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Adult New Patient Intake Form
Patient Information

l.ast Name: First Name: DOB:
Gender: Home Phone: Mobile Phone:

Preferred Phone: Home or Mobile {circle one) Email:

Emergency Contact: Relationship:

Emergency Contact Phone: Patient Marital Status:
Occupation: Employer:

Primary Care Provider (PCP): PCP Phone:
Referring Provider: Referring Phone:
Preferred Pharmacy: Pharm Phone:

Preferred Pharmacy Address:

Please list ALL active treating physicians (i.e. pulmonologist, oncologist, internist, cardiologist, etc...)

Doctor's Name: Specialty:
Doctor's Name: Specialty:
Doctor's Name: Specialty:
Doctor’'s Name: Specialty:

Collection of the following information is encouraged by federal health agencies. This information is used to
monitor and improve the quality of care provided to all patients.

Ethnicity: Race:

r; Decline Response r Decline Response i Black or African American

D Hispanic or Latino o1 American-Indian or Alaska Native o Native Hawaiian or Pacific Islander
o Not Hispanic or Latino g Asian r1 White o Other
Preferred Language: o Decline Response

Patient Financial Obligation Agreement

| understand that all applicable copayments and deductibles are due at the time of service. | agree to be financially
responsible and make full payment for all charges not covered by my insurance company. | authorize my insurance
benefits be paid directly to ColumbiaDoctors for services rendered. | authorize representatives of ColumbiaDoctors to
release pertinent medical information to my insurance company when requested or to facilitate payment of a claim.

Notice of Privacy Practices: Acknowledgement of Receipt
| acknowledge that | was provided with a copy of the ColumbiaDoctors Notice of Privacy Practices (NOPP),
it Received o N/A (only if you received the notice from ColumbiaDoctors previously)

Information Disclosure and Consent

ColumbiaDoctors will provide you with the health plans that your provider(s} accepts*. If you decide to be treated by a
provider who does not accept your health plan, you will be asked to sign a consent form agreeing that you accept
treatment from that provider.

I read and agree to all of the above (Financial Agreement, Notice of Privacy, Insurance information).

Patient or Legal Guardian Name (Print):
Patient or Legal Guardian Signature: Date:

*Please refer to our website: columbiadoctors.org, for a list of insurances accepted by your provider.
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Reason for today’s visit:

General Medical Questionnaire
Have you EVER had any of the following?

Asthma/Breathing Problems........c..cc.cccenen. ayY
ATERIIEIS cvvvvivciviirirerinreeresrnrresrneeeesnrenessnnns oY
Bleeding/Clotting Disorder.......c.ccccuinnnn. aY
Blood Pressure Disorder.....oocovicecvcvenrenieeinne oY
Blood Transfusion ......c.cciveevvcenenicreeneeiinnenn, oy
Bowel/Stomach Problems......ccoocvvvivienrnneenn. ayY
L] Tl ] U a¥Y
Cholesterol Disorder .....ooocvvviiecineinicrenscinnn. oY
[DTE Y T=1 L DR oY
Eye Disorder (i.e. Glaucoma, cataract)......... oY
Women Only: Gynecological Issues.............. oY

ON  Heart Disease/Disorder oooovvvievierrveerereeennnns, oY oN

oN  Lung Disorder
oN  Liver Disease

.............................................. oY oON
............................................... oY N

N Neurological Disorder/Chronic Headaches. oY oON

aoN  Psychiatric Disorder/llIness........ccceconvverennnn. oY oON
oN  Pulmonary Embolism/DVT .......ccccevevninnnn. oY oON
ON  SErOKE...oi e e oY oN
ON  Seizure or Epilepsy ...cccccoviiciniinininencennn, oY oN
ON  Thyroid Disorder .....cccooveviceenrieninnienecnen oY oN
oN  Urinary/Kidney Disorder........ccoccvceevnvecnnnnn, aY oN
o N

Please list any other medical illnesses or problems and provide details for any of the above conditions:

Please list all past surgeries and hospitalizations and the approximate date.

Procedure/ Hospitalization

Date

Complications

Please indicate any major conditions/ilinesses that your immediate family members have had:

Relative Condition and description Living? | If deceased, at what age?
Mother oY oN
Father oY oN
Sibling oY &N
Other: oY oN
Do you currently smoke? oY oON Ifno, previously? oY oN Years smoked Packs/day

Do you use other tobacco products? oY alN

Consume alcohol? nY o©oN Ifyes, drinksfweek:

Women Only: Any past pregnancies? Yo N How many? ___ How many deliveries?
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Do you have any allergies to medications or other substances (pets, food, etc.)? oY oN
If yes, please list allergies and reactions (including rash, hives, throat swelling, anaphylaxis):
Allergy Reaction Allergy Reaction

Please list ALL of your current medications, including over the counter medications, supplements, and herbs:

Medication Name

Dose

Medication Name

Dose

Review of Systems

Please indicate ALL that you have experienced within the past 6 — 12 months.

Constitutional

OYDN Fever OYDON Fatigue OYON Weight Gain(___Lbs) OYON Sleep Disturbances
oYON Chills OYON Feeling Poorly OYON Weight Loss{___Lbs) 11 Other:

CYDN Sweats OYON Unexp. Weight Change
Head, Eyes, Ears, Nose, and Throat
OYON  Vision Problem OYON Red Eyes CYON  Congestion OYON Hoarseness
OYON Decreased Hearing oYON Eye Pain OYCN Snoring OYON Ringingin Ears
OYON  Double Vision 8YON Runny Nose BYEN Dry Mouth aoyoN Vertigo
OYON Light Sensitivity 0YON Neck Stiffness OYoN Flu-Like Symptoms aYoN Earache
CYON itchy Eyes (3YLN Nosebleed CYCN Sore Throat OYDN Other;
Cardiovascular
OYoN Chest Pain 1YON  Cold Extremities OYON Irregular Heart Rhythm
CYON Palpitations CYDN Cold Hands or Feet OYDON Other:
DYEN Leg Swelling CGYON Leg Pain wf Walking
Respiratory
OYON Shortness of Breath  ©YON Wheezing OYDN Coughing Up Blood O
OYON Cough CYON Shortness of Breath OYDON Coughing Up Sputum
OYON Rapid Breathing CYON Chest Congestion O Other:
Gastrointestinal
oYaN Abdominal Pain CYDN Diarrhea OYON Change in Bowels OY:N Painful Swallowing
oYaN Blood in Stool OYON Black/Tarry Stools oYoON Vomiting Blood O Other:
OYEN Vomiting CGYON Decreased Appetite OYON Bowel Incontinence
OYDON Nausea 3YON  Yellow Skin DYION Rectal Pain
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ayoN Constipation OYON Trouble Swallowing OYON Heartburn
Neurological

OYON Headache

OYON Dizziness

OYDN Decreased Strength
YON Poor Coordination
Musculoskeletal

OYON Unsteady

8YDON Disorientation
OYON Confusion

LYSN Burning Sensation

OYON Numbness
DYDON Tingling

OYON Sefzures

OYON Fainting (Syncope)

OYON Tremor
OYON Memory Lapses/lLoss
L3 Other:

OYON Joint Pain
OYoN Neck Pain
DYEN Back Pain

Genitourinary

OYON Limb Pain
DYCN Joint Swelling
OYON Muscle Cramps

EYON Muscle Pain
oYON Muscle Weakness
EIYDN Leg Swelling

O Other:

OYON Frequent Urination
OYON Incontinence
OoYON Urinary Urgency
OYON  Painful Urination

OYON Pelvic Pain
OYON Nocturia

OYON ltching- Genital
OYoN Changein Libido

ayYoN  Painful Intercourse
OYGN Discharge- Vaginal
OYGN Vaginal Bleeding
OYGN Irreg. Monthly Cycles

DYON Heavy Period Bleeding
0O Other:

Integumentary

OYON Rash OYON Skin Wound OYON Unusual Growth OYON Skin Cancer
OYON Dry Skin OYON Changein A Mole OYON Kching 0 Other:
Psychiatric

OYON Depression OYON Anxiety OOther:

Hematologic/Lymphatic

OYON Easy Bruising CYON Easy Bleeding OYON Swollen Lymph Nodes O Other:
Endocrine

OYDN Excessive Thirst OYoN Heat Intolerance aoYoON Changes- Skin

OYoN Cold Intolerance OYEN Changes- Hair 1 Other:

OFFICE USE ONLY: Provider Signature: Date:
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Please list ALL previous physicians whao have treated you relevant to your visit (i.e. pulmonologist, oncologist,

internist, cardiologist, gastroenterologist, etc...)

Doctor's Name:

Address:

Phone Number:

Specialty:

Fax Number:

Doctor’'s Name:

Address:

Phone Number:

Specialty:

Fax Number:

Doctor's Name:

Address:

Phone Number:

Specialty:

Fax Numbar:

Doctor's Name:

Address:

Phone Numbei:

Specialty:

Fax Number:

Dactor's Name:

Address:

Phone Number:

Specialty:

Fax Number:

Provider Signature:

Date:

Version 1.5

Updated: 2/10/2016




AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

Patient Name Date of Birth Medical Record Number

Palient Address

I
I, or my authorized representative, request that health information regarding my care and treatnent as set forth on this form;

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Punderstand that:
1. This authorization may include disclosure of information relating to ALCOILOL and DRUG ABUSE, MENTAL HEALTH
TREATNENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if] place my initials on
ihe appropriate line in ftem 9(a). In the event the heaith information described below includes any of these types of information, and |
initial the line on the box in Ttem 9(a), 1 specifically authorize release of such information to the person(s) indicated in liem 8.
2. If1am authorizing the release of HIV-related, aleohol, or drug treatinent, or meutal health treatment information, the recipient is
prohibited from redisclosing sush information without my authorization unless permitted to do so under federal or state law. I understand
that T have the right lo request a list of people who may receive or use my HIV-related information without authorization, 1T experience
discrimination because of the release or disclosure of HIV-related Information, T may contact the New York State Division of Human
Rights at (212} 480-2493 or the New York City Commission of Human Rights at {212) 306-7450, These agencies are responsible for
protecting my rights,
3.1 have the right to revoke this authorization af any lime by writing (o the health care provider listed below, I understand that 1 may
revoke  this authorization exceptfo the extent that action has alveady been taken based on this authorization.
4. I understand that signing this authorization is volurtary. My treatment, payment, enrollment in a health plan, or eligibility for benefits
will not be conditiored upon my autharization of this disclosure.
5. Information disclosed under this awthorization might be redisclosed by the recipient (except as noted above in ltem 2), and this

" redisclosure may no longer be protected by federal or state law,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTII INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM ¢ ().

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person ta whom this information will be sent:

9(a). Specific information to be released:
o Medical Record form (insert date) to (insert date)
o Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies,
films, referrals, consults, billing records, Insurance records, and records sent to you by other health care providers,
n Other; Include: {Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information
Genetic Testing

Authorization to Discuss ITealth Information

(b). 0 By initialing here T authorize
Inilials Name of individual healih care provider

to discuss my healih information with my altorney, or a governmental agency, listed here;

(Attomey/Firm or Govermnmental Agency Name)

10, Reason for release of information: 11, Date or event on which this authorization will expire;
o At request of individual
o Other:

12. [ not the patient, name of person signing form: 13, Authority to sign on behalf of patient;

All Hens on this form have been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date;

Signature of Patient ar representative authorized by law,

* Human hnmunadeficlency Vinis that eauses ATDS, The New Yorlk State Public Health Law proteets Informintion which reasonably could identify someane as
hoving HTV symptoms or infoctlon and infaymation reghrding a person's contacts,
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION TO A DESIGNATED PARTY

Patient Name:

Physician Name:

Department/Practice:

Designated party: Designated Party:
Relatianship to Patieni: Relationship to Patient:
Address: Address:

Phaone: Phone:

The information will be used or disclesed for the following purposes:

___Attherequest of the individual  ___ Other
This Authorization grants permission to the Designated Party (ies) hamed above to:
____have access to my medical record information
____have access to niy billing & insurance information
___have access to any test results
__inake or confirm appointments

other, please specify

I authorize ColumbiaDoctors to use and disclose my health information as described in this authorization,
The patient or the patient’s representative must read and initial the following statements:
o Tunderstand that this information will: (Must check one)
___expire | year from the date signed by Lhe patient or patienl’s representative; or
___only when revoked by the patient
o Tunderstand that T may reveke this authorization at any time by noiifying in writing the above named

Physician
Practice at ColuimbiaDoctors; however, if T do revoke the aulhorization, it will not have any effect on any

actions taken by ColumbiaDoctors prior to their receipt of the revocation

o Punderstand that this authorization is voluntary

e 1understand that once this information is released to the Designated Party (ies), the refeased information
may no longer be protected by federal privacy regulations

s Tunderstand that my treatiment cannat be conditiongd on whether T sign this authorization

Signature of patient or patient’s representative Dale

(Form MUST be completed before signing or will not be valid)
Office of HIPAA Complfance Qctober 2013




@.‘.@ ColumbiaDoctors

Imporiant Information About Patient Email

As a patient of ColumbiaDoctars, you may request we communicate with you by electronic mail (email).
This Fact Sheet will inform you about the risks of communicating with your health care provider or
program via email and how ColumbiaDoctors will use and disclose provider / patient email.

PLEASE READ THIS INFORMATION CAREFULLY

Email communications are a two-way communications. However, responses and replies to emails sent to
or received by either you or your health care provider may be hours or days apart. This means that there
could be a delay in receiving treatment for an acute condition.

If you have an urgent or an emergency situation, you should not rely solety on provider / patient email to
request assistance or to describe the urgent or emergency situation. Tnstead, you should act as though
provider / patient email is not available to you and seek medical attention,

Email messages on your computer, laptop, or other device have inherent privacy risks especially when
your email access is provided through your employer or when access to your entail messages s not

password protected.

Unencrypted email provides as much privacy as a postcard, You should not communicate any
information with your health care provide that you would not want to be included on a postcard that is

sent through the Post Office,

Email is sent at the touch of a button. Once sent, an email message cannot be recalled or cancelled.
Errors in transmission, regardless of the sender’s caution, can oceur, You can also help minimize this risk
by using only the email address that you provide to our practice/ program/ provider.

Tn order to forward or to process and respond to your email, individuals at ColumbiaDoctors other than
your health care provider may read your email message. Your email message is not a private

communication between you and yowr treating providet.

Nejther you nar the person reading your email can see the facial expressions or gestures or hear the voice
of the sender. Email can be misinterpreted,

At your health care provider’s discretion, your email message and any and all responses to them may
become part of your medical record,
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Patient Reqguest for Email Communications

Patient Name; Date of Birth:

Phone Number: Email Adcdress:

Comnunications over the Tnternet and / or using {lie email system may not be enerypted and may not be
secure. There Is'no assurance of confidentiality when communicating via email. To request that this
provider/program commuaicate with you via email you must complete this form and return it to your health
care provider's office.

Please be advised that;

¢  This request applies only to the healtheare provider or prograin that you indicate below.
if you would like to request to communicate via email with another health care provider
or program, you must complete a separate request for that office,

o Columbia University Medical Center will not communicate health information that is
specially protected mder state and federal law (e.g., HIV/AIDS, substance abuse, mental
health information) via email.

o You must provide your email address when registering for your visit with your provider

« Tt is recommended that you send a test email before corresponding via email.

Tunderstand and agree to the following:

¢ Icertify the email address provided on this request is accurate, and that I accept full responsibility
for messages sent to or Fom this address.

¢ I have received a copy of the IMPORTANT INFORMATION ABOUT PATIENT EMAIL
torm, and IThave read and understand it

# Tunderstand and acknowledge that communications over the Internet and/or using the email
system may not be encrypted and may not be secure; thal theve is no assurance of confidentiality
of information when communicated via email,

o ILunderstand that all email communicalions may be forwarded to other providers for purposes of
providing treatment to me.

« Tagree to hold ColumbiaDoctors and individuals associated with it harmless from any and all
claims and liabilities arising from or refated to this request to commumicaie via email,

Signature of patient Date

Name of Physician or Program




A. Notifier:
B. Patient Name: C. Identification Number;

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn't pay for D. — Services _ below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need We expect Medicare may not pay for the D. _ Services _ below.

D. . - . ... . | E.Reason Medtcare May Not Pay _'-‘ F. Esttmated ‘
S : T , -« | Cost )
Physician office visits Medicare may not cover
and/cr because it is
. not medically reasonable
Surgeries and necessary.

WHAT YOU NEED TO DO NOW.
o Read this notice, so you can make an informed decision about your care,
o Askus any questions that you may have after you finish reading.
o Choose an option below about whethertorecelvethe D. ______ listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannet require us to do this.

G. OPTIONS:  Check only one box. We cannot choosé a box for you.

L) OPTION 1. Iwantthe D, listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn't pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. if Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

O OPTION 2, Iwantthe D.—__ _ listed above, but do not bill Medicare. You may
ask to be paid now as | amn responsible for payment. 1 cannot appeal if Medicare is not billed.
[0 OPTION 3. I dontwantthe D. —__ listed above. | understand with this cholce |
am not responsible for payment, and | cannot appeal to see if Medicare would pay.

H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this hotice. You also receive a copy.

l. Signature: J. Date:

According lo the Papenwork Reduction Acl of 1995, no persons dre required [o respond to a collection of infonnalion unless it displays a valid OMB cdntrol nuniber,

The valid OMB control nimber for this informalion collection is 0933-0566. The time required to complete this information collection s estimated fo average 7
minlites per response, including the time lo review instouctions, search c\lshng data resources, gather the data needed, and complete and review the mformation

collectian. If you have comnients concerning the accuracy of the time estimale or suggestions for improving this form, please weile fo: CMS, 7500 Security
Boulevard, Attn: PRA Reparts Clearance Olfieer, Baltimore, Maoryland 21244-1850.

Form CMS-R-131 (03/11) Form Approved OMB No. 0938-0566




