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New Patient Forms 

If completing for a minor please complete section below. If 

completing for yourself, skip to next page.  

 

Your Name: __________________________________ 

 

Patient Name: __________________________________ 

Patient DOB:  __________________________________ 

 

Relationship to  

patient:  ___________________________________ 

 

___  I certify I have legal guardianship and authority to consent for 

medical treatment on behalf of named minor above.  
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PATIENT INFORMED CONSENT FOR 

 ONGOING PRIMARY CARE TREATMENT 

 

I, _____________________________________ (“Patient”), voluntarily request and consent to Magnolia 

Medical DPC (“Practice”) and Dr. Rye’s ongoing primary care treatment of me as a Patient. I acknowledge 

that when I have sought Practice’s medical services and treatments, my provider or one of the Practice’s 

staff members has explained to me the risks and benefits that are involved in the services and treatments.  

I also acknowledge that I have been advised of the alternatives, if any, that may be available.  I also 

understand that my treatment shall entail physical medical examinations of my body, which may include 

urinalysis, blood tests and other primary care treatments that are deemed medically necessary.  My 

signature below indicates that I give permission to the Practice and my provider to treat me and to 

perform any tests and examinations that may be necessary. I understand that no warranty or guarantee 

has been made to me as to the results of any treatment. 

 

I certify and agree to the following: 

1. I am reading and signing this informed consent while in full possession of my faculties and not 

under the influence of any substance that might impair my judgment.  

2. I have been given an opportunity to ask questions about my treatment and any risks and hazards 

involved. All of my questions have been answered to my satisfaction and I have sufficient 

information to give this informed consent. 

3. I certify this form has been fully explained to me, that I have read it or have had it read to me, 

that the blank spaces have been filled in, and that I understand its contents.  

 

______________________________________________________ 

Signature of Patient or Parent or Legal Guardian   Date 

 

______________________________________________________  

Printed Name of Patient or Parent or Legal Guardian  

 

Witness/Provider: 

Signature: _______________________________ Name: __________________________  
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INFORMED CONSENT FOR  
TELEMEDICINE SERVICES AND TREATMENT 

 
I, _______________________ (“Patient”) understand how a telemedicine encounter is different from an 
in-person consultation due to the fact that I will not be in the same room as my provider, and how this 
can improve my access to care, including limiting the spread of communicable diseases.  At the same time, 
I also understand that telemedicine has certain risks including a limited physical exam and time 
constraints.  I understand these risks and limitations and will have the opportunity to discuss these with 
my doctor at the time of my consultation.   

I also understand that there may be interruptions, unauthorized access and technical difficulties 
associated with my telemedicine encounter.  Because of these reasons and the fact that a telemedicine 
consultation may not be appropriate to address my medical situation, my provider or I can discontinue 
the telemedicine consult. 

I also understand that I have the right to refuse or stop participation in telemedicine services at any time 
and that it will not affect my right to future care or treatment.   

I understand that all confidentiality protections required by law will apply to my care but recognize that 
my healthcare information may be shared with other individuals and entities for the purposes of providing 
continuity of care, billing and internal operations.  

I understand that I have the right to inspect all information obtained and recorded in the course of a 
telemedicine interaction and may receive copies of this information.  

I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but 
that no results can be guaranteed or assured.  

If an emergency occurs during a telemedicine encounter when I am at a non-health-care site, I will call 
911 and maintain the telemedicine encounter (if possible) until help arrives.  

By signing this form, I certify: 

That I have read or had this form read and/or explained to me. 

That I fully understand its contents including the risks and benefits of a telemedicine encounter. 

That I have been given ample opportunity to asks questions and that any questions have been answered 
to my satisfaction and that I have been offered a copy of this Informed Consent Form.  

  
______________________________________________________ 
Signature of Patient or Parent or Legal Guardian   Date 
 
______________________________________________________  
Name of Patient or Parent or Legal Guardian  
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NOTICE OF PRIVACY PRACTICES 

 

This notice describes how medical information about you may be used and disclosed and how you can get 

access to this information. Please review it carefully.  

 

OUR RESPONSIBILITY  

Magnolia Medical DPC (“the Practice” or “We”) is committed to protecting the privacy of your medical 

information. Your care/treatment is recorded in a medical record that is considered protected health 

information (“PHI”). To best meet your medical needs, We share your PHI with the providers and facilities 

involved in your care. We share your information only to the extent necessary to collect payment for 

services we provide and to conduct our business operations. Practice  staff is trained to be sensitive to the 

privacy and confidentiality of your PHI. Except as outlined below, We will not use or disclose your PHI for 

any other purpose unless you have signed a Medical Record Release Authorization form.  

 

USES AND DISCLOSURE OF YOUR PHI 

We may use and share your PHI in the following ways without requiring your authorization. It should be 
noted that while not every use or disclosure will be listed, each of the ways we are permitted to use or 
disclose information will fall into one of the following areas: 
 

• To provide, coordinate or manage your medical treatment and services. For instance, providers 
involved in your care, will use information in your medical record to plan a course of treatment 
for you that may include procedure, medications, tests, etc. We may also disclose your PHI to 
institutions and individuals outside of the Practice that are or will be providing treatment to you. 

• To bill and receive payment for the treatment and services you received. For instance, we may 
forward information regarding your medical procedures and treatment to your employer to 
arrange payment for the services provided to you or we may use your information to prepare a 
bill to send to you or to the person responsible for your payment.   

• To run our practice, improve your care, and contact you when necessary. For example, we may 

use your PHI in order to conduct an evaluation of treatment and services we provide.  

• We may use your PHI to remind you about appointments and from time to time, to communicate 

with you about treatment alternatives and other health-related benefits and service that may be 

of interest to you. 

• For workers’ compensation or similar programs. 

• For public health safety issues such as preventing disease, helping with product recall, reporting 

adverse reactions to medications, reporting suspected abuse, neglect, or domestic violence.  

• For a health oversight agency. 
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• In response to a court order, subpoena, or warrant and to law enforcement officials in certain 
limited circumstances. 

 
RIGHTS THAT YOU HAVE 
When it comes to your health information, you have certain rights. This section explains your rights and 

some of our responsibilities to help you. 

• You can ask to see or get an electronic or paper copy of your medical record, by filling out a 

Medical Record Authorization form and submitting it to our office. We will provide a copy of your 

medical record within 30 days of your request.  

• You can ask us to correct your medical record if you think it is incorrect or incomplete. You will 

need to complete a Health Information Amendment form and submit it to our office. We may 

decline your request, but we’ll tell you why in writing within 60 days. 

• You can ask us not to share certain medical record information for treatment or payment. 

• You can ask us to communicate with you by email or standard SMS messaging 

• You can ask us to contact you in a certain way or at a certain location. 

• You can ask for an accounting of the times we have shared your medical record for the last 6 

years, who we shared it with and why. 

• You can ask for a paper copy of this notice at any time. 

• You can choose someone to whom information may be disclosed or if someone is your legal 

guardian, that person can make choices about your medical record. 

 

BREACH NOTIFICATION 

We are required to notify you in writing of any breach of your unsecured PHI as soon as possible, but in 

any event, no later than 60 days after we discovered the breach. 

 

At times it may be necessary for us to provide your PHI to one or more outside persons or organizations 
who assist us with our payment/billing activities and healthcare operations. In each case, we require these 
business associates and any of their subcontractors, to appropriately safeguard the privacy of your 
information. 

 

OUR NOTICE OF PRIVACY PRACTICE 

We are required by law to maintain the privacy of our patients’ PHI. We are required to abide by the terms 

of this Notice of Privacy Practice so long as it remains in effect. We reserve the right to change the terms 

of this Notice of Privacy Practice as necessary. You may receive a copy of any revised notice at any of our 

clinic locations.  

 
This Notice of Privacy Practice is effective October 1, 2023. 
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COMPLAINTS 
If you have any questions about this Notice or if you think that we have not respected the privacy of your 
protected health information, please do not hesitate to contact Practice by email at the following email 
address: info@magnoliamedicaldpc.com 
 
 
Your signature below is an acknowledgement that you have been provided with a copy of this Notice.  
 
 
_________________________________________ 
Print Patient’s Name 
 
_________________________________________    _______________ 
Signature of Patient or Parent or Legal Guardian    Date 
 
_________________________________________ 
Print Name of Parent or Legal Guardian (if applicable) 
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CONSENT TO UNENCRYPTED EMAIL AND SMS MESSAGING  

OF PROTECTED HEALTH INFORMATION 

 

I have read Magnolia Medical DPC (“Practice”) Notice of Privacy Practices.  I understand how Practice 

will use and disclose my Protected Health Information (PHI).    

With this consent, I ___________________________ (Patient’s Name) am consenting and stating my 
preference to have Practice communicate with me by standard, unencrypted email, and standard SMS 

messaging regarding various aspects of my medical care, which may include, but shall not be limited to, 

test results, prescriptions, appointments, and billing.   

I understand that email and standard SMS messaging are not confidential methods of communication 

and may be insecure.  I further understand that, because of this, there is a risk that email and standard 

SMS messaging regarding my medical care might be intercepted and read by a third party. 

 

 

_______________________________________   __________ 

 Signature of Patient or Parent or Legal Guardian   Date 

 

 ______________________________________  

 Name of Patient or Parent or Legal Guardian  
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DIRECT PRIMARY CARE PROGRAM 

CODE OF CONDUCT 

 

To provide a safe and healthy environment for staff, visitors, patients, and their families,  Nicole Rye DO 

PLLC d/b/a Magnolia Medical DPC (“Practice”)  expects visitors, patients, and accompanying family 

members to refrain from unacceptable behaviors that are disruptive or pose a threat to the rights or safety 

of other patients and staff. 

As a patient, please understand that Practice has the following expectations: 

• If you have any questions about the care you received from Practice or are unhappy with the 

service received, please speak to your provider before you leave the Practice. If the services were 

rendered through telemedicine, please send a text to your provider, or send an email to Practice 

so that any clarifications about your care or the services you received can be addressed.  

• Practice strives to provide all patients with the necessary time and quality of care they deserve. 

In order to accomplish this, Practice requests that you communicate all issues that you wish to 

discuss with your provider at the time your appointment is scheduled.  This will ensure that an 

appropriate amount of time can be allotted to address your concerns.  Failure to do so may result 

in Practice scheduling you for another visit.   

• Questions about the Membership Agreement, Monthly Membership Fee or other fees associated 

with services not included in the monthly membership fee should either be discussed over the 

phone with your provider or addressed in an email sent to Practice at: 

info@magnoliamedicaldpc.com. Patients may also discuss these issues when they come into the 

office for an appointment.   

• Practice follows a zero-tolerance policy for aggressive or harassing behavior directed by patients 

and/or their accompanying family members or friends against our staff.   

• Please be courteous with the use of your cell phone and other electronic devices. When you come 

for your visit, set the ringer to vibrate before storing away. 
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The following behaviors are prohibited:   

• Possessing firearms or any weapon 

• Intimidating or harassing behavior towards your provider, staff, or other patients 

• Making threats of violence through phone calls, letters, voicemail, email or other forms of written, 

verbal or electronic communication 

• Physically assaulting or threatening to inflict bodily harm 

• Making verbal threats to harm another individual or destroy property 

• Damaging business equipment or property 

• Making menacing or derogatory gestures 

• Making racial or cultural slurs or other derogatory remarks 

 

If you are subjected to any of these behaviors or witness inappropriate behavior, please report the 

behavior to your provider or any staff member of Practice. Violators are subject to removal from the 

facility and/or termination from Practice’s Direct Primary Care Membership Program.   

 

_________________________________________________________ ______ 

Signature of Patient or Name and Signature of Parent or Legal Guardian Date 
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CONSENT TO 'FRIENDS AND FAMILY'  

 

I, ____________________ (“Patient”) understand  how Magnolia Medical DPC ("Practice") uses my 

health information according to privacy practice notice. I consent for the following individuals to have 

access to my health care information: (This is optional and up to patient discretion)  

1)  _______________________________            

2)  _______________________________ 

3) _______________________________ 

Please check the following boxes if you do NOT want the following information shared with the 

individuals you listed above.  

 

__ Mental Health information including diagnosis, treatment 

__ Sexually transmitted diseases 

__  HIV status or testing 

 

_________________________________________________________ ______ 

Signature of Patient or Name and Signature of Parent or Legal Guardian Date 

 


