QQ ColumbiaDoctors
New Patient Intake Form

Patient information
Last Name: First Name: bOB:

Preferred Phone: Email: Gender:

Emergency Contact: Relationship:

Emergency Contact Phone: Patient Marital Status:

Occupation: Employer:

Primary Care Provider (PCP): PCP Phone:
PCP Address:

Preferred Pharmacy: Pharm Phone:

Preferred Pharmacy Address:

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

Ethnicity: Race:

o Decline Response iz Decline Response o Black or African American

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

Patient Signature: Date:

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.

Patient or Guarantor Name (Print);
Patient or Guarantor Signature: Date:

Notice of Privacy Practices: Acknowledgement of Receipt
| acknowledge that | was provided with a copy of the ColumbiaDoctors Notice of Privacy Practices (NOPP),

Patient Name (Print):

Patient Signature: Date:
If completed by a patient’s personal representative, please print and sign below.

Representative (Print): Relationship:
Representative Signature: Date:

myColumbiaDoctors Patient Portal Sign Up
Access your personal records securely, 24f7, on a computer, smartphone, or IPad. See brochure for details.

o Send me an invitation to join myColumbiaDoctors.
Look for an email invite from noreply@followmyhealth.org and click the Registration link.
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G_@ ColumbiaDoctors

Reason for today’s visit:

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

Asthma/Breathing Problems..........convceirunnn oY aoN  Heart Disease/Disorder .......ccoeevvvrvcriicnniinnes oY aoN
ATEhIEIS .ot oY ON  Lung Disorder....minnieann, a¥Y oN
Bleeding/Clotting Disorder.........ccocvveriniionns OY oN  Liver DiSEase e, oY oN
Blood Pressure Disorder...........oconvinininen oY oN  Neurological Disorder/Chronic Headaches.. oY oN
Blood Transfusion ... oY oN  Psychiatric Disorderflllness........co.ocorvmnrnnane. oY oN
BowelfStomach Problems..........cocevnvneiis oY aN  Pulmonary Embolism/DVT ... oY oN
LT o TP PP PR OY BN StroKe.. i oY oN
Cholesterol Disorder ......coeeviivvririreaienienien 0¥ oON  Seizure or Epilepsy ..o oY oN
Diabetes i oY oN  Thyroid Disorder ..., oY aN
Eye Disorder (i.e. Glaucoma, cataract)......... oY oN  Urinary/Kidney Disorder ..o oY oN

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

Please list any surgeries you have had and the approximate date,

Procedure Date Complications

Please indicate any major conditionsfillnesses that your immediate family members have had:

Relative Condition and description Living? | If deceased, at what age?
Mother oY BN
Father oY aN
Sibling oY oN
Other: oY aiN
Do you currently smoke? oY oN Ifno, previously? oY oN Yearssmoked Packsfday

Do you use other tobacco products? DY oN  Consumealcohol? oY oN Ifyes, drinks/week:

Do you have any allergies to medications or other substances? DY oN
If yes, please list allergies and reactions (including rash, hives, throat swelling, anaphylaxis).
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Gﬁ ColumbiaDoctors

Please list ALL previous physicians who have treated you relevant to your visit (i.e, pulmonologist, oncologist,
internist, cardiologist, gastroenterologist, etc...)

Doctor's Name:

Address:

Phone Number: Fax Number:

Specialty:

Doctor's Name:

Address:

Phone Number: Fax Number:

Specialty:

Doctor's Name:

Address:

Phone Number: Fax Number:

Specialty:

Doctor's Name:

Address:

Phone Number: Fax Number:

Specialty:

Doctor’'s Name:

Address:

Phone Number: : Fax Number:

Specialty:

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

Medication Name Dose Medication Name Dose

Provider Signature: ' Date:
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00, ColumbiaDoctors

Review of Systems

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

General o None o Fever o Chills o Feeling Poorly
O Feeling Tired 0 Weight Gain 0 Weight Loss
Eyes o None o Eye Pain g Vision Changes o Eyesight Problems
2 Dry Eyes a ltchy Eyes
Ear/Nose/Throat o None o Earache o Loss of hearing o Nose bleeds
O Sinus problems O Sore throat o Hoarseness
Heart ©t None o Chest pain o Palpitations o Fast heart rate
O Slow heartrate 0O Legswelling @ Leg pain, discomfort, fatigue during walking
Lungs/Breathing o None o Cough o Wheezing o Shortness of breath
o Trouble breathing with exertion o Trouble breathing when lying flat
Gastrointestinal o None o Abdominal pain o Constipation o Diarrhea
o Heartburn 0 Nausea o Vomiting o Blood in stool
Bladder o None o Incontinence o Discolored urine o Painful urination
o Pelvic pain o Painful period O Vaginal Discharge
Skin o None D Acne o ltching o Changein a mole
o Skin lesions o Skin wound ot Breast pain O Breast lump
Neurological o None o Confused a Cenvulsions o Dizziness
o Limbweakness o Lossof memory o Headaches o Difficulty walking
Psychiatric o None B Anxiety o Depression o Change in personality
o Suicidal o Disturbed sleep o Emotional problems
Endocrine o None o Weak muscles o Feeling weak o Deepening of voice
O Hair loss D Hot flashes
Hem/Lymph n None o Easy bleeding o Easy bruising o Swollen glands
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&2 ColumbiaDoctors .
Additional Bariatric Information

Please circle the appropriate answer or fill in the blank for the following questions:

1) Dovyousnore? Yes No Don't know If Yes: Nightly? Loudly?
2) Has anyone ever told you that you stop breathing, struggle to breathe or gasp in your sleep? Yes No
3) Do you ever wake up short of breath or gasping? No Rarely Occasionally Frequently

4) Do you have trouble falling asleep more than once a week? Yes No

5} How many times do you usually wake up during the night? 01 12 2-3  3ormore

6) How many times do you usually urinate during the night? 01 1-2 2-3  3ormore

7) What time do you usually get into bed at night {range is OK)? AM  PM (Circle one)

8) What time do you usually get out of bed to start your day (range Is OK)? AM  PM (Circle one)
9) How many hours of total steep do you average each night? Hours

10) Are you refreshed (not sleepy or tired) when you first get up for the day? Yes  No
11) Do you hap on purpose during the day?

Never Rarely {(<1/mo} Sometimes (1/wk)  Frequently {2 or more/wk)  Daily

12) Epworth Sleepiness Scale: How likely are you to doze off or fall asleep in the following situations, In
contrast to just feeling tired? This refers to your usual way of life in recent times. Even if you have not
done some of the things recently, try to imagine how they would affect you. Use the following scale to
choose the most appropriate number to describe how likely you are to doze off or fall asleep in each

situation:

0= Would never doze 1= Slight chance of dozing 2= Moderate chance of dozing  3=High chance of dozing

SITUATION CHANCE OF DOZING

Sitting and reading

Watching TV

Sitting inactive in public (i.e. at a meeting orin a
theater)

Lying down to rest in the afternoon

Sitting and talking to someone

Sitting quietly after a lunch without any alcohol

In a car, while stopped for a few minutes in traffic
or when you are taking mass transit

13) Please write in any other information about your sleep that you think might be important.
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G_j__D ColumbiaDoctors ,

Most insurance companies are requesting a diet history before approving surgery. For each weight loss
method, please indicate if you have tried it, the number of times you have tried that method, for how fong,

and the amount of weight lost.

# of times tried: From: To: Amt. WT, Lost:
Weight Loss Programs:

Comprehensive Weight
Loss Programs:

|
|

Medications:

1]
i

Weight Loss Aldes:

|11

1]

Other Welght Loss
Methods:

|

|
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..i NewYork-Presbyterian Centerfor Metabotic and
7 The University Hospital of Colimbla and Comell Welght Loss Suigery
161 Fort Washinglon Avenue
. New York, NY 10032

w212 305 4000
i 2123421996
weavobesitymd.org

HEDICARE PRIVATE CONTRACY

‘This agreoment Is entored Into this __ day of by and between

{Horelnafter calfed "physician), whose princlpal medicnl office is located ot
and {a pationt enrciled In

Medicare Parl B heveinafler called "patlont’), who resides at

Background

A provislon In the Saolal Seeurity Act permiis Medicare benefictaries and physiclans to contiact privately ottside of
the Medleare program. Under the law as it oxisted prior to Jannary 1, 1998, n physician was nof pennitied to charge a
pattent wore than n certain percentage in oxcess of he Medicare fee sehodutlo amount, A new provision, which
beonue effective on January I, 1998, pormlts physicians and patlents to entor Into private arrangements fhrough a
writtens contrael tuder which (he patient may agree to pay the physlelan more than {hat which would be paid under

the Medicare program,

A "private conlvact" Is o contract between a Medlcare beneficlary and a physiclan or othor practltioner who has
opted oul ofMedieare for two years for alf covered tems aud services ho/she furnishes to Medicare beueficlatos, In
o privale contract, the Medienio boneficlary agrees to give up Medicare payment for services furnished by the
physlelan/practitioner aud fo poy Ihe physiclan/practitioner withowt regard to any Himits that would otherwiso

apply to what the physicion/practitionoer conld chavge,

The purpose of this contract is 1o pormit the patlent (who Is otherwise a Medicare benoficiary) and the physician to
take ndvantage of this nes provision Intho Medicare Inw and sets forth the rights and obligations of each. This
agreement s limited to the financtal arvangement belweon Physielan and Pationt and Is not Inlonded fo obligale

either pnity to a specific course or dwvailon of trentment,

Patlents and physiclans who take advantage of this proviston are not permitied to submit elalms or {o expect payment
for those services from Medleare,

Excepifon;

In an emergeney or urgent eare situation, a pliysielan/practitioner who opls out may treal a Medlcare beneficlary
with whom he/fshie doos nol have a private contrnot and bill for such treatment, Insuch a situation, the
physleian/practitioner may not chaige the benefickary mors than what a nonparticlpating physletan/practitioner
would be permitted o charge and must submil a claim fo Medlearo on the beuoficlary's behalf, Payment will be
wade for Medieare covered itoms or services furnished in emergenoy or urgent sitnations when the benoflofary has

not sigued n private contract with that plysician/praciitionos,

A, Obligations of Physician
{. Physician ngrees to provide such treatment as may be mutunlly agreed upon by the parles and at muluaily
agreed upon fees.

2, Physician agrees nol to submit auy elaims wndor the ‘Medicare program for any Hems or serviges even if such
itews o services avolhenvise covored by Medicare,
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3. Physiolan acknowiedges that (s)he will not execute this contract at & thue when the patient is faclng an
emergensy or urgent health ¢are situation,

B: Obligations of Patlent

1. Patlent or hisfher logal anthorized ropresentative ngrees not to submit a elafm (o fo requost that the physiclm
submit a cfaln) under the Medlcare program for sitch ftoms or sorvioes as physielan may provide, even 1Fsuch
ftems or seivices are ollierwise covored under the Medlears program,

2, Patlent or hisfher legal anthorized represontalive sgrees to be responsible, whether Ihrough hisurance or
otherwlse, for payment of such {lems or sorvicos and understands thal ne relmbursement wiitbe provided undor
the Medieare program for sich Hems or services.

3. Patlent or his/her legal authorlzed representalive acknowledges that that Medlcare Hmils do nof apply to what
the phystelmv/practitioner may charge for fems or servicos furnished by tho physlotan/practitioner,

4. Potlent ncknowledges that Medigap plans do noi, and other supplomenial insurmnee plans may oloct not fo,
mako payments for ilems and servieos not pald for by Medicaro,

5. Patlent acknowledges that (s)hehas (he right fo-oblain Medicare-covered ltoms and services from physlelans

and prootilioners who have not opted ol of Medlcaro, and that the ($)he Is not compolled to siiter into private
continols {hal apply to olher Medicars covored services frnished by other physiclans or practitioners who have not

opled oud,
6. Pallent acknowledges that (s)he or hisfher legal representative uuderstands that Medleare payment will not be
made for any lteims or services furnfshed by the physielan/practitioner llat would have otherwise been covered by

Modiearoe If there were no private contract and a proper Medleare clahm had been submitted,

C: Physlelan's Siatus
Pationt furibor sckuowledgos his/lior understauding that physielnn (bas/ has nat) beon oxolnded om

partlcipation under the Medicare program under Sectlon 1128,

D: Torm and Termnation

This aprecmont shall conunonce on the above date and shall cottlune In offect until {physician
should mnsert date which Is two [2] yers alter [s]he signs the affidovit), Despite the term of tho agreement, eliher
party may ¢hoose lo fexmnate (rentment with rensonable wotice to thie other party. Notwithstanding this right to
terminate {roatment, both phystotan and patient agreo that the obHgatlon not fo pursue Madicare reimbursement,

for ltems ond servlces provided wnder (his contract, shall suyvive this contract,

I iave read and wndersland the provisions vegarding private coniracilng,

Bysigning this confract, Taceept full rosponsibiity for payment of the physleian's or practitioner's charges for all
servicos furnished to me from the date wrillen above.

Name of Physlolan (ipeinted) Mame of Patlent {printed)

Signalure of Physicinn Signature of Pationt

Dale



