Name:

Date of Birth:

Colorado Springs Cardiology

+ Centura Health.

Name

Gender. Male Female Last 4 of SS #:

Date of Birth:

Place of Birth:

Address
City: State Zip Code:
Phone Numbetr Cell Phone
Work Number: Email:
What is the besivay to contact yo®
Marital Status
I Single I Widowed I Other:
I Married ! Divorced
Ethnicity: Race:
! Hispanic or Latino I Asian
! Not Hispanic or Latino ! Black or African America
I Unknown I Native American Indian
I Declined to specify ! Native American Indian or Alaska
Native
I Native Hawaiian
I Other Pacific Islander
I White
Preferred_anguage:
Would you like to have a translator free of chargevwled during your office visits: Yes
Religion:

Do you have an advance directive?

I'l Living will

'l Medical Durable Power of Attorney

I I Do Not Resuscitate

I I CPR Directive
I'l MOST form
I I Other



Name;: Date of Birth:

!
!
Emergency Contact Information:

Name: latidRehip:
Address:

City: State: Zip Code:
Phone Number: PGeiie:

Work Number: Email

Medical Care:

Primary Care Physian: Phone #:

Referring Physician: Phone #:

Employment Are you retired? Yes No (if yes pleasskip to insurance information)
EmployerOs Name: Occupation:

EmployerOs Address:

City: State: Zip Code:

SpouseEmployerOs Name: Occupation:

EmployerOs Address:

City: State:  Zip Code:

Insurance Information:
Please bring the most updaténsurance cad(s)to your visit.

Primary Insurance:

Address:
City: te:Sta Zip Code:
Policy Holder Name : Policy Holder DOB:

Policy Holder SSN: Insurancé ID Group #:




Name;: Date of Birth:

|
!
Reason for your visit;

Medications:Please bring a list dEURRENTmedication toyour visit; include name, dosand
frequency of medication (please include any over the coumgdicationk

Allergies and reactions

Pharmacy:

Pharmacy Address:

Pharmacy Phone #:

Lifestyle

Diet
I Well Balance ! Diabetic ! Excessive Fat/
I Vegetarian I Weight Loss/Fad Calories

Do you consume caffeinated products? Yes  No

Type Amoun

Do you consume alcohol?Never Former Current (former and curféhin information below)

Type Amoun

Frequency: Year quit:

Do youexerciseregularly? Yes  No

Type: Frequency:

Do you use tobacco? Never Former Current (former andrent fill in information below)
Type: Packs/day Years Used:
Age stated: Age stopped:
Evertry to quit: Yes No Yearsquit: _ Reason for Relapse:

Are you posed to passive smoke (secdmahd)? Yes No



Name;: Date of Birth:

Have you used illicit drugsMNever  Former Current (former and current fill inanfnation below)

Type Amoun
Frequency: Year quit:
Family History of Heart Disease Yes No (If yes, complete the infotima below.)

Relationship: Age: __ Type of HBisease:

Age of Death? _ Cause of Death?

Relationship: Age: __ Type of HBisease:

Age of Death? _ Cause of Death?

Relationship: Age: __ Type of HBisease:

Age of Death? _ Cause of Death?

Have you had any of the following Cardiac Studies?

Echo or Stress Echo Yes No When: Where:
Nuclear Cardiac Study Yes No When: Where:
Calcium Score Yes No When: Where:

If you have a copy of any past medical history and/or test résupiease bring them to your
appointment or drop off at our office prior to your appointment.

Please list any recent hospitalizations and/or sungand ALL cardiac procedures:

When: Where:
When: Where:
When: Where:
When: Where:

When; Where:




Name;: Date of Birth:

!
!
Have you ever had any of the follamg?

Abnormal EKG Yes No When:
Aneurysm Yes No When:
Aortic Valve Replacement Yes No When:
Asthma Yes No When:
Atrial Fibrillation (A-fib) Yes No When:
Cancer Yes No When:
Clotting Disorder Yes No When:
Congenital Heart Disease Yes No When:
COPD Yes No When:
Coronary Artery Disease (CAD) Yes No When:
Deep Vein ThrombosigDVT) Yes No When:
Diabetes Mellitus (DM) Yes No When:
Heart Failure Yes No When:
Heart Murmur Yes No When:
Heart Value Problem Yes No When:
Hyperlipidemia(High Cholesterol) Yes No When:
Hypertension (High Blood Pressure) Y édo When:
Kidney Disease Yes No When:
Mitral Valve Disease Yes No When:
Myocardial Infarction (Heart Attack) ¥e No When:
Pulmonary Embolism (PE) Yes No When:
Sleep Apnea Yes No When:

Stroke (CVAI/TIA) Yes No When:




Colorado Springs Cardiology Date:
Communication Approval

Dear Patient:

Colorado Springs Cardiology is committed to protecting your privacy and the confidentiality of your medical records. In confirming
our position, we comply with the Health Insurance Portability and Accessibility Act of 1996 (HIPAA) as well as the Health Information
Technology for Economic and Clinical Health Act of 2009 (HITECH ACT)

Copies of our Notice of Privacy Practices are available for your review upon your request. Portions of the Act require that we verify
and confirm who we are communicating with when discussing your care. Please help us by providing the following information:

Patient Name: Date of Birth:
(Please Print)

Phone: Home Work Cell

HIPAA/HITECH grants us permission to share information with your other healthcare providers and to you the patient.

This form, however, is not an Authorization to Release Protected Health Information (PHI); it is a form that identifies individuals you,
the patient allow us to share your PHI with. By signing below, you specifically exclude anyone you did not list. This includes all
communications, including but not limited to statements, phone conversations, electronic data, progress reports, lab results and
prescription refills. This permission remains in effect until you, or authorized people (power of attorney) alter or revoke in writing.

Please list those who we have permission to communicate your PHI with:

Name Phone Number Relationship
May we leave a recorded message on the phone numbers you provided? Yes/No
May we take your picture to help identify you in your electronic chart? Yes/No

By signing below you agree that you are aware of Colorado Springs Cardiology/Centura privacy policies and that the Notice of
Privacy Practices is available upon request.

Patient Signature: Date:

7/21/2016




COLORADO SPRINGS CARDIOLOGY, A CENTURA CLINIC
Financial Policy

Patient Name: Date of Birth:

Welcome to Colorado Springs Cardiology! Thank you for choosing us to provide your care and services. We
would like to inform you of our payment policies. We accept cash, credit cards and personal checks for payment.
Be aware that you may often receive two different bills when testing occurs, one from the doctor that reads the

test, and one from the performing facility.

No Insurance/Non Contracted Insurance: If you have no insurance, we expect payment for your visit at the
time of service. Non-contracted insurance will be billed if appropriate insurance information is given, however,
some payment will be expected at the time of service. Please ensure we are listed as a contracted provider
under your plan by calling your insurance company. We can't guarantee that we are contracted with your plan
due to new policies being created by your insurance. The cost to see a provider for self-pay or non-contracted
providers is between $135 - $200 with the cash discount. If testing is done, there are additional charges. We
request that you visit with the Financial Department prior to your appointment to discuss payment. They can be
reached at 719-776-8588.

Referral/Authorizations: If your insurance requires an authorization/referral to be seen by a specialist it will
have to be obtained from your Primary Care Provider prior to your appointment. It is your responsibility in
obtaining this referral from your Primary Care Provider.

Medicare: Our doctors are participating providers for the Medicare Part B program. If you have a secondary
or supplemental plan, we will submit claims after payment from Medicare; however, we must have a copy of your
card and the appropriate information.

Medicare Advantage Plans: We participate with most Medicare HMOs and Advantage Plans. You may be
required to have a referral for your services. Please be sure there is one on file when you visit. All co-pays must
be paid at the time of service. Please ask for a list of current non-participating insurance plans which
include Kaiser Select, some BCBS plans and Humana Medicare HMO.

Medicaid and Medicaid HMO: We do participate with the Medicaid program. You must provide us with a copy
of Your Medicaid card indicating that you are eligible for Medicaid at the time of service. Should services be
rendered, and you are no longer eligible for Medicaid coverage, you will be responsible for payment. All co-pays
must be paid on the day of service.

Commercial Insurance (HMO, PPO, EPO, and POS): If you have insurance we are contracted with, we submit
your insurance claims for you, if you supply us with the necessary information. You are still responsible for
payment of your co-payment at the time of service and any amounts not covered by your insurance, including
deductible and coinsurance. If your coverage is denied for any reason, you are responsible for payment.

Auto and Workers Compensation: We will bill your auto or workers compensation for your auto or work related
injury. We will need the claim number, the name of your insurance, the name and phone number of your adjuster.
If your carrier determines it is not work related, we will then bill you directly or your health insurance.

Colorado Indigent Care Program: As you know when you were approved for CICP, you were told this is a
financial assistance program based on income and only covers outpatient or inpatient hospital services; this is
not an insurance plan. Your office visit today is not covered by this program. However, we will be glad to
see you with a cash payment up front. You will be required to show a current CICP card. We expect payment
at the time of service and will allow for a cash discount at that time of service unless other arrangements were
made with our Financial Dept. prior to the appointment.

Please read and sign on back

Financial Policy 8/29/2016






