'PATIENT INFORMATION
Name: _ | .Date_ of Birth;
- Address;___ City:__ - . Zip:
-Home Phone: Work Phone;, |
" Sodial Security " ) Marital Status: | _ -Sex;
Occupation (indicate if studerit): Spoﬁsefs Name:
T case of ‘Emérgehcy contact; _Phone:
- Family Doctor: . - Phone:
INSURANCE
Primary Insurance: | Po]icy #.
" Name of Policyholder: Group #
Secondary Insurancé; Policy #;
'Néme of Policyholder Group #

. In order to control our cost ofbnllmg, we request payment at the tune of service.

I hereby authorize the: ofﬁce of Advanced Kidney Care Medical Associates to release any medlcﬁl mformatnon

- required in the course of examination and treatment and permit payment directly to them any benefits due for
their services rendered.. I recognize and accept responsibnltty for sérvices rendered regardless of insurance. .
coverage. This lncludes, but is not limited to co-insurance, co-payments, deductibles, and non-covered semces.
I permit a copy of this authorization to be used in plwe of the ongmal :

revised 09/15/2005

-

.: Signature; ‘ . Date: _
L . , Teviewed infgﬁnatioﬁ_above and veti'fy‘ that all _demograi)hics are the 'gﬁma
on this forn_: Signature; Date: ' |
, reviewed information ébo&e anﬁ verify that all demographics are the sanie J
on this form Signature: ‘ '_ Date: . | .'
L. | | ; reviewed_inforﬁiption above and: verify that all deépographics are the sa;i;e :
- on'this fonﬁ Signature: _ - ' o _Z_Date': |

L "
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~ ACKNOWLEDGEMENT OF RECEIPT OF NOTICE AND
CONSENT TO USE AND DISCLOSE H INFORMATION

Read before signing the Acknow!.gggement and Consent

This acknowledgement of noﬁce and consent authorizes Advanced Kidney Care Medical Associates to
use and disclose health information about you for treatment, payment, and health care operations purposes.

Notice of Privacy Practlees. Advanced Kidney Care Medlcal Associates has:a Notice of Privacy
Practices, which describes how we may use and disclose your protected health mfonnatwn and how you can
access your protected health information and exercise other rights concerning your protected health information.
You may review our current notice prior to signing thls acknowledgement and consent.

Amendments. We reserve the right to change our Notice of Privacy Practices and to make the terms of
any change effective for all protected health information that we maintain, including information created or
obtained prior to the date of the effective date of the change "You may obtain a revised notice by submittinga .

written request to our Privacy Officer.

How to contact our Privacy Officer

Mail: Address to: Advanced Kidney Care Medical Associates

: Attention: Privacy Officer, 4564 Penn Avenue, Plttsburgh, PA 15224
Telephone:  (412) 683-1278
Facsimile:  (412) 683-6992

Acknowledgement and Consent

Pfiﬁtnr type all information except the signature.

I'have received the Notice of anacy Practices for Advanced Kidney Care Medical Associates. Advanced

| Kldney Care Medical Associates is authorized to use and disclose health information about

(patient name) for treatment, ‘payment, and healthcare

'operatlons purposes conslstcnt with its Notice of Privacy Practices.

Signature of patient B Date of receipt
(or patient’s personal mpresentauve) : o

Name of personal representative

‘ 'Relaﬁonéhip to patieht (or other authority)
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MEDICAL HISTORY

Date:

Plaase answer thase questions concerning your health status.
This genera! Information will help your doctor take better care
of you. Of course, all information: ls confidentlal.

Patient Name:;

Height:-

Weight:

Family Physiclan:

Physicians Phane Numbet:

Plaasé list any present medical condition. for which you are currently being treated. if hone, ptease check none.

D Nnr;g

Piease list any surgeries or hospitalizations you have had In the pﬁst;

{t none, please check none.

‘1DNn_ne

Allelgies' to Medications

On a special diet?

Do yu:_?"? (Please answer each question) “None [J
. S I‘g ‘Smoke cigarettes? < packs per day? M'adicatlnn What type of reaetion? -

[} [} Chow tobacco? How much? )
3 (3 ODrinkBeer? —_ boitles per .
I [} Orink Wine? —_ o0z por.
3 [ Orink Hard Liquor? ___oz.per..
] I} Drink regular coffee? It 80, cupe/day?
O What type?

Family Health Hltoiry

Do these prablems run in your family?.
* (Ploase mark an “X** In the spaces plovlded below that apply to ynur lamlly history)

Father

Mather Father:

Father's

Mother's
Father

Brnlharg Sisters Other

' Diabetes

Heart Digease

High Blood Pressure

Stroke

. Car_lcet

Ga_lllbladder Digease

Uleer, Colitis, Crohn’s

Asthma/Respiratory

Thytoid Disease

Blecding Disorders

Kidney Disease




Study of Systems

GENERAL

— Fainting X

—_ Unexpected Weight Loss

—— Recent Weight Gain
—_ Fever or Shaking Chills
— Night Sweats
— Swollen: Glands .

Other

SKIN

—— Savere itching
—— Persistent Rash
— Changing Moles
____ Psoriasis

Other

| HEAD

i — Glaucoma
: —— Cataracts .
— Severe Headaches
| — Double Vision
Do — Difficulty Hearing -
. _—__ Ringing in Ears
.. Wear Heating Aid
! —.. Wear Dentures
] " . loose Teeth =~
| " e Removable Bridge
Lo —er Bleeding Gums
! —— Severe Nosebleeds
Frec';uent Sore. Throats -
—— Persistent Hoarsenass
Other

/ BLOCD

—___ Blood Transfusion Past 6 Months

Pralonged Bleeding from Surgery

_____ Anemic in Past :

—— Ever Treated for Cancer
——. Think 't at High Risk for AIDS

— Coumadin Use

Other.

MUSCLES AND JOINTS

— Muscle Cramps
— Muscle Weakness
— Arthritis or Joint Pain
— Frequent Back Pain
Other

Please place an “X” besude those condmons whlch affect you. . . -

'HEART AND LUNGS

——=. High Blood Pressure .,
'~ .5'Heart Attack in Past

... Heart Murmur
© _ . Mitral Valve Prolapse
_ Artificial Vaive

Rheumatic Fever as Chﬂd

__ Heart Disease

- High Cholestero} -
—m Fainting Spells
. lrregular Heartbeat

. Wear Pacemaker .
.Chest Pain

. Shortness of Breath

Can’t Breath When Fiat

. Awaken Short of Breath

Ankles Swell

. —. Frequent Cough

Cough up Sputum
Cough up Blood

_ Wheezing or Asthma

Other

NEUROLOGICAL . .-

.- Epilepsy or Seizures,
Past Stroke
.. Other

DIGESTIVE TRACT -

____ Hiatal Hernia in Past
— . Ulcers in Past

— Colon Polyps in Past -
____ Colon Cancer in Past
____. Liver Disease or Jaundice -

— Poor Appetite

— Nausea .
Vomiting .

—_ Frequent Heartburn

— Heartburn Awakens
—_ Trouble Swallowing

— Rectal Bleeding

____ Black-Bowel Movements

. Voniited Blood

e Abdominal Pain

— Diatrhea

—— Lost Bowel Contro! or Soiling
w_ Constipation .
. Bowel Habit Unpredictable
____ Milk or Lactosa Intolerance
— Gallstones

Other _

“KIDNEYS

— Kidney Stones
— Kidney Disease . -
— Frequent Urination
— Up Nights to Urinate
—_ Blood in Urine
— Paintul Urination
—— Slow Urination
—_ Leakage of Urine
— Other ..

EMOTIONS

— Often Depressed -
— Cry Easily

—— Overly Anxious
—_ Can't Handle Stress
—n Other

EXPOSURE TO

- Infectious Disease -
— 1B

— Rheumatic Fever:
— Gonorrhea

" Syphilis

— . Measles

— Mumps

—— Chicken Pox

——. Whooping Cough
. Contagious Disease
e Other _:

MEN ONLY

— Lump in Testicles
. Penis Discharge
— Erection Difficulties
—. Other

WOMEN ONLY

— Pregnant Now

.. Planning Pregnancy
— Nipple Discharge
— Lump in Breast
——— Vaginal Discharge
— Hot Flashes

—_ Non-period Bleeding
— Past Menopause
—. Painful Intercourse
e Painfut Periods
—— Change in Periods
——_ Past Endometriosis -

Other .

N

Date

“Signature of Patient or Responsible Party



Advanced Kidney Care Medical Associates

_Patient Instriictions Regarding PHI . .. .

I authorize my Physrcu'a;n, Physician Group or Staff merdt;er employed by the Practice to
release any and all medical test results or other medical information relating to my
treatment to: (Initial all choices that apply) |

May leave a message at work to call the physician’s office.

May leave a message wrth a family member for me to call the physxclan $
office.

May give test results/instructions to:

Designee’s Name:

Relatlonshrp

E ,May only release test results to the pattent

_ - , p

I understand this mformatlon used and these mstruetlons will be in effect unless changed
Or revoked by me either in writing or by completmg anew instruction form. - :

Date o . Pafient (togal representafive) Signature



