Adult Patient Information Sheet

Name: (Last) (First) {Middle)
Address: E-mail

City: State: Zip: SS#:

Date of birth: : Primary phone #: Secondary phone #:

Sex: Male Female Marital Status: Single Married
Employment Status: Full-time Part-time Self-employed Retired Student Unemployed

Erployer: Occupation: Phone:
Spouse's Name: SSH#:

Spouse’s Date of birth: Spouse’s Contact Ph01.16 #:

Spouse’s Employer: | Phone:

Emergency Contact’s Name (other than spouse):

Relationship: Phone:

Primary Insurance: Primary Policy Holder’s Name:

SS#: - DOB: : (We will need to copy your insurance cards.)
Secondary Insurance: Secondary Policy Holder’s Name:

ACKNOWLEDGEMENT OF RESPONSIBILITY

Payments, co-payments, and insurance deduciibles are due at the time of service, unless other arrangement have been made in advance. For
thase patients that we file insuranca for please he advised that the insurance confract is between you and your company, not the insurance company
and the doctor. The doclor agrees to see and freat you and to file an insurance claim for you. i you're insurance company doesn't pay in a timely
manner (B0 days) you will be held responsible for the money due to the doctor for services rendered. We will work with you should this happen.
After three notices of payment due (80 days) and your account are stilf not paid, we will be forced to tum your accouni over fo cur collection agency
for collection. Should this happen, please be advised that you will also be heid responsibie for the full amount due plus any interest charged by the
collection company.

I authorize the release of any medical information necessary {o process my insurance and also my insurance

to directly pay the provider of service: {Patient’s initials):
! authorize Dr. Andrews’ office o leave phone messages on my answering machine. Yes or  No
! acknowledge that | have received the Community Hospitals of Indiana, Inc. and The indiana Heart Hospital

Notice of Privacy Practices: (Patient’s Initials):
I authorize Dr. Andrews’ office to share my Private Heaith Information with these family members only:

1. 2, 3.

I haveread and understand the above statements: (Patient’s Initials):

Patient/Parent/Legal Guardian Signature: Date:
Consent to Treat: Irequest and give consent to my physician to provide and perform such medical/surgical care, tests,

procedures, drugs and other services and supplies as are considered necessary or beneficial by my physician for my health
and well being. 1 acknowledge that no representations, warranties or guarantees as 1o the results or cures heave been

made to me or relied upon by me. _

Patient Initials:
Medicare Cextification: I certify that the information given by me in applying for payment under Title XVII of the
Social Security Act are correct. I authorize my physician whe treats me, to release information from my medical records
to the Social Security Administration and/ or Medicare program or its intermediaries or carriers, oz to the Professional
Standards Review Organization for processing of claims for medical benefits. 1request that payment of anthorization

benefits be made directly to my physician treating me, on my behalf,
Patient Initials:




Child Information Sheet 2

Child’s Name: (Last) (First) (Middle)
Date of Birth: Sex: Male Female SS#:
Person Responsible for Child’s Payment: : Phone##:
With Whom Does the Child Live: E-mail
Mother’s Name: Maiden Name:
Address: City: State: Zip:
Date of birth: Phone: Cell: SS#:
Employer: Phone:
Father’s Name: Date of birth: SS#:
Address: City: State: Zip:
Phonef#f: Cell#: Work#: E-mail
Employer: Phone:
Emergency Contact (other than parents):
Relationship: Phone:
Primary Insurance. Primary Policy Holder’s Name:
SS#: DOB: Relationship to child
Secondary Insurance: Secondary Policy Holder’s Name:
SS#: DOB: Relationship to child

ACKNOWLEDGEMENT OF RESPONSIBILITY
Payments, co-payments, and instirance deductibles are due at the time of service, uniess other arrangement have been made in advance. For those patients that
we file Insurance for please ber advised that the insurance contract Is between you and your company, not the insurance company and the doctor. The doclor
agrees 1o see and treat you and fo file an insurance claim for you. i you're insurance company doesn't pay In a timely manner {60 days) you will bz held
responsible for the money due lo the doctor for services rendered. We will work with you should this happen. After three notices of payment due {90 days) and
your account are still not paid, we will ba forced to tum your account over fo our collection agency for collection. Should this happen, please be advised that you
will aiso be held responsible for the full amount due plus any interest charged by the collection company.

/ authorize the release of any medical information necessary to process my insurance and also my insurance
to directly pay the provider of service; {Parent’s Initials):
I authorize Dr. Andrews' office to leave phone messages on my answering machine. Yes or No
I acknowledge that | have received the Community Hospitals of Indiana, Inc. and The Indiana Heart Hospital
Notice of Privacy Practices: (Parent’s Initials):
I authorize Dr. Andrews’ office to share my Private Health Information with these family members only:

1. 2. 3.

I have read and understand the above statements: (Parent’s Imitials):

Patient/Tarent/Legal Guardian Signature: Date:
Consent to Treat: Irequest and give consent to my physician to provide and perform such medical/surgical care, tests,
procedures, drugs and other services and supplies as are considered necessary or beneficial by my physician for my
health and well being. T acknowledge that no 1epresentat10ns warranties or guarantees as to the results or cures heave

been-made-to-me-orrelied-upon-by-me: — —
Patient Initials;

Medicare Certification: I certify that the information given by me in applying for payment under Title X VIH of the
Social Security Act are correct. 1 authorize my physician who treats me, to release information from my medical records
to the Social Security Administration and/ or Medicare program or its intermediaries or carriers, or to the Professional
Standards Review Organization for processing of claims for medical benefits. I request that payment of authorization
benefits be made directly to my physician treating me, on my behalf.

Patient Initiais:




Name

HEALTH HISTORY

{Confidential)

Age

What is your reason for visit?

Birthdale

Dale of last physical examination

Today's Date

SYMPTOMS Check [/) symploms yout currently have or have had in the past year,

GENERBAL
L] chills
[ Depression
L Dizziness
[ Fainting
[ Fever
L] Forgetiulness
] Headache
L1 toss of sleep
] Loss of waight
) Nervousness

L1 Mumbness
U1 Sweats
MUSCLEJOINT/BONE

Pain, weakness, numbness in:

Ut Arms Ul Hips

[ Back liegs

3 Fest [ Neck

1 Rands [} Shoulgders

GENITO-URINARY
I Bioed in wrine
L3 Frequeni urinasion
.3 Lack of blzdder conirol
U Painful urination

GASTROINTESTINAL
] Appelite poor
[ 1 Bloating
[1Bowel changes
[ Gonstipation
[ Diarrhea
[ Excessive hunger
L1 Excessive thirst
[OGas
[ Hernorrhoids
U indigestion
{1 Nausea
1 Rectal bleeding
{1 siomach pain
{3 vomiting
1 vorniting blood
CARDIGVYASCULAR
L Chest pain
[ J+#gh blood pressure
[imeguiar head bea
L3 Low biood pressure
[ Peor circulation
] Rapid hean beat
U1 8welling of ankies
I3 Varicose veins

EYE, EAR, NOSE, THROAT
[ Bieeding guims
{3 Blurred vision
1 Crossed eyes
L1 Difficulty swallowing
[ Double vision
U Earache
1 £ar discharge
L3 Hay fever
I Hoarseness
{3 .oss of hearing
[ Noseblesds
{1 Persistend cough
] Ringing in ears
1] Sinus problems
[ ] vision - Flashes
1] Vision ~ Halos

SKIN
[ Bruise easily
[ 3 Hives
[ tiching
[3 Change in moles
[ Rash
[ scars

£ Sore thal won't heal

MEN only
[ Breast Jump
[ Erection difficullies
[ Lump in testicles
[ Penis discharge
7] Sore oni penis
1 other

WOMEN oniy

[ Abnormal Pap Smear
[T} Bleeding between perods
[T} Breast fump '
[ Extrame menstrual pain
[ Hol #laghes
[ Nipple discharge
[ Pairdyl mieicourse
[1 Vaginal discharge
{1 Other

Date of fasi
mensirual period

Date of lasi
Pap Smear

Have you had
a mammogram?

Are you pregnant?
Nurnber of children

CONDITIONS Check {) conditions you have or have had in the past.

4

3 mbs [ 1 Chemical Dependency [ High Cholesterol [ Prostate Problem
3 Alcotiolism [ 1 Chicken Pox {3 Hrv Positive {3 Psychiatric Care
L) Anemia {1 Diabetes [} Kidney Disease [ Rheuwnatic Fever
L] Anorexia L] Emphysema [ Liver Disease {1 Scariei Fever

3 Appendicitis 1 Epitepsy 1 Measles [ Stroke

L1 Arthritis [ 1 Glaucoma ] Migraine Headaches [ Suicide Atlernpt
{1 Asthma [ Goiter [ Miscarriage {1 Thyroid Problems
L1 Bleeding Disorders ] Gonorrhea 1 Mononucieosis [ Tonsiliis

L] Breast Lump [ Gout [ Multiple Sclerosis [ Tuberculosis

L1 Bronchitis L1 Hearl Disease L3 Murmps [23 Typheid Fever
I Butimia L] Hepatitis [ Pacemaker [ Uicers

L] Cancer [J Hemia {1 Pneumonia [ vaginal Infections
[ I Cataracts [JHerpes [ Polio [ Venereal Disease

 MEDICATIONS | ist medications-you are-cumentiy-taking-—— - -

e ALLERGIES Tormedioations-or substances |

Pharmagg Name

Phone




HEALTH HISTORY (cort) page 2

{All information is strictly confidential)

FAMILY HISTORY Fill in health information about your family.

FATHER Arthritis, Gout
MOTHER Asthma, Hay Fever
BROTHERS Cancer
Diabetes
Heart Disease, stroke
SISTERS High Blood Pressure
Kidney Disease
Tuberculosis
other

Do you see any specialists? (heart, OB/Gyn, eic.} Please list names & specialties.

Date of last Mammogram

Date of last PSA blood test/prostate exam

HOSPITALIZATIONS / SURGERIES PREGNANCY HISTORY
Year |Hospital Reason for hospitalization/surgery Yg;;f ngrth"f Complications (if any)

Have you had a hysterectomy?

| NO |Partial? Or Total?

Have you ever had a blood transfusion?

Yes

No

JHEALTH HABITS Check the ones you use
& describe how much you use.

If yes, give approximate date/s

Caffeine

Serious illness/injury

Date

Outcome

Tobacco

Drugs

Other

OCCUPATIONAL CONCERNS

Check if your work exposes you to any of

the following:

Stress

Hazardous substances

{made in the completion of this form.

signature

date

| certify that the above information is correct to the best of my knowledge. | will not hold my

doctoror-any- members.of-his/herstaff-respensible-for-any-errers-or-amissions-that-|-have —f— -

Heavy lifting

‘ot —

Your occupation:




5 Community

® Physicians of Indiana

Parent/Legal Guardian Authorization for Medical Care for Dependent

Name of Dependent:

Date of Birth:
I (we)

{name)
(and)

(name)

authorize the following adult

to act in myfour behalf in seeking and authorizing medical care and in all respects act as the
personal representative for health care for the above named dependent in my/our absence.

Please check the appropriate box below:

| This authorization is to remain in effect until
{(date)
OR
O This authorization is to remain in effect until revoke in writing by mefus
Parent/l.egal Guardian Signature Date

Witness Signature:




- Cornunity Physidans of Indiana

WELCOME

How were you referred to us?

Friend or family member
-Insurance company
jergency Department
ferral from a physician

] L 1 L
]

svious patient of a CPI physician[]
Bwspaper ]
r in the mail ]
dCheck
______ lernet Webpage |
jn on the building 1
_____ relocation guide i
e Welcome Wagon [
e Community Event/Festival ]
e Health Screening/health fair ]

- Other [




€ Con

' T P 14 PRACTICE NAME: FAMILY MEDICINE OF GREENFIELD
Physgﬁians ﬂf im{igana PRACTICE ADDRESS: 740 W GREEN MEADOWS DR STE 105
GREENFIELD, IN 46140
OFFICE #: 317-318-7777
FAX#: 317-318-7700

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name: SS#

Street Address:

City: State: Zip:
Date of Birth: Telephone:

+ I agree to the release of health records and/or information as stated below.

+ T understand that I may refuse to sign this form and that not signing this form will not affect my services, treatment or payment for
services; unless the services on eate a record for someone_else, such as physical exam or drug testing for an emplover
insurance company;_or if the services are research-related and your si e is required so that your results can be used for the research.

¢ I understand that I may see and copy the information described in this form if I ask for it.

»  Unless limited below, I understand that this release also pertains to records whose confidentiality is protected by either Federal Regulations
{42 CFR Part 2)* or State Law (IC 16-39-2) concerning hospitalization or treatient, including but not limited to, information regarding
alcohol and/or substance abuse¥*, communicable disease documentation, human immunodeficiency virus (HIV) or mental
health treatment or counseling. '

T authorize {practice name) to {circle one) release information to fobtain information from:
Name:

Street Address:

City: State: Zip:

The purpose or need for the disclosure: [0 At the request of the individual 1] Other (Specify):

Date(s) of information to be disclosed: {please circle) All Records or list specific dates,

Information to be disclosed:
0 Office Notes 0 X-Ray report O All Records
0 Labs 0 Emergency Room [ Other

I understand this Authorization is voluntary and I have the right to revoke it at any time prior to its expiration date by written nolification to
{name of releasing entity). This revocation will not have any effect on the information released pursuant
to this Authorization before the revocation. T understand that the information released may be subject to redisclosure by any recipient and no
longer protected by federal privacy laws,

The expiration Date for this release is 60 days from the signature date.

Information to be released: (1 verbally O Photocopy 0 Faxed D Cther

Patlent Signature (or Parent/Guardian/Representative) Date

Printed name of Parent/Guardian/Representative tegal Authority of Representative

Released by Date Correspondence
Capy of Auth. provided to Individual by: Date Section

*Drug and alcohol abuse records are protected. by Fedaral confidentiality rules (42 CFR Part 2). The Federal rules prohibit any further disclosure of
this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwlse permitted
by 42 CFR Part 2. A general autherization for the release of medical or other Information is NOT sufficient for this purpose. The Federal rules
restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient, Revision 10-28-2010.



