following medical history below before you scheduled
a visit. This will provide us with helpful information about your health.

 The completed form needs to be emailed at info@zashcaremd.com

Name: ______________________________________ Date of Birth: ___________________
Address: _____________________________________ City: __________________________
State: _______________ Zip Code: _________________ Social Security: _______________
Phone number (cell): __________________________ Home: ________________________
Email: ___________________

Billing Address (if different than Mailing):

State: _______________ Zip Code: ________________
Gender:Male Female Other
Civil Status:Married SingleWidowed Divorced Life Partner
Primary Language: ___________________________________________
Ethnicity:HispanicNot HispanicDecline Race: _____________________

Insurance Information
Insurance Company: ____________________________ Effective Date: _________________

Name of Policy Holder: _________________________ Policy Holder’s DOB: ______________

Relation to Policy Holder: ____________________ Policy Holder Employer: _____________

Secondary Insurance
Insurance Company: ____________________________ Effective Date: _________________

Name of Policy Holder: _________________________ Policy Holder’s DOB: ______________

Relation to Policy Holder: ____________________ Policy Holder Employer: _____________

AUTHORIZATION OF RELEASE OF MEDICAL INFORMATION

May we discuss your medical conditions with any of your family members?
 Yes Self Only

If YES, please name members allowed:
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EMERGENCY CONTACT INFORMATION:

Name: ________________________________________ Phone number: ________________

Relationship to Patient’s: ___________________________ Email address: _______________

PHARMACY:

Name: __________________________________________ Phone number: ______________

Address: ________________________________ City: _____________ State: _____________

Do you have an Advance Directive:
 Yes No (If yes, please provide a copy for your health record)

Check all that apply: Living Will Power of Attorney Advance Directive

I authorize ZashCare Functional Medicine, LLC to release to my insurance carrier and its designated
agents any medical information necessary to process healthcare-related claims, utilization reviews, or
quality assurance activities. This includes, but is not limited to, information related to psychiatric care,
substance use (drug/alcohol) treatment, and HIV/AIDS status. I further authorize the release of my
medical information to other healthcare providers involved in my care, including those to whom I
have been referred or who provide consultative services regarding my treatment. This authorization
will remain valid until I revoke it in writing. I understand that I have the right to request a copy of this
authorization and that a photocopy of this document is considered as valid as the original.

Authorization for Treatment
I consent to receive examinations, treatments, and procedures performed during office visits,
including emergency treatments deemed necessary by the physician or their designated healthcare
provider.

Assignment of Insurance Benefits
I hereby assign payment of benefits directly to ZashCare Functional Medicine, LLC for all services
covered under my insurance or health benefit plan.

_______________________ _____________________
Patient Signature Date

Reason Patient is unable to sign (if applicable): ____________________________________

Witness Signature: _________________________
Witness Printed Name: _________________________ Date: _______________________

VETERAN’S STATUS

Are you a veteran? Yes No Did you serve war time? Yes No
If yes, when? ______________________________________________________
In which war did you serve: ___________________________________________



MEDICAL HISTORY

When was the last time you saw your doctor? ______________________________________

Was it a routine visit or a specific problem? ________________________________________

When was the last time you were admitted to the hospital? __________________________

Which hospital? _____________________________________________________________
What was the problem? _______________________________________________________

Please check all that apply:

Are you a bed bound? Yes  No
Are you unable to walk? Yes  No
Do you require the use of a Walker/Cane/or Crutch? Yes  No
Do you have a wheelchair? Yes  No
Do you need someone to assist you in the use of the wheelchair? Yes  No
Do you use the wheelchair inside/outside? Yes  No
Do you have control of your bowels? Yes  No
Do you have control of your bladder? Yes  No
Do you use Toilet/Urinal/Bedpan/or Commode? Yes  No
If YES, Which One: ________________________
Do you have Foley Catheter? Yes  No
Do you have a Colostomy? Yes  No
Do you have Urostomy? Yes  No
Are you able to feed yourself? Yes  No Need Assistance
Do you have a feeding tube? Yes No
Are you able to give yourself a bath/shower? Yes  No Need Assistance
Are you able to dress yourself? Yes  No Need Assistance
Are you able to groom yourself? Yes  No Need Assistance
Are you able to communicate well on your own? Yes  No Need Assistance
Do you have an Emergency Lifeline? Yes No
Do you have allergies or sensitivities to any medications? Yes No
If Yes, What Medications, and How do you React?
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________

Who does your grocery shopping? ______________________________________________
Who prepares your meals? ____________________________________________________
Who will give you your medication? _____________________________________________
If your medication are pre-poured, who does that? _________________________________
Who pays your bills? __________________________________________________________
Who drives you to appointments? _______________________________________________
Who does your laundry? _______________________________________________________
Who does your housework? ____________________________________________________



PAST MEDICAL HISTORY

Diabetes?  Yes No
High Blood Pressure?  Yes No
Coronary Artery Disease/Angina/ Chest Pain? Yes No
History of Heart Attack? Yes No
High Cholesterol? Yes No
Congestive Heart Failure? Yes No
Swelling of Legs/Ankles? Yes No
Heart Valve Disease (Heart Murmur)? Yes No
Cardiac Arrhythmia (irregular heartbeat)? Yes No
Ulcers (Stomach/Duodenal)? Yes No
Pancreatitis? Yes No
Bleeding from Stomach or Rectum? Yes No
Diverticulitis/Diverticulitis of Colon? Yes No
Acid Reflux Disease- Gerd? Yes No
Hard of hearing/Hearing Aids? Yes No
Vision Problems? Yes No
Glaucoma (increased pressure in the eye)? Yes No
Stroke (s)? Yes No
If yes, when was the last one: ____________________________________________
Parkinson’s Disease? Yes No
Treated for Depression? Yes No
Dementia (forgetfulness?) Yes No
Thyroid (Hypo/Hyper)?  Yes No
Lung Disorders/Breathing Problem? Yes No
Liver Disorders? Jaundice? Yes No
Kidney Disorders? Yes No
Kidney Stone/Recur Bladder Infect? Yes No
Arthritis (Osteoarthritis/Rheumatoid Arthritis)? Yes No
Cancer? Yes No
Anemia? Yes No
Blood Clots? Yes No
Peripheral Vascular Disease? Yes No
Leg Pain (Walking/ at Rest)? Yes No

Surgeries
Cholecystectomy (Gall Bladder)? Yes No, if yes, when? _____________________
Appendectomy? Yes No, if yes, when? _____________________
Cataracts (Eye Operation) Yes No, if yes, when? _____________Right Eye Left Eye
Hysterectomy? Yes No , if yes, what year? _____________________
Any Additional Surgeries:
___________________________________________________________________________________
___________________________________________________________________

Any Additional Past Medical History that you feel would be helpful for your Physician to know?

___________________________________________________________________________________
___________________________________________________________________
___________________________________________________________________________
Date of last Colonoscopy? ________________________________________ Never
Date of last Mammogram? ________________________________________ Never
Date of last Flu Shot? _____________________________________________ Never
Date of last Pneumovax Shot (Bacterial Pneumonia)? ___________________  Never
Date of last Shingles Vaccine? _______________________________________ Never



FAMILY HISTORY:
Please list which family members applies each line. This includes parents, brothers, sisters, aunts,
uncles, grandparents.

Diabetes: ___________________________________________________________________
High Blood Pressure: __________________________________________________________
Heart Attacks at age 40’s or 50’s: ________________________________________________
Cancer (type):________________________________________________________________
Rheumatoid Arthritis: _________________________________________________________
Mother Living/Deceased: Caused, Year, Age: _______________________________________
Father Living/Deceased: Caused, Year, Age: ________________________________________

Social History:
Children (s)  Yes No
Current Religious Status: ____________________ Is Religion important to you? Yes No
Do you have a DO NOT RESUSCITATE (DNR) order in place? Yes No

If no, are you interested in talking with the Doctor about this? Yes No
Do you have a HEALTH CARE PROXY? Yes No

If no, are you interested in talking with the Doctor about this? Yes No
What work are you retired from? _________________________________________
Are you presently smoking Cigarettes? Yes No

Other Tobacco Products? Yes No , if yes, which ones: ________________________
How many packs per day? __________________ For how many years? ______________
If former smoker, when did you quit? ___________________________

Do you drink more than once alcoholic beverage a week? Yes No
If yes, how often? __________________ What do you drink? ______________________
If no, have you had a period where you drank daily or drank more than 5 drinks on the weekend?

 Yes No
Do you use oxygen at home? Yes No
Does anyone else in the household use Oxygen? Yes No



MEDICATIONS

Please use this page to LIST ALL OF YOUR MEDICINES.
 Injections- Insulin, Vitamin B12 etc.
 MDI - Meter Dose Inhalers and Nebulized Medications
 Eye Drops
 Pain and Sleep medications: Tylenol, Anacin, and other over the counter’s
 Bowel Medications, Vitamins, Calcium, Herbal Products, Supplements
 Skin Creams and other over the counter Medications you are using

MEDICATION LOG

MEDICATION DOSAGE CURRENTLY
TAKING

HOWMANY
TIMES A DAY

WHAT TIME (S) OF DAY YOU
TAKE IT

PHARMACY:

Name: ____________________________________ Number: _________________________
Address: ___________________________________________________________________________

Emergency Contact:

Name: ____________________________________ Number: ________________________

Relationship to the Patient: ___________________________________________________

CONSENT AGREEMENT
For provision of chronic care management

By signing this agreement, you consent to ZashCare Functional Medicine, LLC providing Chronic Care
Management (CCM) services to you, as outlined below.

You are eligible for CCM services because you have been diagnosed with two (2) or more chronic
conditions that are expected to last at least twelve (12) months and place you at significant risk of
further health decline.

CCM services include 24/7 access to a physician at ZashCare Functional Medicine, LLC for acute and
chronic care needs, a systematic assessment of your healthcare needs, timely preventive care,
medication reviews and oversight, and a comprehensive care plan. These services also include
coordination and management of care transitions among healthcare providers and settings. Your
provider will explain the specific services available to you and how to access them.



ZashCare Functional Medicine, LLC Responsibilities:
By signing this agreement, you acknowledge and agree to the following:

 You consent to ZashCare providing CCM services to you.
 You authorize electronic communication of your medical information with other healthcare

providers involved in your care.
 You understand that only one provider can deliver CCM services to you per calendar month.
 You acknowledge that cost-sharing applies to CCM services, and you may be billed for a portion

of these services even though they do not involve face-to-face visits.

Beneficiary Acknowledgment and Authorization:
By signing this Agreement, you agree to the following:

 You consent to ZashCare providing CCM services to you.
 You authorize electronic communication of your medical information with other treating

providers as part of the coordination of your care.
 You acknowledge that only one practitioner can provide CCM services to you during a calendar

month.
 You understand that cost-sharing will apply to CCM services, so you may be billed for a portion

of CCM services even though CCM services will not involve a face-to-face meeting with the
provider.

Beneficiary Rights:
You have the following rights regarding CCM services:

 You will receive a written or electronic copy of your care plan.
 You may discontinue CCM services at any time by revoking this agreement, which will be

effective at the end of the current month.
 You may revoke this agreement verbally by calling 770-360-9448 or in writing to:

ZashCare Functional Medicine, LLC (3469 Lawrenceville Hwy, Ste 303
Tucker, GA 30084)

Beneficiary: _________________________________________________________________

___________________________ ___________________________
Signature Over Printed Name Date

Beneficiary’s Representative and/or Caregiver (if applicable)

Signature: _____________________________
Print Name: ____________________________
Relationship: ___________________________
Date: _________________________________



3469 Lawrenceville Hwy; Ste 303
Tucker, GA 30084

Office: 470-642-9624
info@zashcaremd.com
www.zashcaremd.com

CMC NEW PATIENT PACKET CHECKLIST

Before mailing in the New Patient Packet, please make sure the following items are fully completed
and included:

 New Patient Packet, including:
 Signed Patient Consent Form
 Completed Health History Form
 Signed Chronic Care Management (CCM) Agreement
 Clear image of Insurance Card (front and back) and a valid ID
 Current Medication List
 Face Sheet from the community, including family contact information

To ensure timely processing, please submit all documents at least 48 hours prior to the scheduled
visit with the Physician or Nurse Practitioner. This allows us enough time for registration, insurance
verification, and contacting the family as needed.

Thank you!

mailto:info@ashcaremd.com
http://www.ashcaremd.com


CREDIT CARD AUTHORIZATION

BILLING INFORMATION
ADDRESS:
CITY, STATE, ZIP:
PHONE:
EMAIL:

CREDIT CARD INFORMATION
MASTERCARD  VISA  AMERICAN EXPRESS  DISCOVER  OTHER
CARDHOLDER NAME:
CARD NUMBER:
EXPIRATION DATE: l SECURITY CODE: l BILLING ZIP:

I _______________________________________ authorize ZashCare Functional Medicine, LLC, to
charge my credit card account indicated above for agreed purchases.
I certify that I am an authorized user of this credit card and I will not dispute the payment with my
credit card company; so long as the transaction corresponds to the terms indicated in this form.

Signature: _______________________________ Date: ______________________



ACH Authorization Form

CUSTOMER DETAILS
FULL NAME:
ADDRESS:
EMAIL: l PHONE:

PAYMENT DETAILS
Amount: l Payment Frequency:
Payment Processing Date: l Number of Installments:

ACCOUNT DETAILS
Bank Name:
Routing Number (9 digits):
Account Number:
Account Type:  Savings  Checking

AUTHORIZATION STATEMENT

I PERMIT THE DEBITING OF MY BANK ACCOUNT AS DESCRIBED IN THE PAYMENT TERMS OF THIS
AGREEMENT.

DISPUTE AND REFUND POLICY

I recognize my right to contest any unauthorized transactions or payments that breach this
agreement and am entitled to reimbursement for any such unauthorized charges. Furthermore, I
understand the following:

 If the payment due date occurs on a weekend or holiday, the transaction will be processed on
the next business day.

 This authorization will remain in effect until I provide written notice of cancellation.
 I agree to give at least 30 days of notice prior to modifying or canceling this authorization.

Signature: _______________________________ Date: ______________________



IMAGE AND VIDEO RIGHTS

I hereby grant ZashCare Functional Medicine, LLC and its affiliates permission to use my photos and
videos for promotional and advertising purposes.

I release ZashCare Functional Medicine, LLC and its affiliates from any liability, claims, or demands
arising from the use of these images or recordings.

Signature: _______________________________ Date: ______________________


