MICHAEL P. KRUMHOLZ, M.D.

	Patient Information

	Patient Name: (Last, First)

	Date of birth (mm/dd/yy):                               Age:


	Street Address:                                  Apartment #/Floor

	Gender:     Male    Female           
Height:                                        Weight:



	City                                        State               Zip:


	Social Security #:                             
 

	Telephone:                 Alternate phone number:                     

 Home                         Work                        Cell          

	Marital Status:   

	Email address:

	Occupation:

	May we leave messages on your answering machine?      Yes      No

***(note: the representative from our office will never leave any personal health information on an answering machine)

	Name of emergency contact:                                              Relationship to Patient:


	Street Address:



	City                                     State              Zip:

	Telephone:

	Insurance Information

	1) Name of Primary insurance company:


	Primary insurance ID number:

	Name of insured:                                       Relationship:

	Group number:

	Claims Address:

	Insured Social Security #:                  Insured D.O.B.

	City, State, Zip:

	Insurance Company Telephone:

	
	

	2) Name of Secondary insurance company:


	Secondary insurance ID number:

	Name of insured:

	Group number:

	Claims Address:

	Insured Social Security #:                 Insured D.O.B.

	City, State, Zip:

	Insurance Company Telephone:

	Referring Physician Information

	Physician Name:


	Name & Address of additional Physician(s) you would like us to send reports to:

	Street Address: City, State, Zip:

Telephone:
	1)


	Is this the primary care giver?         Yes       No 

If not, name and address of PCP:


	2)



Patient Name: ______________________________________________
Date:________________________
	
Patient Medical History

	ALLERGIES: (list ALL medication allergies and reactions including LATEX or IV dye)


	List all Present Illnesses/ Recent Diagnosis:
History of falls?   Yes   No       

	Have you ever had an endoscopic procedure?  Yes   No       

Date:                  Reason:


	Chief Complaint Today:



	Past Medical History: (Please include any history of existing heart, lung, liver, kidney or infectious disease)


	

	Past Surgical History:



	

	Family Medical History: If living please list your family member’s age. If deceased please list age and cause of death.

	Mother
	Living
	Deceased
	

	
	
	
	

	Father
	
	
	

	Sibling(s):   
	
	
	

	Current Medications: (***list ALL medications including the dosage and frequency of use; include any vitamins/supplements, as well):

	

	


	


	Do you take any of the following medications?  Coumadin/ warfarin    Plavix      Aspirin       NSAIDs        

	Please check all of the following that apply regarding personal and family history:

	
	Self
	Mother
	Father
	Sibling
	
	Self
	Mother
	Father
	Sibling

	Abdominal pain
	(
	(
	(
	(
	Irritable Bowel Syndrome
	(
	(
	(
	(

	Acid reflux / Heartburn
	(
	(
	(
	(
	Kidney Problem/Renal Disease/Dialysis
	(
	(
	(
	(

	Anemia /Excessive bleeding
	(
	(
	(
	(
	Loss of Appetite
	(
	(
	(
	(

	Asthma/ Emphysema (COPD)/ other Lung disease
	(
	(
	(
	(
	Mitral Valve Prolapse/Artificial or Diseased Valves
	(
	(
	(
	(

	Colon Cancer
	(
	(
	(
	(
	Nausea/ Vomiting
	(
	(
	(
	(

	Other Cancer_____________
	(
	(
	(
	(
	Neurologic problems
	(
	(
	(
	(

	Colon Polyps
	(
	(
	(
	(
	Osteoporosis
	(
	(
	(
	(

	Diabetes
	(
	(
	(
	(
	Pacemaker/Defibrillator/Arrhythmia
	(
	(
	(
	(

	Diarrhea / Constipation
	(
	(
	(
	(
	Peptic Ulcer Disease
	(
	(
	(
	(

	Ear, nose or throat problems
	(
	(
	(
	(
	Seizures
	(
	(
	(
	(

	Emotional problems
	(
	(
	(
	(
	Sleep Apnea
	(
	(
	(
	(

	GI bleeding
	(
	(
	(
	(
	Swallowing Problems
	(
	(
	(
	(

	Heart Disease/History of Heart Attack/DVT
	(
	(
	(
	(
	Thyroid Problems
	(
	(
	(
	(

	Hepatitis/ other Liver disease
	(
	(
	(
	(
	Ulcerative Colitis/ Crohn’s Disease
	(
	(
	(
	(

	High Blood Pressure
	(
	(
	(
	(
	Weight Loss
	(
	(
	(
	(

	History of Lymph Node Dissection- Rt _____ Lt _____


	(
	(
	(
	(
	
	
	
	
	


Patient Social History

Do you smoke cigarettes?    Yes     No       Do you drink alcohol?      Yes    No     Female patients: LMP ____/____/____or N/A
 If so, __________pack(s) per day
             How much/often? ______________          Are you pregnant?  Yes    No     

    __________years







   Breastfeeding?   Yes   No
Consent for Medical Treatment.  I give consent to ONE ELEVEN MEDICAL, P.C., its staff, physicians and other practitioners (the “Practice”) to provide and perform such medical care, tests, procedures, and other services that are deemed necessary or beneficial by the Practice for my health and well being. 
Authorization of Payment of Insurance Benefits.  I authorize payment to the Practice of all monies and/or benefits to which I may be entitled from government agencies, insurance carriers or others who are financially liable for my medical care and treatment to cover the costs of care and treatment. I herby authorize the release of any/all medical records about me for the purposes of payment of the service rendered to me.  

Signature on File (For Medicare patients). I certify that the information given to me in applying for payment under Medicare is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration and/or Center for Medicare and Medicaid Services, or its intermediaries or carriers, any information needed for this or a related Medicare claim.  I request that the payment or authorized benefits be made to me or on my behalf to the Practice for services provided by the Practice. 

Financial Agreement.  I agree that in consideration for the services rendered to me, to pay all amounts for which I am financially responsible, in accordance with the rates and terms of the Practice.  I understand that to the extent permitted by law, where insurance or other third party benefits are insufficient to pay for all of the services rendered, that I will be responsible for the payment of any balances due as determined by the respective provider of services, including deductibles, copayments, coinsurance or other fees required by insurer, or other benefit plan.  I understand that if I have not provided the Practice with accurate and current information regarding my insurer, or other benefit plan/third party payor which provides me with health care coverage, I will be personally responsible for the cost of all care rendered by the Practice.  I understand that the Practice may require a consumer credit report in connection with the collection of an account.  By signing this form I am providing the Practice as well as its collection agency/attorney with a written authorization to obtain a consumer credit report.  I agree to pay all bills when presented.  Should the account be referred to an attorney for collection, I shall pay all reasonable attorney fees and collection expenses.  

Authorized for Release of Information. By signing below, I authorize the Practice to release my health information: (1) to any requesting health care provider for my further diagnosis, care of treatment or for that provider’s payment or health care operation purposes; (2) to any person or entity which may be responsible for billing/collection of claims for medical services or products; (3) to any person or entity which is, or may be liable to the Practice or me for all or part of the Practice’s charges, including but not limited to, insurance companies, or third party payors; (4) to any governments agency or other organization responsible for oversight of the Practice or a third party payor; (5) for the Practice’ normal health care operations. I understand that the Practice may access information from any pharmacy from which I have filled prescriptions.  This includes prescriptions for medicines to treat AIDS/HIV, mental health illness, substance abuse, and STDs, if applicable.  I further understand that this information will become a permanent part of my medical record.  I understand that if I do not wish the Practice to access such information, I must submit such request in writing.  

Email. The Practice asks for an email address. Should I choose to provide this information, I understand that the Practice will only utilize email in order to communicate generic medical information that does not contain my personal health information. The Practice will not and does not answer questions pertaining to my medical diagnosis via email. I further understand that this information will become a permanent part of my medical record. 

Filming.  I understand that photographs or other images of me may be recorded for the Practice’s treatment and quality assurance purposes.  To the extent that such images identify me, I understand that they shall receive the same confidentiality protections as my other health information. 

Acknowledgement of Notice of Privacy Practices.  I acknowledge that a copy of the Practice’s Privacy Notice has been made available and I have had the opportunity to receive assistance in the understanding and exercising these rights. 

Signature.  I have carefully read and fully understand this informed consent form and have had all my questions answered.

______________________________________   ____________________________  _____________

Signature of Patient

                                       Print Name
                 Date

_____________________________________     _________________________________

Signature of Patient/legal Representative

     Relationship to Patient
CANCELLATION SURCHARGE

My signature below certifies that I agree to pay a $100 surcharge if I fail to cancel my endoscopic procedure (Colonoscopy, Upper GI endoscopy, Sigmoidoscopy) at least 24 hours in advance.  When it is necessary to reschedule or cancel your endoscopic procedure, we request that you provide us with three business days notice since significant time is set aside for all of our examinations.  Last minute changes impact the day of multiple individuals involved in the administration of your care, including your doctors (Endoscopist, Anesthesiologist), nurses, and endoscopy technicians.  It also delays scheduling for other patients who otherwise may have had their exam performed.  By way of example, a cancellation received on Friday (or over the weekend) is not acceptable for a Monday procedure, but rather should be conveyed to the office no later than the end of office hours on the preceding Thursday.  Cancellations for a Wednesday afternoon procedure should be made no later than Monday morning.    Of course, if you need to reschedule or cancel your appointment because of a true personal or medical emergency, you will not be responsible for a surcharge.

I am aware that this fee is not an expense covered by medical insurance, and that it does not cover any medical care or treatment, but rather it is used to help defray the cost involved when no reasonable notification for cancellation is offered.  I also confirm that I will clear my personal and professional schedules in preparation for my procedure when I make an appointment with your office.
______________________________________   ____________________________  _____________

Signature of Patient

                                       Print Name
                 Date

_____________________________________     _________________________________

Signature of Patient/legal Representative

     Relationship to Patient
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