MDY PRIMARY CARE MEDICINE, P.L.
MARGARET R YEE, M.D.
PATIENT INFORMATION
DATE:__________________
NAME:_______________________________________________________________________________________
LAST

FIRST

MIDDLE

LOCAL ADDRESS:____________________________________________________________________________
CITY:___________________________________STATE____________________ZIP________________________
PERMANENT ADDRESS:_______________________________________________________________________
CITY:___________________________________STATE____________________ZIP________________________
HOME PHONE (____) ________________________ ALTERNATE PHONE (____) ________________________
SS# ______________________ SEX M OR F BIRTHDATE_____________________ AGE________________
HEIGHT:_____________WEIGHT ______________ EMAIL___________________________________________
RACE ______________ ETHNICITY (Circle One) Hispanic or Non-Hispanic LANGUAGE__________________
MARITAL STATUS (Circle One) Single, Married, Divorced, Legally Separated, Widowed
PREFERRED PHARMACY: ___________________________________________________________________
(NAME AND ADDRESS)

EMERGENCY INFO:
NAME: __________________________RELATION______________________ PHONE_____________________
PRIMARY INSURANCE INFORMATION:
SUBSCRIBERS NAME (GUARANTOR) __________________________________________________________
SS# ______________________BIRTHDATE_____________________ RELATION Self /Spouse /Child /Other
INS COMPANY NAME________________________________DED $ ___________ COPAY $_______________
POLICY# _________________________ GROUP# ____________________EFF DATE_____________________
EMPLOYER NAME ___________________________________________________________________________
PATIENT'S STATEMENT:
I hereby allow MDY Primary care Medicine, P.L. to accept assignment of benefits to which I am entitled from my insurance company. I
authorize any holder of medical information about me or my dependents to be released to HCFA and its agents. I also authorize my Insurance
Company to receive any information needed to determine the benefits payable for related services. I agree that I am responsible for payment
of any remaining balance after insurance payments have been made, including collection costs. I also understand that if my account is not paid
under the terms of our agreement, I and my immediate family members may be henceforth dismissed from the practice.

Signed____________________________________________ Date__________________________

Designation of Health Care Surrogate
In the event I have been determined to be incapacitated to provide informed consent for medical treatment and surgical and diagnostic
procedures, I
(Name) wish to designate, as my surrogate for healthcare decision:
Name:
Street Address:

City:

State:

Zip:

Phone:

If my surrogate is unwilling or unable to perform his or her duties, I wish to designate as my alternate surrogate:
Name:
Street Address:

City:

State:

Zip:

Phone:

I fully understand that this designation will permit my designee to make Healthcare decisions and to provide, withhold, or withdraw
consent on my behalf; or apply for public benefits to defray the cost of health care, and to authorize my admission to or transfer from a
healthcare facility.
Additional instructions (optional):
I further affirm that this designation is not being made as a condition of treatment or admission to a healthcare facility.
Patient Signed:

Date:

Witness Name:

Witness Name:

Date:

Date:

Witness Signature 1:

Witness Signature 2:

Living Will
Declaration made this
day of
(20 ), I
, willfully voluntarily
make known my desire that my dying not be artificially prolonged under the circumstances set for below, and I do hereby declare that, if
at any time I am incapacitated and:
(Patient initial) I have a terminal condition, or
(Patient initial) I have an end-stage condition, or
(Patient initial) I am in a persistent vegetative state,
and if my primary physician and another consultant physician have determined that there is no reasonable medical probability of my
recovery from such a condition, I direct. Life-prolonging procedures be withheld or withdrawn when the application of such procedures
would serve only to prolong artificially the process of dying, that I be permitted to die naturally with only the administration of medication
or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.
I do
, I do not
desire that nutrition and hydration (food and water) be withheld or withdrawn when the application of such
procedures would serve only to prolong artificially the process of dying.
It is my intention that this declaration be honored by my family and physician as the final expression of my legal right to refuse medical
or surgical treatment and to accept the consequences for such refusal.
In the event that I have been determined to be unable to provide express and informed consent regarding the withholding, withdrawal,
or continuation of Life-prolonging procedures, I wish to designate, as my surrogate to carry out the provision of this declaration:
Name:
Street Address:

City:

State:

Zip:

Phone:

I understand the full import of this declaration, and I am emotionally and mentally competent to make this declaration.
Additional instructions (optional):

Patient Signed:

Date:

Witness Signature 1:

Witness Signature 2:

Street Address

Street Address:

City:
Phone:

State:

City:
Phone:

State:

Welcome to MDY Primary Care Medicine!
We are a patient centered medical home where
we aim to achieve the best in your medical care
using evidence-based medical principles. The
following are our policies and procedures for
patients as we care for you.
In office venipuncture is offered as a courtesy to
our patients. While a majority of our patients do
utilize this service, you also have the option of
using Quest or Labcorp.
Our staff are trained professionals whose goal is
to help make your office encounters meaningful
and productive for your medical health. Please
call us first for any basic ailments so that we can
work you in the same day for an assessment. We
strive to accommodate your medical needs so
that you do not have to go to the emergency
room for standard medical conditions that we
can take care of at the office.
It is the goal to see all of our patients with
chronic medical problems at least twice per year,
sometimes more, depending on the nature of a
patient’s concurrent conditions. It has been
shown that regular visits are the key to keeping
patients from illness as well as prevent
complications of disease, avoid hospital
admissions and achieve overall health.
The patient is asked to request refills at time of
appointment. If refills are needed before your
next appointment, please request by calling our
refill line. We aim to complete refills in a timely
manner. Signature MD patients may also request
by using private email option.
Copays, coinsurance and any past due balances
are to be paid at the time of arrival for your
appointment. Some services performed or
requested may not be covered by the patients’
insurance. The patient acknowledges that in such
cases, that the patient is financially responsible
for these payments.
HIPAA requires that we do not discuss your
personal health information with anyone other

than the patient. The patient may sign a release
of HIPAA information form if they wish to allow
communication with others.
In order to provide a safe environment, disruptive
behavior is discouraged in any form, such as
yelling, screaming, swearing, angry outbursts.
This is not effective means of communication and
the patient will be asked to leave the office and
practice.
We strive to provide the best healthcare outcomes
to our patients, but we realize that sometimes our
approach may differ from your preferences. Some
differences may involve the patient not taking
medications, not making lifestyle modifications,
not keeping follow up labs and appointments,
not following through with referrals or patients
demanding referrals that are not medically
necessary. My staff and I will explain our approach,
concerns and decisions and if you still disagree,
then you must decide whether our methods match
your desires. Your health plan has a robust network
with a variation of physician philosophies for this
very reason. If we cannot meet your desired
approach, then we want you to find a physician
who does. Similarly, in such cases, the practice
may have the prerogative to discontinue the
patient/physician relationship. Also, if you leave
the practice for any reason, we are not required
to accept you back as a patient. The next page
lists of expectations, for both yourself and our
practice. Lastly, as a patient centered home, we
welcome you to our practice where we make
your excellent health outcomes our goal. We
look forward to a fruitful experience for both
patient and our practice.
Patient Signature:______________________
Printed Name: ________________________
DOB: ________________________________
Date signed: __________________________
(c. 07/2020)

LET’S PARTNER FOR YOUR BETTER HEALTH!!
MDY Primary Care Medicine, PL

I will work on my Better Health and commit to
living a healthy and active lifestyle. I will:
√ Call you first when I’m sick
√ See you at least 2 times each year
√ Visit more often when I’m not well
√ Come see you within 3 days after getting out of
the hospital
√ Bring my medication list to all appointments
√ Actively participate in your Care Coordination
and Jumpstart programs
√ Let you know how to reach me
√ Look to you as my care quarterback
√ Follow your guidance on use of other
physicians
√ Follow your guidance on medication and
testing
√ Control my blood pressure
√ Control my cholesterol and blood sugar
√ Complete a living will and appoint healthcare
surrogates
√ Committed to being a five-star HEDIS patient
√ Work with you to stop smoking (if I do)

My Team and I will provide you with a 5-star
program that includes:
√ Same-day appointments when you are sick
√ A 24-hour telephone access line
√ Care monitoring while you are in hospital and
afterwards
√ A care coordination team
√ A preventative diagnostic program
√ A thoughtful ongoing care program
√ Care for the majority of your illnesses in my
office
√ Referrals to other trusted physicians when
medically necessary
√ The highest quality care in modern medicine
√ Truly caring about and for you
√ Guidance down the path to Better Health
√ A real Better Health partner!

Doctor:____________________________
Dr. Margaret Yee, MD

√ Actively work on improving my health
√ Adopt a healthy active lifestyle
√ Exercise and/or use Silver Sneakers
√ Embark on my Better Health journey!

Patient Signaure:_______________________
Printed Name: _________________________
Date: ________________________________

(c. 07/2020)

