THE HEART AND MEDICAL CENTER
REGISTRATION INFORMATION

(Please Print)

Patient Name:______________________________________________________________Today’s Date:___________________________



    Last Name

First Name

MI




Birthdate:_____________________________ Age:_____________ Sex:     M
  F  Patient SS#:______________________________

Circle one:   (  Married      Single      Divorced      Widowed      Separated )
 Race:_________________________________


E-MAIL Address:______________________________________________________________________________________________________

Home Phone:______________​​________​____ Work Phone:____________________​​________ Cell Phone:___________________​​_____ 

Mailing Address: _____________________________________________________________________________________________________

City:________________________________________________________________ State:______________________ Zip:_________________

Preferred Pharmacy:__________________________________________________________


Responsible Party/Guarantor: Name:_______________________________________________________________________________SS#_____________________________

Employer:____________________________________________________ Business Phone:______________________________________

Occupation:__________________________________________________ Birthdate:_____________________________________________

Medical Insurance Information:

Name of Policy Holder:________________________________________________________Birthdate:____________________________

Insurance Company:_________________________________________________________________________________________________ 

Member ID #_____________________________________ Group #______________________ Phone:_____________________________


Emergency Contact Information:

Name:_____________________________________________ Relation to Patient:_________________ Phone:____________________


Do you have advance directives? DNR: Circle one:     Yes  No
Power of Attorney? Circle one:    Yes   No

Who may we thank for referring you to our office?_________________________________________________________________

Please have your Driver’s License and Insurance cards available to copy for our records.

Please Note:  If you are Private Pay.  Payment is required when services are rendered!  
Please remember that insurance is considered a method reimbursing the patient for fees paid to the physician, but is usually not designed to pay the entire fee.  Because insurance companies vary in the amount they will pay for various services, it is ultimately your responsibility to pay the portion of the bill not paid by your insurance company (unless otherwise restricted by law or agreement we might have with insurer).

IN ORDER TO HELP CONTROL THE COST OF BILLING, WE REQUEST PAYMENT BE MADE FOR ALL OFFICE SERVICES AT THE CONCLUSION OF YOUR VISIT UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE PRIOR TO SERVICES BEING RENDERED.
I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration or its intermediaries or carrier or any other commercial insurance company, any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself or the party who accepts assignment.  Regulations pertaining to Medicare assignment of benefits apply.
I believe that you are entitled to make informed decisions regarding your medical care.  To assist you in making an informed decision, I hereby notify you that I have an investment interest in The Medical Center of Southeastern Oklahoma, which is a physician-owned hospital, pursuant to 42 C.F.R. § 489.3.  – Vivek Khetpal, M.D., F.A.C.C. and Sangeeta Khetpal, M.D.
Signature:_____________________________________________________________Date:__________________________________________
	HEALTH QUESTIONNAIRE


	TODAY’S DATE:


	PATIENT’S DATE OF BIRTH:

	PATIENT’S LAST NAME:


	PATIENT’S FIRST NAME:
	PATIENT’S MIDDLE NAME:


PAST MEDICAL HISTORY: Do you have any of the following?
	( Rheumatic Fever

( High Blood Pressure

( Low Blood Pressure

( Stroke

( Blood Disorder

( High Cholesterol
	( Stomach Ulcers

( Liver Disease

( Diabetes: ( Type 1  ( Type 2

( Cancer: Type(s): ____________

____________________________

____________________________
	( Heart Murmur

( Coronary Artery Disease

( Heart Attack

( Palpitations

( Asthma or Lung Problems

( Thyroid Disorder
	( Seizure Disorder

( Kidney Disorder

( Arthritis

( Anxiety

( Depression

( Drug Addiction


PAST SURGICAL HISTORY: Have you ever had surgery?
( Yes
( No
If yes, please list what type(s):

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

FAMILY HISTORY: Do you have family history of:

In Which Relatives?

( Coronary Artery Disease: _______________________________________________________________________________

( Bleeding Disorder: _____________________________________________________________________________________

( Diabetes:  ( Type 1  ( Type 2: __________________________________________________________________________

( Cancer: __________________________________:  __________________________________________________________

                                                               What Kind(s)?


TOBACCO / ALCOHOL / SUPPLEMENTS

Do you smoke?
( Yes
( No
( Quit: ____ / ____ / ____ 
If yes, what do you smoke?     
Cigarettes / Cigars / Pipes



                                        (Quit Date)
         
               (Please Circle)
How many cigarettes / cigars / pipes do you smoke per day? _____________________________ or _________________________





                  Individual Cigarettes / Cigars / Pipes

       Packs Per Day
Do you use smokeless tobacco?    ( Yes  ( No
( Quit: ____ / ____ / ____    If yes, what kind? _______________________





                                   (Quit Date)
Do you consume alcoholic beverages?  ( Yes  ( No
( Quit: ____ / ____ / ____    If yes, how often? ___________________





                                  (Quit Date)
How many drinks? ______________________________ What do you drink? _________________________________________

Do you use any dietary supplements?  ( Yes  ( No     If yes, what kind? ___________________________________________

SUBSTANCE ABUSE HISTORY

Do you currently take, or have you ever taken any illicit substances?    ( Yes  ( No  ( Quit: ____ / ____ / ____










             (Quit Date)
If yes, what kind(s)? ______________________________________________________________________________________

MENTAL HEALTH HISTORY: Please list any mental health issues you have currently, or have a history of:
______________________________________________________________________________________________________
COMMUNICABLE DISEASE HISTORY: Please list any communicable disease(s) you may have (for example, STDs):
______________________________________________________________________________________________________
	ALLERGIES AND

CURRENT MEDICATIONS
	TODAY’S DATE:


	PATIENT’S DATE OF BIRTH:

	PATIENT’S LAST NAME:


	PATIENT’S FIRST NAME:
	PATIENT’S MIDDLE NAME:


ALLERGIES

Do you have any medication allergies?
( Yes
( No

If yes, please list the medication(s) in the space below, and if you know of any possible reactions please list those also:

Medication(s) you are allergic to:
Reactions? 

_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
Please list any other allergies you may have (for example, certain foods):

Allergy:
Reactions?

_________________________________________
__________________________________________________________
_________________________________________
__________________________________________________________
MEDICATIONS

Are you taking any medications currently?
( Yes
( No

If you brought your list in with you, please give it to the nurse. Otherwise, please list your medication information below:

Medication Name:



Dosage:



How Often?
_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________

_____________________________________
______________________________
__________________________
Reviewed and Signed By:  
VivekKhetpal_____________________SangeetaKhetpal_______________________ 
The Heart & Medical Center
Consent to the Use and Disclosure of Health Information

For Treatment, Payment or Healthcare Operations

I understand that as part of my health and medical care, The Heart & Medical Center originates and maintains medical and health records describing my health history, symptoms, examination and test results, treatment and any plans for future care of treatment.

I further understand that this information serves as:

*a basis for planning my care and treatment

*a means of communicating among the health professional who contribute to my care

*a source of information for applying my diagnosis and treatment information to my bill

*a means for third-party payer to verify that services were billed as actually provided

*a tool for routine healthcare operations such as assessing quality and reviewing the competence of the healthcare professionals

I further understand and agree that this agreement5 to release information shall apply to all information accumulated up to this date and to any information acquired in the future. This agreement to release future information shall remain in force until such time as I shall revoke it in writing.

I understand that the PATIENT PRIVACY NOTICE that I have been given to read, provides a more complete description of information uses and disclosures. I understand The Heart & Medical Center reserves the right to change their notice and practices but that prior to the use of my health information for directory purposes. I understand that I have the right to request restriction as to how my healthcare information may be used or disclosed to carry out treatment, payment or healthcare operations. The Heart & Medical Center is not required to agree to the restriction requested. I understand that I must revoke this consent in writing except to the extent the organization has already taken action in reliance thereon.\

By Oklahoma Law, we are required to notify you that the implementation authorized fro release may include records which may indicate the presence of communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus, also known as Acquired Immunodeficiency Syndrome (AIDS).

CONSENT AND DISCLOSURE

I request the following restrictions to the use and/or disclosure of my health information:

______________________________________________________________________

I request that information may be released to the following individuals/family members:

_______________________________________________________________________

You ( may  (  may not leave appointment reminders ( medical information on my message service or machine.

________________________________________
______________________

Signature of Patient or Legal Representative.

Date Notice Effective

The Heart & Medical Center  ( accepts ( denies ( accepts conditionally the restrictions imposed on release of information as stated above.

_____________________________________________
______________________

Signature/Title




PAIN MANAGEMENT CONTRACT
I understand that treatment by Physicians at The Heart and Medical Center may include an attempt to manage my pain, and that some of the medications needed may carry a risk of causing an addiction. Because of this, special care must be taken in their use.

As a result, I agree to the following:

1. That narcotics prescribed will be taken exactly as directed, with adjustments made only if and as instructed by the physician.

2. Narcotics/controlled substances will not be refilled via a telephone call. Patients will have to come in and see the physician in order to get the refill. This will allow the physician to re-evaluate the need for continued therapy with the narcotic/controlled medicine.

3. If a prescription for narcotic/controlled substance or medicine is lost or stolen before the refill is due, depending on the circumstances no refill will be authorized without a valid police report. 

4. A refill will be authorized at the end of the month the prescription runs out and there will be no authorization for early refills for any reason. 

5. There are no early refills for replacement of lost prescriptions, as federal law prohibits the writing of a certain number of pills at a time, and doctors and pharmacists are held accountable.

6. Attempts at altering prescriptions, selling medications, or obtaining narcotics from sources other than our physicians will end treatment immediately.

7. When there are no alternatives other than to manage my pain with long-term use of narcotics, I agree that regular attempts to reduce dosage and/or develop alternative approaches to functional comfort will be part of the plan, and I will cooperate with them.

I have read, understood, and agree to these terms and statements.

__________________________________

__________________

PATIENT SIGNATURE





DATE
__________________________________

__________________

WITNESS SIGNATURE





DATE
