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PATIENT INFORMATION 



Today’s Date: 






Name: 





   SS#: 



  Date of Birth: 




Address:  




City: 


State: ___  Zip: 



 

Phone:  Home: 
(        ) 


       Work: 
(        ) 


  Cell: 
(        ) 




Race: 







Email address: 





Primary Medical Doctor:  




   Phone:  





Address: 






   Doctor: 






PRIMARY INSURANCE:  





Phone: 






Address:  








ID Number: 




Group Number: 


   Subscribers Name and Relationship: 






SECONDARY INSURANCE:  




  Phone: 





Address:  








ID Number: 




Group Number: 


   Subscribers Name and Relationship: 






EMPLOYER: 






   Employer’s Phone: 





Employer’s Address: 













******PLEASE MAKE US AWARE IF THIS VISIT IS AUTO/WORK RELATED******

Is this illness/injury:     ( Work Related      ( Workers Compensation       ( Auto Accident  

Date of Injury: 





Have you had any X-Rays or Lab Tests related to today’s visit:   ( Yes    ( No





If yes, what tests:





  Where: 







EMERGENCY CONTACTS:  

Name: 







 
 Phone: 



   
Relationship






   
 HIPAA: ( Yes ( No


PHARMACY OF CHOICE: 

Name of Pharmacy: 




   Location: 




087262626B     

PATIENT HISTORY AND PHYSICAL FORM

Name: 





     Date: 


   Marital Status: 




Chief Complaint:  







  Date of Birth: 


   
	CURRENT MEDICATIONS (including Over the counter, Vitamins & Herbal Supplements)

	Medication
	Dose
	Reason 
	Medication
	Dose
	Reason

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	

	PAST MEDICAL HISTORY

	( Anemia
	( Depression
	( High Cholesterol 
	( Stomach Ulcer

	( Arthritis
	( Emphysema
	( Kidney Disease
	( Cancer(s)   Type: 

	( Asthma
	( Heart Disease
	( Osteoporosis
	Current Treatment: 

	( Anxiety
	( Heart Attack
	( Pneumonia
	( Vascular Disease

	( COPD
	( Hepatitis
	( Reflux Disease / GERD
	( Varicose Veins

	( Diabetes
	( High Blood Pressure
	( Thyroid Disease
	( Other: 

	

	ALLERGIES

	
	

	
	

	
	

	

	HOSPITALIZATIONS OR SURGERIES

	Procedure
	Date 
	Procedure
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	FAMILY HISTORY

	
	Alive
	Cause of Death
	Colon Cancer / Polyps
	Conditions / Illnesses

	Father

Father
	
	
	
	

	Mother
	
	
	
	

	Brother
	
	
	
	

	Brother
	
	
	
	

	Sister
	
	
	
	

	Sister
	
	
	
	

	Maternal Grandmother
	
	
	
	

	Maternal Grandfather
	
	
	
	

	Paternal Grandmother
	
	
	
	

	Paternal Grandfather
	
	
	
	

	Children:
	___Boys
	
	
	
	

	
	___Girls
	
	
	
	

	
	___ Healthy
	
	
	


	SOCIAL HISTORY

	( Smoke ______packs per day         How Long __________     When Stopped ________
	( Sleep

( Peripheral Vascular Disease

	( Coffee _________ cups per day
	     ( Sleep Disturbances

( Prostate Disease

	( Alcohol:  Type:  ________________    Amount: _____________
	     ( Sleeping Device

( Rectal Bleeding

	
	     ( Sleep Apnea

( Sexual/Menstrual Dysfunction 

	( Other Drugs:  ____________


	     ( Shortness of breath

( Shortness of Breath

	                     
	     ( Snoring

( Shortness of Breath


	REVIEW OF SYSTEMS

	(Headache
	( Irregular Heart Beat
	( Tremor
	( Change in Bowel Habits

	( Fatigue
	( Chest Pain at Rest
	( Walking Difficulty
	( Constipation

	( Fever
	( Chest Pain with Exertion
	( Numbness/Tingling
	( Diarrhea

	( Chills
	( Palpitations
	( Dizziness
	( Rectal Bleeding

	( Weight Gain
	( Weakness
	( Seizures
	( History colon polyps

	( Weight Loss
	( Jaundice
	( Painful Extremities
	( Family hx. colon cancer

	( Vision Disturbances
	( Hiatal Hernia
	( Leg pain/aching/cramping
	( Family hx. colon polyps

	( Wear Glasses/Contacts
	( Pain After Eating Fatty Foods
	( Burning/itching of the skin
	( Last Colonoscopy

	( Bronchitis
	( Abdominal Pain
	( “Heavy” feeling in legs
	         Date:  

	( Short of breath/exercise
	( Difficulty Swallowing
	( Open wounds or sores
	( No Previous Colonoscopy 

	( Cough
	( Painful Swallowing
	( Swelling of Feet or Ankles
	( Anesthesia Complications 

	( Wheezing
	( Heart Burn
	( Ulceration of Feet
	     Explain reaction: 

	( Heart Murmur
	( Nausea
	( Hemorrhoids
	

	( Heart “Races”/Skips a Beat
	( Vomiting 
	( Black/Bloody Stools
	



AUTHORIZATION AND RELEASE

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  It is my responsibility to inform the doctor’s office of any changes in my medical status.  

Signature






Date

Health Insurance Portability and Accountability Act (HIPAA)

Please carefully review this document

General Information

Information about your treatment and care, including payment for care, is protected by two federal laws:

The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and the Confidentiality Law.  Under these laws the practice must obtain your written consent before it can disclose information about you for payment purposes.  For example, the practice must obtain your written consent before it can disclose any Personal Health Information (PHI).  In addition, you must also sign a written consent before the practice can share information for any and all treatment purposes.  However, federal law permits the practice to disclose information in the following circumstances without your written permission:

1. To practice staff for the purposes of maintaining the clinical records

2. Pursuant to an agreement with a business associate (e.g. Clinical laboratories, pharmacy, your insurance company)

3. For research, audit or evaluations (e.g. State licensing review, or accreditation as required by the State and/or Federal government);

4. To report a crime committed on the practice’s premises or against practice staff

5. To medical personnel in a medical/psychiatric emergency 

6. To appropriate authorities to report suspected child abuse or neglect

7. To report certain infectious illnesses as required by state law

8. Information that is requested per a court order

Before the practice can use or disclose any information about your health in a manner which is not described above, it must first obtain your specific written consent allowing it to make the disclosure.  Any such written consent may be revoked by you in writing. 

Disclosure of Medical Information

I give my permission to the office of Great Lakes Surgical Associates to disclose medical information regarding my treatment/diagnosis to the following family members or friends whom you may speak with:

Name: 




   Relationship: 


   Phone: 




Name: 




   Relationship: 


   Phone: 




Name: 




   Relationship: 


   Phone: 




Name: 




   Relationship: 


   Phone: 




Name: 




   Relationship: 


   Phone: 




Patient’s Signature: 






Date: 





**Copies are available at your request**

       

FINANCIAL POLICY

We are committed to providing you with the best possible care and we are pleased to discuss our professional policies with you at any time.  Your clear understanding of our Financial Policy is important to our professional relationship.  Please ask any questions about our fees, financial policy or your financial responsibility.

1. All copays/deductibles are due at time of service.  If you do not have your copay/deductible at time of service, you may be asked to reschedule.
2.  For office visits and procedures, the high deductible deposit will be determined on factors such as the type of procedure, size of the area of concern being treated.  This amount will be determined and discussed with you prior to any office procedure being completed and will be collected before the procedure is performed. 
3. We accept cash, check or credit card.  Returned checks will have an additional $25.00 fee.  We offer Care Credit to our patients if needed.  Please inquire if you need further financial assistance.

4. If you reschedule or cancel your procedure or surgery within 48 hours before, you will be charged a fee of $50.00.  Please make every effort to keep your scheduled appointment. 

5. Any account sent to collections, you will be responsible for all collection fees – an additional 33% of the balance owed will be added to all delinquent accounts

REGARDING INSURANCE

If you have insurance, we will help you receive maximum benefits.  However, INSURANCE IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY.  It is your responsibility to know the details and coverage of your plan.  If payment is sent directly to you, you are responsible for paying the agreed amount.  We will file insurance claims as a courtesy to our patients.  We are not responsible for disputing deductibles, copays, or covered/non covered services.

If your insurance carrier/company requires an authorized referral from your primary care provider, it is your responsibility to contact your physician and get the referral prior to scheduling an appointment with this office.  If this office does not have the referral at the time of service, you will be asked to reschedule or payment will be required at the time of service.       
If you have any questions or concerns regarding your coverage, contact your insurance company.  They will be able to clarify what your policy includes.  

I have read and understand the financial policy and agree to be bound by its terms. I also understand and agree that such terms may be amended from time to time by Great Lakes Surgical Associates.

Responsible Party Signature: _____________________________      Date: ___________


               Jeffrey Schratz, M. D., FACS    Robert Hodge, M. D., FACS

                                           GENERAL, VASCULAR AND LAPAROSCOPIC SURGERY

                                                                 160 East Avenue, Lockport, New York 14094           

                                                   Phone:  (716) 434-6141           Fax: (716) 434-0594

 

AUTHORIZATION FOR RELEASE OF HEALTH SERVICES OR

TREATMENT INFORMATION
Insurance authorization and assignment: I request that payment of authorized Medicare/other insurance company benefits be made to either me or on my behalf to Great Lakes Surgical Associates for any services furnished to me by the physician or supplier.  I authorize any holder of medical information about me to be released to the health care financing administration and its agents any information needed to determine these benefits of the benefits payable to related services.

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If item 9 of the HCFA1500 claim form is completed, my signature authorizes releasing of the information to the insurer or agency shown.  In Medicare/other company assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare/other insurance company as the full charge and the patient is responsible only for the deductible, co-insurance, and non-covered services.  Coinsurance and deductibles are based upon the charge determination of the Medicare/other insurance company.

______________________________________________________

Signature and Date

     

I authorize my provider(s) at Great Lakes Surgical Associates to obtain the most updated medication history from an external source (pharmacy, physician’s office, etc).  This is to ensure that we deliver the best possible care that we can while you are here.

Print Name: 







Date of Birth: 



Patient Signature: 






Date: 





Jeffrey Schratz, M. D., FACS    Robert Hodge, M. D., FACS


GENERAL, VASCULAR AND LAPAROSCOPIC SURGERY


160 East Avenue, Lockport, New York 14094


Phone:  (716) 434-6141           Fax: (716) 434-0594
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Jeffrey Schratz, M. D., FACS    Robert Hodge, M. D., FACS





GENERAL, VASCULAR AND LAPAROSCOPIC SURGERY
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Jeffrey Schratz, M. D., FACS    Robert Hodge, M. D., FACS


GENERAL, VASCULAR AND LAPAROSCOPIC SURGERY


160 East Avenue, Lockport, New York 14094
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