West Kentucky Surgical, Inc
Patient Information Sheet

PLEASE PRESENT INSURANCE CARD(S) TO RECEPTIONIST AT CHECK-IN.    Date:  ________________

Patient Demographic Information:  Please print, complete all fields, and make corrections as needed.

Patient Name:  ___________________________________   Date of Birth:______________________________

Address:  _______________________________________   City, State, Zip:  ___________________________

Phone:  __________________________  Cell:  _______________________  Age:  ______________________

Email Address (Patient Portal Access):  _________________________________________________________

Social Security #:  ____________________  Patient Employer:  ______________________________________

Sex: _____________   Marital Status:  _______________  Spouse Name:  _____________________________
Spouse SS#:  ___________________________________   Spouse Date of Birth:  _______________________

Spouse Employer:  _______________________________   Spouse Work Phone:  _______________________

Have been seen here before?  ___Y  ___N  If Yes, was it under a different name? ________________________

Emergency Contact Name / Phone: ____________________________________________________________

If Patient is a Minor - Please Complete:
Responsible Party Name:  ___________________________  Relationship to Minor:  _____________________

Address:  ________________________________________   City, State, Zip:  __________________________

Responsible DOB:  ____/_____/_______Phone:  ___________________  Work Phone:  __________________

Social Security#:  __________________________________   Employer:  ______________________________

Insurance Information:  

Do you have medical insurance?  ____Yes  ___No
   If Yes, what is your co-pay amount?  $________________

Primary Ins Name:  _________________________________  Primary Ins ID#___________________________

Secondary Ins Name:  _______________________________ Secondary Ins ID#:  _______________________

Referred By?  _______________________________  Your Pharmacy Name:  __________________________

Name of Primary Physician:  __________________________________________________________________  

INSURANCE AUTHORIZATION AND ASSIGNMENT OF BENEFITS:

I hereby assign all medical benefits to include major medical benefits, all private insurances, and other health plans to West Kentucky Surgical, Inc.  This assignment of benefits will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I hereby authorize said assignee to release all information necessary to secure payment.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT THOSE SERVICES ARE COVERED BY MY INSURANCE OR IN THE INSTANCE THAT I DO NOT PROVIDE ACCURATE AND CORRECT INSURANCE INFORMATION IN A TIMELY FASHION.  

Signature of Responsible Party:  __________________________________________  Date:_____________

Printed Name of Responsible Party:  _________________________________HIPAA Notice of Privacy Practices

West Kentucky Surgical, Inc

300 South 8th Street, Suite 401E, Murray KY 42071

P:  270-753-2444

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.

This Notice of Privacy describes how we at West Kentucky Surgical, Inc, may use and disclose your protected health information (PHI) to carry out treatment, payment, or health care operations (TPO) and for other purposed that are permitted or require by law.  It also describes your rights to access and control your PHI.  “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present, or future physical or mental health or condition and related healthcare services.  

Uses and Disclosers of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff, and others outside of our office that are involved in you care and treatment for the purpose of providing healthcare services to you, to pay your healthcare bill, to support the operation of the physician’s practice, and any other use required by law.

Treatment

We will use and disclose your PHI to provide, coordinate, or manage your healthcare and any related services.  This includes the coordination or management of your healthcare with a third party.  For example, we would disclose your PHI, as necessary, to a home health agency that provides care to you.  For example, your PHI may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose and/or treat you.

Payment and Financial Responsibility
Your PHI will be used, as needed, to obtain payment for your healthcare services.  For example, obtaining approval for a hospital stay or a surgical procedure may require that your relevant PHI be disclosed to the insurance company to obtain approval or precertification.  You also agree, in order for us to service your account and/or to collect financial amounts that you may owe that we may contact you by telephone at any telephone number associated with your account including cellular phone numbers. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an auto dialing device.  We may also contact you by sending text messages or emails using an email address that you provided.  This may also include outside vendors affiliated with our office including a collection agency.  If unpaid outstanding balances are sent to a collection agency for recovery, you agree to also assume financial responsibility for any additional fees that are charged by the collection agency.
Healthcare Operation

We may use or disclose, as needed, your PHI in order to support the business activities of our practice.  These activities include but are not limited to quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities.  For example, we may disclose your PHI to medical school students that see patients in our office.  In addition, we may call you by name in the waiting room when the physician is ready to see you.  We may use or disclose your PHI, as necessary, to contact you to remind you or to reschedule an appointment time.

Other Permitted and Required Uses and Disclosure

We may use or disclose your PHI in the following situations without your authorization.  These situations include:  as required by law, public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement: coroners, funeral directors, organ donation, research: criminal activity, military activity and nation security, workers compensation, inmates: required uses and disclosers.  Under the law we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with requirements of section 164.500.  Other permitted and required uses and disclosure will be made only with your consent, authorization or opportunity to objection unless required by law.  You may revoke this authorization at any time in writing, except to the extent that your physician or the physician’s practice has taken action in reliance on the use or disclosure indicated in the authorization.

Your Rights - Following is a statement of your rights to your protected health information:

· You have the right to inspect and copy your protected health information.  Under federal law however, you may not inspect or copy the following records: psychotherapy notes, information compiles in reasonable anticipation of or use in a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.  Your physician is not required to agree to a restriction that you may request.  You then have the right to use another healthcare professional.  If the physician believes it is in your best interest to permit use and disclosure of your PHI, then your PHI will not be restricted.

· You have the right to request to receive confidential communications from us by alternative means or an alternative location.  You have the right to obtain a paper copy of this notice from West Kentucky Surgical, Inc upon request, even if you have agree to accept this notice alternatively i.e. electronically.
Complaints

You may voice concerns to us or to the Secretary of Health and Human Services if you believe your privacy and security right have been violated.  You may file a complaint with us by notifying our privacy contact of your complaint.  There is no retaliation levied against you for filing a complaint.

Terms

We reserve the right to change the terms of this notice and will inform you of any changes.  You have the right to object or withdraw as provided with this notice
We are required by law to maintain the privacy of and provide individuals with this notice of our legal duties and privacy practices with respect to protected health information and financial policies.  If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number.

Signature below is acknowledgement that you have received and understand all terms within this notice of our privacy practices.
Printed Name:  __________________________ Signature:  ______________________  Date:  ____________
I give permission for the following individuals to be provided or contacted regarding my medical records: 

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

West Kentucky Surgical, Inc – Patient Health Review
Name:  ____________________    Address:  ____________________________________  DOB: ___________
Phone:  __________________________  Cell:  ________________________  Work#: ____________________
Drug Allergies:  ____________________________________________________________________________


       Are you allergic to tape?
Are you allergic to iodine or seafood?       Yes       No

Primary Physician:  _________________________  Referring Physician:  ______________________________
Current Pharmacy:  _________________________ Email (patient portal): ______________________________ 

Social / Personal History

	Item
	Yes
	No
	How much per Day
	For How Long?

	Do you smoke tobacco?
	
	
	
	

	               Do you drink alcohol?
	
	
	
	


Family History:  Has your parent, grandparent, brother, or sister ever had?  If so, indicate whom.

	Check each item
	Yes
	No
	Check each item
	Yes
	No
	Check each item
	Yes
	No

	Heart Disease
	
	
	AAA / Aneurysm
	
	
	Cancer: who/where
	
	

	CVA / Stroke
	
	
	Diabetes
	
	
	Colon polyps
	
	


Personal History: Has a doctor ever told you that you have any of the following?
	Check each item
	Yes
	No
	Check Each Item
	Yes
	No
	Check Each item
	Yes
	No

	Thyroid Trouble
	
	
	Rheumatic Fever
	
	
	Stomach Ulcer
	
	

	Tuberculosis / TB
	
	
	Stroke
	
	
	Hepatitis
	
	

	Heart Disease
	
	
	Gallstones
	
	
	Kidney Stones
	
	

	Heart Murmur
	
	
	Colon Polyps
	
	
	Convulsion/Seizures
	
	

	High Blood Pressure
	
	
	Crohn’s Colitis
	
	
	Diabetes
	
	

	Phlebitis / Blood Clot
	
	
	Ulcerative Colitis
	
	
	Cancer (where)
	
	


Have you recently been troubled with any of the following symptoms?
	Check each item
	Yes
	No
	Check each item
	Yes
	No
	Check each item
	Yes
	No

	Double Vision
	
	
	Abdominal Pain
	
	
	Headaches
	
	

	Eyes Yellow
	
	
	Abdominal Swelling
	
	
	Dizziness
	
	

	Nosebleed
	
	
	Change Bowel Habits
	
	
	Fainting Spells
	
	

	Cough
	
	
	Constipation
	
	
	Tingling in hands or feet
	
	

	Wheezing
	
	
	Diarrhea
	
	
	Swelling in Neck
	
	

	Shortness of Breath
	
	
	Blood in Stool
	
	
	Hot Flashes
	
	

	Night Sweats
	
	
	Yellow Jaundice
	
	
	Weight Loss
	
	

	Bloody Sputum
	
	
	Difficulty Urinating
	
	
	Weight Gain
	
	

	Chest Pain / Pressure
	
	
	Painful Urination
	
	
	Depression / Worry
	
	

	Irregular Heartbeat
	
	
	Blood in Urine
	
	
	Cancer (where)
	
	

	Difficulty Swallowing
	
	
	Leg Pain
	
	
	Sleep Apnea
	
	

	Indigestion
	
	
	Feet Swelling
	
	
	Other:
	
	

	Vomiting Blood
	
	
	Non-Healing Wound
	
	
	Other:
	
	


Please list all of your medications and dosage for each (use back of page for additional space is needed):
________________________________________________________________________________________

Please list any past surgical procedures:  ________________________________________________________  
I consent to medical treatment and the possibility of minor procedures at West Kentucky Surgical Inc, which may include a prescription for narcotic pain medications.

Name:  _____________________________________________  Date:  _______________________________
