Midwest Heart

Specialists

PATIENT INFORMATION FORM
In order to best serve you, please provide us thighfollowing information:

Patient I nformation (Please Print) \ Today's Date:

Patient First Name:

Patient Middle Initial: Date of Birth:

Patient Last Name:

Patient Street Address:

City, State, Zip

Home Phone: Daytime/Cell Phone:

Social Security Number: Sex: [1Male [] Female

Marital Status: [ Single [ Married [ Divorced [] Separated| Widowed

Ethnicity: (1 Asian [1 African American [] Caucasian[! Hispanic [| Native American [] Other

Email Address:
(Your email addressis confidential and will not be shared outside of Midwest Heart Specialists)

May we communicate information to you via email? 71 Yes [ No

May we send test results to you via email? [1Yes [I1No

May we leave test results on your answering mac¢hine Yes [ No

How did you hear about MHS?

Primary Care MD: Primary Care MD Phone:

Emergency Contact Name and Number:

Primary Insurance | nformation

Insurance Name:

Insured’s Employer:

Secondary | nsurance | nformation

Insurance Name:

Insured’s Employer:

Additional Insurance Coverage (if applicable)

Insurance Name:

Insured’s Employer:

Person Responsible for Payment (if other than Patient):

Assignment of Benefits:
| certify that the above information is accuratdnereby authorize my medical benefits to be paieatly to
Midwest Heart Specialists and allow the releasmedical information necessary to process insuralams.

Patient Signature: Date:




MIDWEST HEART SPECIALISTS
Medical History

Name
Date of Birth Sex Primary Physician

Chief Complaint (State reason for cardiac consultation)

Risk Factors
High bloOd PreSSUre ........cove e 1 Yes 1 No

1] 1101 R PRPRRTTR [1Yes 1 No
1 Former Smoker
If yes or former smoker: N9 of years__ Packs/day___ Year Quit

High ChoIEStErOl.........cccueieeeee e 1 Yes 1 No
1 On cholesterol drug

DIADELES. ...ttt 1Yes 1 No
EXErcise reguIarly...........coo i [Yes 1 No
Family history of early heart disease (60 years or less)...................... 0 Yes 1 No
Weight (20 Ib over idal).........coviiiiiiieiiie e [ Yes 1 No
Past Medical History

Heart attack..........oooueiieie e 1Yes 1 No
ANGIOPIaSty/StENt.........oeiiiiie e 1Yes 1 No
Congestive heart failure...........cooooie e 1 Yes 1 No
SErOKE/MINI=SErOKE. ...t eeee e [Yes 1 No
LuNg Problems..........ocuiiiii e [ Yes 1 No
Blood clots in [€gs Or IUNGS .......ccvvvviiiiiii e [ Yes 1 No
Hypothyroid/Hyperthyroid.............ccooeeeiiii 1 1 Yes 1 No
Stomach problems (ulcer, hiatal hernia, gastric reflux)...................... [ Yes 1 No
LIVEr PrODIEMS. ...t e e 1Yes 1 No
Kidney, bladder, prostate problems............cccccooiiiiiiiii i [ Yes 1 No
Rheumatic/SCarlet FEVEN ...t 1 Yes 1 No
Carotid artery blockage............ocveiiiiie e 1 Yes 1 No
Eye problems (cataracts, glaucoma, macular degeneration, blind)....[J] Yes 1 No
AENFIEIS. ..o e 0 Yes 1 No
Sleep disorder (Sleep apnea).........cccveeceveiieeiiee e 1 Yes 1 No
Use CPAP or BiPAP machine..........cccceeeiiiiiieiiiie e [ Yes 1 No
Psychiatric problems (anxiety, depression)..........cccccveveivveiiiiiieeennins 1Yes 1 No
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Surgeries (List procedure and year)

Family History of Heart Disease (i.e., heart attack, angioplasty, bypass surgery)

Father.......oooiiii Yes Alive/deceased
MoOther.......ooooiieeeee e [1Yes Alive/deceased
Brother(S)......cooocvieeee e, 1 Yes Alive/deceased
SISEEI(S).veeeiiriie et JYes Alive/deceased
Grandfather/Grandmother (Paternal)...... 1Yes Alive/deceased
Grandfather/Grandmother (Maternal).... (] Yes Alive/deceased

Family history of abdominal aortic aneurysm (1 Yes Who

Social History
Caffeine intake (cups per day of caffeinated coffee, tea, cola)

Alcohol 1 Never ] Rarely (] Socially ] Daily

N@ drinks per day/week NQ years
Regular exercise [ Yes 1 No

If yes: Type of exercise Times per week
Diet (1 Balanced [ Low fat low cholesterol [ Low salt

[0 No special diet Other

Marital status (1 Married (1 Single 1 Widow 1 Divorced
Occupation

Allergies (List medication and reaction; include food and seasonal allergies)

Are you aware of any sensitivity to latex products, i.e., Band-Aids, medical gloves,
balloons, etc.?

Name Page 2 of 4




Medications (List all prescription, nonprescription medications, and nutritional

supplements)

Name of Drug

Dose

Times per Day

Review of Systems (Place an "X" by the items that you presently have)

GONEIAL ... et

GaStroiNtESEINGL. ... .oeeee e

Name

1 Recent weight loss
1 Recent weight gain
1 Fatigue

] Blurred vision
] Double vision
1 Blind

1 Hearing loss
1 Ringing in ears
1 Nosebleeds

[1 Shortness of breath

1 Cough

] Hard to breathe lying flat
1 Cough up blood

1 Snore

1 Blood in stool

1 Black, tarry stools

1 Heartburn

1 Abdominal swelling

1 Abdominal pain
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Review of Systems (continued)
Kidney/Bladder System............ccoveeeiiiieeiiee e ] Blood in urine
1 Frequent urination at night

Musculoskeletal..............ccoeeeiiiiiii (] Arthritic pain
[] Calf pain with walking
1 Low back pain

SKIN. et 1 Leg swelling
1 Rash
NEUrOIOGIC......cvveee et ] Transient blurred vision

[1 Weakness on one side
1 Slurred speech

1 Numbness

] Dizziness

[1 Fainting spells

Hematology.........cceeeiiiee e (] Bruise easily
1 Bleeding problems

Have you had any of the following?

Recent hospitalization When Hospital
Recent lab tests When Lab
Cardiac tests Type
When Where
Peripheral vascular ultrasound tests
Type
When Where
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Midwest Heart n

Specialists
Financial Policy

Thank you for entrusting Midwest Heart Specialists with your cardiovascular needs. We
strive to provide excellence in all aspects of patient care. In order to better serve our
valued patients, we would like to familiarize you with our financial policy.

PPO Plans

Please verify with your insurance plan that your specific physician is contracted with
your plan. We have several new physicians who may not yet be contracted with the plan.
This will help to ensure your services will be paid by your plan at their highest rate.

We are required under our contract with the plan to collect any co-payments, deductibles
or co-insurance. Most plans have a co-payment, which you are expected to pay at the
time of service. We will bill you for any deductible or co-insurance amount.

HMO/POS Plans

A referral is required before any service is rendered. If you do not obtain a referral, you

may either: 1.) Sign an unauthorized waiver stating that you are responsible for payment.
or 2.) Reschedule the appointment until you receive the referral from your primary care
physician. The HMO plans will not pay for your services unless you obtain a referral.

We are required under contract with these plans to collect any co-payment, co-insurance
and deductible amounts. Co-payment is expected at the time of service. You will be
billed for co-insurance and deductible amounts.

Self Pay

Unless you are member of one of our contracted plans, Medicare, or Medicaid,
please be prepared to pay for services at the time of service. We accept cash, checks,
Visa, MasterCard and Discover.

Missed Appointments

A $50.00 fee will be billed to the patient for a missed appointment if the office is not
notified of need to cancel or reschedule.

If you have any questions regarding our policy or your account, please contact our Patient
Financial Services office at 630/268-3500. We are open Monday — Friday, between the
hours of 9am and 5pm.

I have read and fully understand the above statements regarding payment policies
and agree that | am responsible for any fees incurred on account for services
rendered.

Patient/Legal Guardian Date




HIPAA FORM 37

MIDWEST HEART SPECIALISTS

NOTICE ACKNOWLEDGEMENT
(Provider)

Purpose: This form is used to document an individual’s acknowledgement of receipt of our Privacy Practices Notice
or our good faith, but unsuccessful effort to obtain that acknowledgement. We are not obligated to attempt to obtain
this acknowledgement in an emergency treatment situation.

SECTION A: Individual receiving Privacy Practices Notice.

Name:

Address:

Telephone: E-mail:

Date of Birth:

TO THE INDIVIDUAL : Please complete the following acknowledgement.

I acknowledge that | received the Privacy Practices Notice of Midwest Heart Specialists

Signature: Date:

If this acknowledgement is signed by a personal representative on behalf of the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:

SECTION B: Good faith effort to obtain acknowledgement (complete only if individual refuses written
acknowledqge of receipt of Privacy Practices Notice on this form or otherwise).

[ Individual refused or was unable to sign an acknowledgement that the individual received our Privacy Practices
Notice. Describe your good faith effort to obtain the individual’s signed acknowledgement and the reason you
were unsuccessful:

[ Individual received the joint Privacy Practices Notice applicable to our organization from another participant in
our organized health care arrangement. We are therefore not required to deliver a Notice or obtain an
acknowledgement. Attach a copy of the acknowledgement, or the documentation of the unsuccessful good faith
effort to obtain acknowledgement, from the participant who furnished the joint Notice.

[ Individual received our Privacy Practices Notice in connection to an emergency treatment situation. We are not
required to obtain an acknowledgement.

SIGNATURE.

| attest that the above information is correct.

Signature: Date:

Print name: Title:

Include completed form in the individual’s records.
Update HIPAA section in demographics section of practice management system
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