Legal Name Preferred Name
DOB Marital Status: Single Married Separated Divorced
SS#_ E-Mail

Address Home Phone

City ST Zip Cell Phone
Employer Occupation

Address Work Phone )
City ST ZIP Referred By
Primary Physician PCP Phone

Spouse/Parent Name

DOB SS#

Employer Occupation

Address

City ST ZIP Work Phone
Primary Insurance Name of Insured
Insurance address DOB

City ST ZIP Phone
ID#/ISSH# Group

Secondary Insurance Name of Insured
Insurance address DOB

City ST ZIP Phone
ID#/SS# Group

Emergency Contact Relationship

City ST Zip Phone

Pharmacy Location

Phone

I assign all medical/surgical benefits to which | am entitled to attendting physician. | authorized the release of medical information
necessary to request reimbursement from insurance companies. This assignment will remain effect until revoked by me in writing. A
photocopy of this assignment is to considered as valid as the orginal. | understand that | am financially responsible for all charges
whether or not paid by said insurance. Consent to receive treatment: | hereby authorize the physician to treat myself or if a minor, my
daughter, as deemed medically necessary.

Signature:

Date:




: Authorization to Release Patient Information
[ authorize Joseph K. Leveno, MD and staff to release and furnish on a confidential and a strict need to
know basis all medical and financial data related to my care that may be necessary now or in the future to
facilitate payment by third parties for services rendered by physicians or to assist with, aid in, or facilitate
“the collection of data for purposes of utilization review, quality assurance or medical outcomes evaluation
purposes. Such information may be released to insurance companies or other governmental or third payers,
or any organizations contracting with any of the above entities to perform such functions.

I also give my authorization to have a copy of my medical records delivered to a primary care physician or
any other physician that is directly or indirectly responsible for my medical care or the payment thereof.

1 also give my authorization for Joseph K. Leveno, MD and staff to discuss my financial data and all
medical information with the following people:

Name: Relationship:

These authorizations will remain in effect permanently or until written notice otherwise.

Patient’s and/or Guardian Signature:

Date:

Patient’s Responsibility
Signing of this form in no way implies that your insurance company will cover your
visits with this office. Joseph K. Leveno, MD and their employees cannot guarantee any
information given to us by your insurance carrier regarding your benefits.

I. If you are not part of an HMO, PPO, Medicare/Medicaid, Managed Choice Plan
that your physician participates in, you will be responsible for your bill at the time
of service.

2. If you are part of a PPO plan and you have a deductible for services other than
your regular office copay, you will be responsible for payment of said deductible.

3. If you are part of a managed choice, HMO plan, or Tricare Prime failure to obtain
a valid referral from your Primary care Physician/Manager (PCP or PCM) may
result in no benefits being paid. You will be responsible for any non-payment
from your insurance carrier.

Patient’s and/or Guardian Signature:

Date:




PATIENT RECORD OF DISCLOSURES

In general, the HIPAA, privacy rule gives individuals the right to request a restriction on uses and
disclosures of their protected health information (PHI). The individual is also provided the right to request
confidential communications or that a communication of PHI be made by alternative means, such as
sending correspondence to the individual’s office instead of the individual’s home.

I wish to be contacted in the following manner (check all that applies):

Home Telephone Work Telephone
Okay to leave message w/detailed info Okay to leave message w/detailed info
Leave message w/call back number only Leave message w/call back number only
Patient’s signature: Date:
Print Name: DOB:

The Below information is for office only:

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or
disclosure of, and requests for PHI to the minimum necessary to accomplish the intended purpose. These
provisions do not apply to uses or disclosures made pursuant to an authorization requested by the
individual.

Healthcare entities must keep records of PHI disclosures. Information provided below, if completed
properly, will constitute an adequate record.

Date Disclosed To Whom — (1) | Description of By whom 2) |3
Address and/or Fax Disclosure/Purpose of | Disclosed
Disclosure (initials)

(1) Check this box if the disclosure is authorized —
(2) Type key: T=Treatment; P=Payment Information; O=0Other
(3) Enter how disclosure was made: F=fax; P=Phone; E=Email; M=Mail; O=0Other




MEDICAL HISTORY

Name Today’s Date

Age

Age at First Period Usual Period Duration (days)
Usual Cycle Length (days) Pain With Periods

First Day of Last Menstrual Period

Date of Last Pap Smear Contraception

PREGNANCIES:

YEAR

Length of
Pregnancy

Length of Labor

Type of delivery:
Vaginal or
C-Section

Anesthesia

Hospital

Birth weight

Sex

Complications




PROBLEM LIST:

CURRENT

PAST

PROBLEM

HEAD INJURY

SEVERE HEADACHES

MIGRAINE HEADACHES

SEIZURES

VISION

EAR, NOSE, THROAT

THYROID

ASTHMA

SHORTNESS OF BREATH

COUGHING BLOOD

CHEST PAIN

ABNORMAL HEARTBEAT

HEART MURMUR

MITRAL VALVE PROLAPSE

RHEUMATIC FEVER

OTHER HEART DISEASES

BREAST DISEASE

INTESTINAL TRACT DISEASE

HEPATITIS

MONONUCLEOSIS

BLOOD IN STOOL

VUVLAR DISEASE

DES EXPOSURE

ABNORMAL PAP SMEAR

UTERINE DISEASE

FALLOPIAN TUBE DISEASE

OVARIAN DISEASE

ENDOMETRIOSIS

PELVIC INFLAMMATORY DISEASE

INFERTILITY

VENEREAL DISEASE

GENITAL HERPES

LOSS OF URINE

URINARY TRACT INFECTION

PAIN WITH INTERCOURSE

VARICOSE VEINS

BLEEDING DISORDER

UNUSUAL BRUISING

BIRTH DEFECT

GENETIC DISEASE

RUBELLA (GERMAN MEASLES)

CHICKEN POX, MEASLES, MUMPS

CANCER

EXESSIVE WEIGHT LOSS/GAIN

HYPERTENSION

DIABETES

ANEMIA

PSYCHIATRIC

ALCOHOL OR DRUG ABUSE

BLOOD TRANSFUSION

OTHER




PLEASE LIST ALL PREVIOUS HOSPITAL ADMISSIONS (EXCEPT OB)

YEAR HOSPITAL DIAGNOSIS TREATMENT

PLEASE GIVE DETAILS IF ANY FAMILY MEMBER HAS/HAD:
CANCER:

LEUKEMIA:

HYPERTENSION:

HEART DISEASE:

DIABETES:

KIDNEY DISEASE:

TUBERCULOSIS:

HEPATITIS:

EPILEPSY:

BLEEDING DISORDERS:

TWINS:

BIRTH DEFECT:

GENETIC DISEASE:

THREE OR MORE MISCARRIAGES:

ANEMIAS OTHER THAN IRON DEFICIENCY':

CURRENT MEDICATIONS AND DOSAGES:

SMOKING HISTORY:

ALCOHOL CONSUMPTION:

HEIGHT: USUAL WEIGHT:

DRUG ALLERGIES OR REACTIONS:

REASON(S) FOR TODAY’S VISIT:







