@ Holy Cross |

Patnent’s Name :
ltis helpful to gather information’ about your rnedical hlsto

Medical

Gronp

PATIENT HISTORY'FORM

Date' -

compiete this forrn completely’ for the physncaan s rewew

-4 H

FORM #3384 Frnrlt 09/1 2/2013 HCH Printing Services

“PLEASE COMPLETE OTHER SIDE” -

. CGNSTITUTIONAL SYMPTOM L
Good general health lately ... ......... ... No
Recent welght change..... iverenresie A NO
B R o ] -

" FAHQUE. . eaerr et reriinnnerann . .evr.dNO
_Headaches..,_.‘...... .......... ,...,........DNo{
, INTEGUMENTARY (Skm.»areast) T

Rash a itching . El No
Change in skin Color cvveivnreisianessinens A NO
Change in hair or nails...... T QNo
Varicose veins...... e erirecinrransrennanns ONo
- Breast-pain.iceccia PR renssasnncons -.BINo
Breast UMP cucuesereecencriiernnasenssis. 0 No
Breast: d:scharge eereerneeans rarenns +e..0 No.
Frequant’ or recurring headaches ..........0 No
Lighthieaded or dizzy ...... evnrees vearanr:0NO
Convulsions or seizures ..... PO G No
" Numbnass or tnnghng sensatlons Fessunanes QO No
TrOMOrS et ieeararsiienniornia veiarsasanie: N0
Paralysis «v.cuvnuas arreseas reenerivssnnens C No.
T 0 No
Head Injury....... erearmsssesranr errarees Q No
HEMATOLOGIC / LYMPHATIC
Stow tc heal after cu_ts........ Sraunugrecns ....2No
Bleedang or bruising tendency ........ «eaeNo,
Anemia..... eemiamreraaaas remracevauranane ONo
Phlebitise..vssennassrsrananss Wivsranssersns ONo
Past transfusion vu..evideiucnnnnennes ....0dNo
' Enlarged glands .....vvveinsseseaenennn s GING
PSYCHIATRIC- ST
"Memory loss or confusion ........... aeei 0 No
NErvousness . eveeressrsras veertinnduye @ NO
Depression....... eresevirinene tesveansea.d NO
, Insomnia.coeeennnanan.s TYT TTPTPPPPPPpu § ) .
‘6. ENDQCRINE _ '~ ' -
Glandular or hormone problem ..... rresee A NO
Thyroid diseasa ewarrmerennnaanans terneanns Q No
Diabetes ..vuvivueviinnneciriarnerseiasaes ANO
(Insulin or Non-lnsuﬂn- Circle one)
Excessive thirst or urination.....cvieees..s. ONo
Heat or cold intolerance «..cuveruiveuennns. QO No
Skin becoming dryer vveeesetiieerraseverss QNo
" Change in hat or glove iz8 ......vuuee.... QN0

ry for the phystcuan fo use m your exammatmn Please

7. EYES. EAR§, NOSE MOQ!H- .' =

DYes o Heanng loss or nnglng sendevenssnayerine. LI NGO LD.Yes
a Yes Edraches or drainage.............. feeni..ONo" G Yes
0 Yes. Chronic sinus problem of rhinitis ..", .. ... No. O Yes
OYes - Nosebleeds................ Cettrennn. .0 No 0O VYes
O Yes .Mouthsores. O No QVYes
o Bleeding gums ....... fesaina ..-..‘. ...... E] No Yes
QvYes g\c:::l lg:o?t ocri vo:ca changa SLLLTEP e = | No DOYes
O Yes ‘glands in neck...._.....;.._.. ...... _El.N'o QYes
O Yes B.QA_B_W_O\MJ_ME S
OYes. g:artttrouble ............................. QNo QYes
O Yes Pa‘esl,t ai:t;laoi: or angina pectar:s ........... -0 No ' Yes
QYes .- Shgﬂness s, ONo QOves -
QVes reath’ w:th Wwalking ......... O No OvYes.
- ' Swelllng of feet; ankles or hands ......... QNo QYes
aves - BEERIRATORY.
_ " " Chranic or requent cou hs ............. . \
‘QYes Spitting up blood....... g ........... - g Eg g::: '
O Yes Shortness of breath ................. iveea0'No QO Yes
QYes  Asthriia or Wheezing ve...eruinoosor oo, QNo OYes
-0 Yes .10.M_U_SQJLMEL£&L : N
~QYes " Jaint- pamEI No 0 vYa
> QYes: - Joint stifiness or swelling........ TP O No D'Ye:
> OYes:  Weakness of muscles or ,omts ...... .' ««.0No QOvYes
. .' " Muscle pain of cramps Sarerruanaay, CI{NB-: ‘0 Yes
OYes  BACKPAN...oooliivniiliiinns, ..ENo, Q Yes
OYes | Cold extremifies..,...,... .. Frevmeann NG O Yas
' D¥es. . Difficulty in walklng T  = 1 4 O Yes
QYes Uss ambulatory assistive device ... Q Walker Q Cane
o __Yes_ e eovreneaninsrassnnnnnnad Q Grutches = Whealchalr
DOYes , El Prosthet:c L|mb Q Hold pez:snn s am
A Sports mjury vimassiesendiaeiann, E] No~ O Yes
G¥es. n.g_.mm_r_as_m e .
QYes. .. ic_;ss of dppetite....... sersiartenni, ....l:l No. EJYes
AVes - ange ih bowal 1 movamants «..0No 0O Yes
aves Nausea or Vomiting v....ineinie,. ..-‘.'.'.D No 'QYes '
; Frequant diarrhea....... . : ' Vs
| A iararena WNo QvYes
. Constipation ......... rerereavrenen, .....0No QOvYes
QYes Rectal bleeding or bload jn stool ..., ... ONo QYes
QYes  Abdominal pain....cccoevrernuannns.n .. .QNo QYes
0 Yes Peptlc ulcer (stomach or duodena!) ..... QNo ~E'I Yes
O Yes  ALLERGIC / IMMUNOLOGIG s
‘O Yes History of reaction t0: . .
O Yes Med;qation ......... ITEILI TIPS ;.....,...;'.E]'Na t‘.lYes '
QYes |ist: __
Other oo iidiisiiiiiiinssinniina i, T ONo OYes
‘List: . .




2. GENITOURINARY - o FEMALE Pain with periods.... .. SR ONo ' & Ve

_ Frequent urination.. ... renesnreanranina L.0No "Q Yes UsoaGUGhes i vennnrrenns, . . T No .0 Yes

Buml_ng or painful urnation...ccc..eccears. QU No OYes . iregular periods ............. T 2o O Ves

BIOOd in urrne..,..., ................. ...« No DYES. -Vagmal dlscharge": ___________ '."_l:"-.“(_.-”DNO..D, Yes

: :gzontrn;nce orlldr'rbbh‘ng...._.-.' ...... ens, g mo QvYes Age at ohset of menstruation: .. e QGNo O Yes

Ney StonaS.ietrrerraninna, o QYes 'h""“———-—————h__
Sexual dificulty . .ovveevraiieniiiieerians .QNo DOYes g:g?:;;ds:: :snnf;rzruatron Iasl.ts —

- MALE ~ Testicle pam..'_.‘.'..~..-.=a..,..',. .-.".A‘.'.‘..D'Np ‘QYes pate of Iast menstrual penod

Lrst all pregnam:les wrth dates, werghts and problems (Piease rnclude mrscamages termlnatlons and pre-term)

PAST MEDICAL HISTORY - '  CURRENT MEDICATIONS

CURRENT MEDICATIONS
Previous Hospltai|zatrons/Surgenes/Senous Injunes : '

'PATIENTSOGIALHISTORY R T
", Marital Sratus O Single * O Married ‘0 Separated ] Dlvorced ) Widowed EI Partner ) -
‘Use of Tobacco: O Never Q Prevrously butqut ° Q Current packs par day .
Use of Alcohol ONever QO Harely G Moderate ) Darly L
'Use of Drugs  ONever 0O Type/Frequency : N

"Exposure to: O Fumes Q Dust a Solvents 0 Arrbome partrcles . QO Noise ; —
. History! of Domestlc Violence: CIVerbal DPhysrcai - QOther: ' e
. Abilise Is identlfied as a nation-wide problem and healthconcem. We are required to ask you the foliW
Has anyone hurt you or threatened to hurt you?'Q Yes ONo O Comments: s Questians.
- Are people taklng belongangs wrthout ycur permrssron? Q Yes’ D No a Comments L - r—
. —_.—_‘__'-'—_~ .
'..EMIM ‘ _ . ’ o
Age S " Diseases _ ' Ifdeceased, cause of ;:ler:rth I
Father: _ ' L
—_—
~Mother: -_- : o LT
‘Siblings: _ I
e ————
Spouse;: R e o
Children; Do
. ~.' B ﬁ-——h._‘_‘—___-_
. Patient Signature;: : _ T - . __ Date: o '
Physician Reviewed:. R " _ Date:

FORM #3384 Back 00/12/2013 HCH Printing Servicas - Time: . -~



S Growp . PATIENT INFORMATION RECORD - .

) Ages

Allergies: |
Patient's Legal Name: - . . S , _
.at.' e .. . Finst M, ’ Toct . Today's Date;
Address: __~ .. ' _ - ' ‘ L . . - :
. - to. Strept ] Chty o . W
. Phone #'s- Daytime ' . Evening: - Emergency: ——~—-——~—__.__ Cell: o

Where do you prefer to recerve calls‘? U Home Number Q Work Number 0 Cell Number In ert:ng
‘a OK feave message wlth detarled info OLleave message with ca!l—back number cnly

Palient's Date of Biith: ' - ' - Sex O Male & Femaje .

Marital Status DSrng!e Q Mamed l‘.“lW:dowed CIDtvorced Q Partner Hellgron - Primary Language: |
Ethnicity: ' Raee: : L M
Social Securlty-No.: - - Referred By:
‘Emiail Address; I S - . o
Resp IblPrty - : : N lephone: o
esponsible Pa . P W TTiem— _ Telephone. () —_—
’ Address ' ” ) S . L -
Street ' . City ] State - Zip
Responsrble Party Soclai Securrty No.: - . Date of Birth: )
Employer: : I Telephone:( )-
—— _-—-"'—'———-—_._
Address: : . S o -
. ’ - Straot ) Cliy . © Stale Zp
Next of Kin: _ : ' ___ Relationship: Telephone: Res:(___)- Work:(___)- '
: — ———

g | INSURANCE INFORMATION:

- is You_r Ir;s,uranc_evel: CI F:PO a HMO Q Medicare Q Medicaid Q Other:

I 1S PATIENT'S CONDITION RELATED TO: K

Employment (Current or F'rev‘iées)' GVes CNo Auto Accident: O Yes "0 No ‘Other Accident: 3 Yes O No

ANCECOMPANYNAME T T e e e
Address : L a - : : '

- ' \ o St , ’ City : ‘State Zlp
' Group Numberi o \ . ' = . Medlcare/Potlcy Number e ——— '
| E Name of Insured:_____ \ ' - Insured’s D Bih; .' -

Flelatronshlp to Insured: O Self a Spo
Other (Please. descrrbe)

INSUFIANCE COMPANY NAME - \ \

Straet

o Cly - ‘ State - Zip
Medicare/Policy
Insured’s Date of Birth:

elationship to i'nsured: D Self Q Spouse Q Child O Student over 18

SECONDARY

Other (Piease descnbe)

**** FOR OFFICE USE ONLY * * * *
Identification Presented U Passport O Driver's License O State |.D, a |nsurance Card

-—-——-—»:'UFIN OVER AND COMPLETE - FOHM #0828 Front Rev-16 10222014 Hew Prln!irrg Services




@ Holy Cross R s
. Medical ‘ . . )
’ Group - . . f o .o . ., : ',A .
MEDICARE AND MEDICAID SIGNATURE AUTHORIZATION

Medicare and Medicaid patient certification - patient certification authorization to release information and paynie .t
request. I certify that the information given by me i applying for payment under Title XVII and/or TITLé) }gl{ .:)lf

- the Social Security Act is correct. 1 authorize any holder of medical or other information about me to release to the
Social Security Administration or its intermediary carriers, any information needed for this or arelated Medicaré or

* Medicaid claim. I request that payment-of authorized benefits be made on my behalf, I assign the benefits payable

for services. I.request that this authorization apply to all claims, present and future. I understand that }£ am
responsible for my health insurance deductible and coinsurance. I authorize the Hospital and all of jts employees
 independent contractors, business associates, agents and/or affiliates of same (collectively “Hospital”) to coita of

e through the use of any dialing equipment or an artificial voice or prerecorded voice, at any telephone numbe
associated with my account including wireless telephone numbers, provided by me or found by means of skir
tracing methods or otherwise even if I am charged for the call. 1 expressly consent to such automated calls and with

~ such consent, I specifically waive any objection or claim I may have against the Hospital, for making suchcalls
including any claim under the Telephone Consumer Protection Act and any similar law and regulations as amﬂnded’

This consent may not be orally revoked or modified but may be withdrawn at any time in writing.v - :

Date:

Print Patient’s/Beneficiary’s Name:

Patibnt’s/Beneﬁdiary’s Sigﬁanlre:

**********#*#*#**********#******#f*****##*¥#*f**f*****#**#**#******;*******;***ﬁ*****;***
COMMERCIAL INSURANCE, MANAGED CARE MEMBERS |
-~ . AND SECONDARY PAYOR AUTHORIZATION
I authorize the release of any medical information necessary to process my insurance claini(é),' I.réq'uest that the
payment authorized be made on my behalf. I'assign the benefits payable for physician serviees to the HOLY
. CROSS MEDICAL GROUP / HOLY CROSS HOSPITAL. I request that this authorization apply to all insurance
claims, present and future, I understand that I am responsible for payment of any balance not paid by my insurance
company. I authorize the Hospital and all of its employees, independent contractors, business associates, agents
“and/or affiliates of same (collectively “Hospital”) to contact me through the use of any dialing equipme;t %r an
artificial voice or prerecorded voice, at.any telephone number associated with my account including wireless
. telephone numbers, provided by me or found by means of skip tracing nethods or otherwise even if I am charged
for the call. T expressly consent to such automated calls and with such consent, I specifically waive any obj ectgion
or claim I may have against the Hospital, for making such calls, including any claim under the Telephone
Consumer Protection Act and any similar law and regulations as amended. This consent may not be orally revoked
or modified but may be withdrawn at any time in writing. o

Date:

Print Patient’s/Insured’s Name (Parent’s Signature if child): = _

Signature of Insured:

' - Patient’s/Insured’s Signature:

" FORM #0828 Back Rev-15 10/22/2014
: ' HCH Printing Services




@ Holy Cross HOSpItaI

PATIENT ACKNOWLEDGEMENT

| have been given a copy of the Holv Cross Hospital, Inc, Notice of Privacy Practices,
version effective September 23, 2013.

bate of Birth:

'Signature of Patient or Represontative: — Date:

Print Name of Patient or Representative:

Relationship of Representative to Patient;
Test Results may be left on my ansﬁering.machin__e:. D YES D NO .

When caliing my phone, results can also be left with — Name:

IN EMERGENCY SITUATIONS ONLY:
" PLEASE CHECK ONE BOX: .
Uoo NOT RELEASE ANY OF MY MEDICAL INEORMATION TO A FAMILY MEMBER

OR FRIEND ‘
D PLEASE RELEASE MY 'MEDICAL INFORMATION iF NEEDED TO:

Relatiooship- : . Phone:

‘"#t#‘t‘titﬁ#.#ﬂ‘t“tt****#*‘#l#'tt*#tt*

FOR HOLY CROSS HOSPITAL, INC. USE ONLY

If acknowledgement of receipt of the Notice of Privacy Practices is not obtained from ,

the Patient or the Patient's Representative, please explain your efforts to obtain their

acknowledgement and the reason you coulq not obtain it:




COMPLETE AND PRINT CLEARLY

: 1 3 CONSENT TO RELEASE MEDICAL,
@ Holy gggﬁs PSYCHIATRIC, AIDS/ARC/HIV TESTING,

Group ALCOHOL OR DRUG ABUSE PATIENT RECORDS

1. 1 ﬁereby authorize my physician at Holy Cross Medical Group:
O To RELEASE copies of my medical records to:

01 To RECEINVE copies of my medical records from:

2. lunderstand that my records may contain information pertaining to my diagnosis or treatrent
of my medical, psychiatric, AIDSIARC/HIV testing, alcohol or drug abuse condition. | also
understand that any topic discussed during my medical treatment was documented, and

‘therefore, will be releasegt: -

#

Slgnaium Date

3. Information to be released/requested: (please circle)

OFFICENOTES - LAB X-RAYS EKG HOLTER - ECHO -
DIC SUMMARY OP NOTES H&P BILLING INFO DX ALL

Dates of sewice(é):

4. |understand that this release can be revoked at any time, except to the extent that disclosure
made in good faith has already occurred in reliance on thlS consent. To revoke this consent
written notice must be given.

5. ‘This consent expires in 90 days

6. Holy Cross Medical Group is release from any legal responsibility of hablllty, for the release of
the above lnformatlon to the extent indicated and authorized herein.

Patient Signature: Date:

Print Patient Name: Witness:
Date of Birth: ) Patient SS#:
Patient Address:

Phone #

Print name of person signing for the patient and their relationship to the patient:
Name: Date:

Send reguested information to ( complete below information):

NAME:

. ADDRESS:

PHONE: FAX:




Ll

@ Holy Cross

Group

24 Hour Cancellation & “No Show” Fee Notice

. Recognizing that everyone’s time is valuable and the appointment time is limited,
we ask that you provide a 24 hour notice if you are unable to keep your-

- appointment. Each time a patient misses an appointment without providing
proper notice, another patient is prevented from receiving caré. Therefore, the

. physicians of Holy Cioss Medical Group reserve the right to charge a fee of $25.00
for each missed (No Show) appointment, which is - absent for a compelhng
reason, and is not cancelled within a 24 hour advance notice.

“No Show” fees will be billed to the patient. This fee is not covered by
insurance, and must be paid prior to your next appointment. Multiple “no shows”
in any 12 month period may result in termination from our practice.

Thank you for your ahticipated cooperation.

By signing below, you"acknowfedgef that you have received this notice and
understand this policy. | |

3 : _ /
Printed - Last Name, First Name . Date of Birth

4

Signature _ _ ' Date




DIRECTIVE

 ADVANCE MEDICA

Mahy pécple Have bietome awars that iedicine totiy his the ability to keep people aliv for
extended periodsof time, eveniin hopelesssituations. For many, thisis a great concern and

. .ﬁil?s'frbﬂ_siti'éi?t'r-éa‘ﬂ-ifﬁt}‘B.‘e;suié@:tméaﬂaﬁs;ﬁdt,ﬁaﬁéeﬁ;‘tﬁﬁvmi:?"{f'yga'ggg;fag]eg;g Iyearsofags < S |

. and f sounil ind), there s something yoiscan do S make'your wishies known, You bave the
righfto execute an Advance Directive/Living Will, -An‘Advance Birectiveisa witnessed * .

" Satemen; usually writtenand made in aivance ofa future event.that states mperson's wishes:

about what life-sustaining treatments would be wanted If hie/she tiecante incapacitated snd

. uable'to express kils/her wighes. Thereisnolegal requirement to-complete and Advance

Directive, However, if you have not madeand Advarice Directive:or Desighiated H“;_ﬂé;ﬁﬁ

 Surrogate, heafthsare dacisions may b mae for you by 3 court dppoitted duardiin, your

- spouse, adult child, your parent, your adult sibling, and'adutt refative or aiclose friend, in that.
orders This person woilld beg called & groxy. AR sors | .

DO YOU HAVE A LIVING WILL?
| (Jves e .
 WOULD YOU LIKE TO HAVE A LVING WILL?

Patient’s Nume:,.
Patient's Signature:-

_ Dater

if you hiave 3 Liyi'n’g“"\"ﬂillor Kdvance Difective, or plan to have ane in the futurs, it is your
responsibility to provide this office with a copy o that we may abide by your directives,




sl
ad,;“
2

I - @—% Holy Cross & :
),/Trlnrty Heaith 4B/ Y s

Todéy‘s Date: , o

Name: ) Date of Birth:

Do you have:

= Fever? YES or NO
= Cough? YES or NO

- Shortness of breath? YES or NO

. Have you recently travelled to-any areas where coronavirus outbreaks are occurring? Y /N

f - Have you been potentially exposed to anyone who has been diagnosed with the coronavirus? Y/ N

« Have ybu been in any public gathering where coronavirus cases have been confirmed? Y /N

For clinical staff: One yes = positive

” ® 2020 Taply Heslth, All Righs Reserved



