
New Patient Packet
Please fill this packet out before your appointment

Once to packet has been filled out you can return it to us one of 3 ways:

Mail:
(Please do not mail your New Patient packet if your appointment is within the next 7 days)

G Street Integrated Health
PO Box 163
Springfield, OR 97477

Secure Email:
Scan your packet and upload the file to our secure email portal. Just go to www.gstih.org and
click on Contact Us. You will see a button for secure email on that page where you can send us

the scanned document.

-OR-

Just bring the packet with you to your New Patient Appointment

Please give us a call to schedule your New Patient Appointment. Our Patient Access Specialists
can answer any questions you have about our Clinic and our Providers.

G Street Integrated Health
1435 G Street

Springfield, OR 97477
541-735-9420

http://www.gstih.org








G Street Integrated Health 

1435 G Street 

Springfield, OR 97477 

(541) 735-9420 

 
 

Name:__________________________________________ DOB:____________ Today’s date:________ 

Please list all medications you are currently taking below. 

 

Medication Strength Dosage 

Example: Naproxen 500mg 3 times daily 
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AUTHORIZATION‌ ‌FOR‌ ‌RELEASE‌ ‌OF‌ ‌CONFIDENTIAL‌ ‌INFORMATION‌ 

Patient‌ ‌name:______________________________________________________________Date‌ ‌of‌ ‌birth:_________________________‌ 

_____________________________________________________________________________________________________________‌ 
(Name‌ ‌of‌ ‌Individual‌ ‌or‌ ‌Organization)‌      ‌                                               ‌                               ‌(Relationship)‌‌ ‌  

____________________________________________________________________________________________________________‌ 
(Address)‌     ‌                                                      ‌     ‌(Telephone)‌ ‌                             ‌        ‌(Fax)‌‌ ‌  

I‌ ‌authorize‌ ‌the‌ ‌individual‌ ‌or‌ ‌organization‌ ‌listed‌ ‌above‌ ‌to‌ ‌release‌ ‌my‌ ‌medical‌ ‌records‌ ‌and‌ ‌confidential‌ ‌information‌ ‌to‌                                 
G‌ ‌STREET‌ ‌INTEGRATED‌ ‌HEALTH.‌‌ ‌  
I‌‌understand‌‌my‌‌records‌‌include‌‌medical‌‌records,‌‌treatment‌‌history,‌‌progress‌‌notes,‌‌summaries,‌‌medication‌‌history,‌‌lab‌‌reports,‌‌hospital,‌‌                                 
and‌ ‌immunization‌ ‌records.‌ ‌I‌ ‌understand‌ ‌that‌ ‌federal‌ ‌and/or‌ ‌state‌ ‌laws‌ ‌prohibit‌ ‌the‌ ‌re-disclosure‌ ‌of‌ ‌mental‌‌health,‌‌drug‌‌and‌‌alcohol,‌                                     
HIV/AIDS‌ ‌diagnoses‌ ‌and‌ ‌treatment‌ ‌information.‌  ‌Specific‌ ‌authorization‌ ‌is‌ ‌required‌ ‌for‌ ‌the‌ ‌release‌ ‌of‌ ‌such‌ ‌information‌ ‌as‌ ‌marked‌ ‌below.‌ 

Initial‌ ‌below‌ ‌to‌ ‌authorize‌ ‌these‌ ‌types‌ ‌of‌ ‌records‌ ‌to‌ ‌be‌ ‌released:‌ 

_____‌ ‌Mental‌ ‌health‌ ‌records‌ ‌which‌ ‌may‌ ‌include‌ ‌referral‌ ‌information‌‌ ‌  
_____‌ ‌HIV/AIDS‌ ‌related‌ ‌information‌ ‌and/or‌ ‌records‌‌ ‌  
_____‌ ‌Genetic‌ ‌testing‌ ‌information‌ ‌and/or‌ ‌records‌‌ ‌  
_____‌ ‌Drug‌ ‌and‌ ‌Alcohol‌ ‌records‌ ‌including:‌ ‌diagnosis,‌ ‌assessments,‌ ‌toxicology,‌ ‌psychotherapy/progress‌ ‌notes,‌ ‌treatment,‌ ‌attendance,‌ 

and‌ ‌referral‌ ‌information‌ 

Indicate‌ ‌the‌ ‌reason‌ ‌for‌ ‌release:‌ 
_____Continuity‌ ‌of‌ ‌care‌        _____Transfer‌ ‌of‌ ‌care‌    ‌_____‌ ‌Legal‌ ‌proceedings‌ 

By‌ ‌signing‌ ‌below,‌ ‌I‌ ‌understand‌ ‌this‌ ‌agreement,‌ ‌and‌ ‌I‌ ‌am‌ ‌satisfied‌ ‌with‌ ‌any‌ ‌explanations‌ ‌I‌ ‌may‌ ‌have‌ ‌requested‌ ‌and‌ ‌received‌.‌ ‌ 
This‌‌release‌‌is‌‌in‌‌effect‌‌for‌‌one‌‌year.‌‌For‌‌behavioral‌‌health‌‌records,‌‌this‌‌release‌‌only‌‌remains‌‌in‌‌effect‌‌for‌‌30‌‌days‌‌at‌‌the‌‌conclusion‌‌of‌                                                 
services.‌ ‌I‌ ‌understand‌ ‌that‌ ‌information‌ ‌about‌ ‌my‌ ‌care‌ ‌is‌ ‌confidential‌ ‌and‌ ‌protected‌ ‌by‌ ‌state‌ ‌and‌ ‌federal‌ ‌law‌ ‌and‌ ‌I‌ ‌may‌ ‌cancel‌ ‌this‌                                           
authorization‌‌at‌‌any‌‌time.‌‌To‌‌cancel‌‌the‌‌authorization,‌‌I‌‌must‌‌provide‌‌a‌‌request‌‌to‌‌cancel‌‌in‌‌writing.‌‌The‌‌request‌‌to‌‌cancel‌‌this‌‌consent‌                                             
will‌ ‌not‌ ‌affect‌ ‌information‌ ‌that‌ ‌was‌ ‌released‌ ‌prior‌ ‌to‌ ‌the‌ ‌date‌ ‌of‌ ‌my‌ ‌cancellation‌ ‌request.‌ ‌I‌ ‌understand‌ ‌the‌ ‌person‌ ‌or‌ ‌organization‌                                         
receiving‌ ‌these‌ ‌records‌ ‌could‌ ‌re-disclose‌ ‌the‌ ‌records‌ ‌and‌ ‌they‌ ‌may‌ ‌not‌ ‌be‌ ‌covered‌ ‌under‌ ‌federal‌ ‌privacy‌ ‌laws.‌‌ ‌  

Any‌‌information‌‌that‌‌has‌‌been‌‌disclosed‌‌from‌‌these‌‌records‌‌is‌‌protected‌‌by‌‌Federal‌‌confidentiality‌‌rules‌‌(42‌‌CFR‌‌Part‌‌2).‌‌Federal‌‌rules‌                                         
restrict‌ ‌the‌ ‌use‌ ‌of‌ ‌a‌ ‌general‌ ‌authorization‌  ‌to‌ ‌criminally‌ ‌investigate‌ ‌or‌ ‌prosecute‌ ‌any‌ ‌alcohol‌ ‌or‌ ‌drug‌ ‌abuse‌ ‌patient.‌ ‌ 

I‌ ‌have‌ ‌read‌ ‌the‌ ‌entire‌ ‌release‌ ‌and‌ ‌I‌ ‌understand‌ ‌this‌ ‌authorization‌ ‌is‌ ‌voluntary‌ ‌and‌ ‌I‌ ‌may‌ ‌refuse‌ ‌to‌ ‌sign‌ ‌the‌ ‌authorization.‌ 

_____________________________________________________________________________________________________________‌ 
(Signature‌ ‌of‌ ‌patient‌ ‌or‌ ‌guardian)‌                                       ‌(Type‌ ‌of‌ ‌guardianship)‌                                             ‌(Date)‌ ‌ 

G‌ ‌Street‌ ‌Integrated‌ ‌Health‌
1435‌ ‌G‌ ‌Street‌ ‌ 
Springfield,‌ ‌OR‌ ‌97477‌

 







‭CONSENT TO INFORM‬

‭Patient name:‬ ‭Date of birth:‬ ‭/‬ ‭/‬

‭I hereby authorize the providers and staff of G Street Integrated Health to inform and/or involve the following people‬‭. This can include‬
‭verbally sharing information about my care plan, appointments, or account status. I understand that this release also allows persons listed‬
‭below to share information with the providers and staff regarding me.‬

‭Name (First and Last)‬ ‭Relationship‬ ‭Phone Number‬

‭This authorization will remain in effect for one year and will need to be renewed annually. This consent stays in effect unless cancelled in‬
‭writing by the patient, or a year has passed without renewal. I understand I can cancel this release at any time. Any cancellation will not‬
‭affect any information that was already released before the cancellation.‬

‭By placing my initials here‬ ‭, I understand that information specific to drug and alcohol treatment, mental health‬
‭services, AIDS/HIV, and genetic testing information can be released with this consent as well. I understand information discussed‬
‭may be re-disclosed by the receiving person and may no longer be covered under federal privacy laws.‬

‭By signing below, I understand this agreement, and I am satisfied with any explanations I may have requested and received.‬

‭Patient Signature:‬ ‭Date:‬ ‭/‬ ‭/‬

‭Authorized Signature:‬ ‭Date:‬ ‭/‬ ‭/‬

‭Relationship to Patient:‬ ‭(Example: Parent/Caregiver)‬

‭G Street Integrated Health‬ ‭Phone: (541) 735-9420‬
‭1435 G Street‬ ‭Fax: (541) 747-9870‬
‭Springfield, OR 97477‬ ‭Email:‬‭contactus@gstih.org‬

mailto:contactus@gstih.org




  
  

  

HIPAA   Policy   Acknowledgement   and   Consent   

Our   No�ce   of   Privacy   Prac�ces   provides   informa�on   about   how   we   may   use   or   disclose   protected   health   
informa�on.   The   no�ce   contains   a   pa�ent’s   rights   sec�on   describing   your   rights   under   the   law.   You   
confirm   by   your   signature   below   that   you   were   offered   a   copy   of   the   No�ce   and   consent   to   its   contents,   
as   well   as   to   be   treated   in   our   facility.     

The   terms   of   the   no�ce   may   change   in   which   case   you   will   be   no�fied   at   your   next   visit   to   update   your   
signature/date.   You   have   the   right   to   restrict   how   your   protected   health   informa�on   is   used   and   
disclosed   for   treatment,   payment   or   healthcare   opera�ons.   We   are   not   required   to   agree   with   this   
restric�on,   but   if   we   do,   we   shall   honor   this   agreement.     

The   HIPAA   (Health   Insurance   Portability   and   Accountability   Act   of   1996)   law   allows   for   the   use   of   the   
informa�on   for   treatment,   payment,   or   healthcare   opera�ons.   By   signing   this   form,   you   consent   to   our   
use   and   disclosure   of   your   protected   healthcare   informa�on   for   these   purposes.   You   have   the   right   to   
revoke   this   consent   in   wri�ng,   however   such   a   revoca�on   cannot   be   retroac�ve.     

By   signing   this   form,   I   understand   that:     

● Protected   health   informa�on   may   be   disclosed   or   used   for   treatment,   payment,   or   healthcare   
opera�ons.     

● The   prac�ce   reserves   the   right   to   change   the   privacy   policy   as   allowed   by   law.     
● The   prac�ce   has   the   right   to   restrict   the   use   of   the   informa�on   but   the   prac�ce   does   not   have   to   

agree   to   those   restric�ons.     
● You   have   the   right   to   revoke   this   consent   in   wri�ng   at   any   �me   and   all   disclosures   will   then   

cease.     
● The   prac�ce   may   condi�on   receipt   of   treatment   upon   execu�on   of   this   consent.   We   may   contact   

you   via   telephone,   email,   or   send   a   text   to   you   to   confirm   appointments.   If   unable   to   reach   you   
we   may   leave   a   message   on   your   answering   machine   at   home   or   on   your   cell   phone.   

    

This   consent   was   signed   by:   ____________________________________________________     
(PRINT   NAME   PLEASE)    

  
Pa�ent   Name   (If   Different   from   Above):___________________________________________   

(PRINT   NAME   PLEASE)    
  

Signature:   ____________________________________________   Date:   _________________     

G   Street   Integrated   Health Phone:   (541)   735-9420   
1435   G   Street Fax:   (541)   747-9870   
Springfield,   OR   97477   Email:   contactus@gstih.org   
  

    





  
  

  
Pa�ent   Name:____________________________________________         Date   of   Birth:_______________   

  
  

FINANCIAL   AGREEMENT   &   ACKNOWLEDGEMENT   OF   OFFICE   POLICIES   
G   Street   Integrated   Health   

  
  

G   Street   Integrated   Health   believes   that   part   of   good   health   care   prac�ce   is   to   establish   and   
communicate   our   office   and   financial   policy   to   our   pa�ents.   We   are   dedicated   to   providing   the   best   
possible   care   for   you,   and   we   want   you   to   have   a   full   understanding   of   our   policies.     

1.   COPAYMENT    is   expected   at   the   �me   of   your   visit.   We   accept   cash,   check,   Visa,   MasterCard,   Discover,   
and   Care   Credit   on   select   procedures.   Payment   will   include   any   unmet   deduc�ble,   co-insurance,   
co-payment   amount,   charges   not   covered   by   your   insurance   company.   If   you   do   not   carry   insurance,   or   if   
your   coverage   is   currently   under   a   pre-exis�ng   condi�on   clause,   payment   in   full   is   expected   at   the   �me   
of   your   visit.   All   non-filed   services   are   expected   to   be   paid   at   the   �me   of   service.     

2.   INSURANCE:    We   are   par�cipa�ng   providers   with   most   insurance   plans.   We   will   file   all   of   the   claims   for   
these   plans.   Please   remember   that   insurance   is   a   contract   between   the   pa�ent   and   the   insurance   
company   and   ul�mately   the   pa�ent   is   responsible   for   payment   in   full.   As   a   courtesy   to   our   pa�ents,   we   
will   verify   your   insurance   coverage,   however,   our   verifica�on   is   not   a   guarantee   of   benefits   payable   by   
your   insurance.   In   order   to   bill   your   insurance   and   to   meet   filing   guidelines   we   do   ask   for   a   copy   of   your   
insurance   card   and   a   photo   ID.   If   our   providers   are   not   listed   in   your   plan’s   network,   you   may   be   
responsible   for   par�al   or   full   payment.     

3.   POLICY   ON   NON-COVERED   SERVICES:    This   office   offers   access   to   many   innova�ve   services   and   
procedures   some   of   them   are   deemed   as   “not   covered”   by   insurance.   In   some   cases,   you   will   be   given   an   
ABN   (Advanced   Beneficiary   No�ce)   for   these   types   of   services/procedures   before   they   are   
provided/performed.   You   will   be   responsible   for   payment   in   full   at   the   �me   of   service.     

4.    RETURNED   CHECKS    will   incur   a   $25.00   service   charge.     

5.    RESPONSIBILITY   FOR   PAYMENT:    I   understand   that   I,   personally,   am   financially   responsible   to   G   Street   
Integrated   Health   for   charges   not   covered   by   the   assignment   of   insurance   benefits   and   all   non-covered   
charges.     

6.    AUTHORIZATION   &   ASSIGNMENT   OF   INSURANCE   BENEFITS:    I   hereby   authorize   G   Street   Integrated   
Health   to   furnish   informa�on   to   insurance   carriers   concerning   my   illness   and   treatments   if   requested,   
and   I   hereby   assign   to   G   Street   Integrated   Health   all   payments   otherwise   payable   to   me   for   health   care   
services   provided   by   G   Street   Integrated   Health.   

  

  

G:\My   Drive\_Director   Share\Forms\Front   Office\PATIENT   FINANCIAL   AGREEMENT.docx                             2/17/2021   



7.    SELF   PAY   PATIENTS:    Self-pay   pa�ents   will   be   iden�fied   when   they   make   the   ini�al   contact   with   the   
office   and   will   be   defined   as   a   pa�ent   who:     

·   Has   no   health   insurance   coverage   of   any   kind,   including   federal   and   state   health   care   programs   
such   as   Medicare   and   Medicaid   or   other   insurance   coverage     

·   Is   not   eligible   for   worker’s   compensa�on   coverage;   and     

·   Has   no   other   responsible   party   covering   the   expenses   associated   with   the   care   received   from   
our   clinic.    Self-pay   pa�ents   are   required   to   pay   a   $100.00   deposit   at   �me   of   check   in.   Any   
addi�onal   charges   incurred   will   be   collected   at   check   out.   All   charges   are   due   on   the   date   of   
service.     

8.    BILLING   AND   COLLECTION   FEES:    G   Street   Integrated   Health   will   submit   a   claim   for   payment   to   your   
insurance   company.   In   the   event   your   insurance   carrier/company   denies   the   services   provided,   you   will   
be   responsible   for   the   payment   in   full.   We   appreciate   prompt   payment   in   full   for   any   outstanding   
balance.     

9.    DIVORCED   PARENTS   OF   PATIENTS :   By   signing   below,   the   adult   who   signs   in   a   minor   child   to   our   
prac�ce   on   the   day   of   service   accepts   full   responsibility   for   payment.   It   is   not   our   policy   to   send   bills   or   
records   to   the   other   parent/guardian   for   issue   of   payment   or   communica�on.   We   will   communicate   
about   treatment   and   payment   with   the   parent   present   at   the   �me   of   visit.   Parents   are   responsible   
between   themselves   to   communicate   with   each   other   about   the   treatment   and   payment   issues.     

13.    NO   SHOW   POLICY:    We   understand   that   situa�ons   arise   in   which   you   must   cancel   your   appointment.   
It   is   therefore   requested   that   if   you   must   cancel   your   appointment,   you   provide   more   than   a   24-hour   
no�ce.     

  

I   have   read   and   understand   the   prac�ce’s   office   and   financial   policies   and   I   agree   to   be   bound   by   its   
terms.   I   also   understand   and   agree   that   such   terms   may   be   amended   by   the   prac�ce   at   any   �me.     

  

_____________________________________________________________________________________   

Signature   of   Responsible   Party Date     



Integrated Health 

Missed Appointment Policy 

Due to a high number of missed appointments and same day 

cancelled/rescheduled appointments, we find it necessary to implement a 

missed appointment policy. This decision was very difficult for us but we are 

unable to care for others if our schedules are not full. 

Primary Care Policy 
• Three missed appointments in a 3 month period may result in dismissal

from the practice, at our discretion.

Behavioral Health Policy 
• Missed intake with either psychiatry or Care Management will result in

permanent dismissal from these programs.

• Two missed appointments for a follow-up appointment in a 90-day period

will result in dismissal from the programs.

Same day reschedule or cancellations 

We request the courtesy of 24 hours' notice if you need to reschedule or cancel 

an appointment, so that we may fill that slot from our wait list. Failure to give 

notice will result in that appointment being considered a missed appointment. 

Thank you for your understanding. 

(Signature of Responsible Party) (Date) 

G Street Integrated Health

11/07/23


