- ColumblaDoctors
New Patsent Intake Form
‘ P.a‘tieht,\_ln’fo‘rmation _ _
~LagtName: e FirstName:-__ o DOB:

PreferredPhone _ e _ Email o N Gend.éff:",'_'m

. Emergericy Contact: . ~_ Relationshlp:*

' "Emergency Contact Phone - ... .. PatientMarital Status;

:Occupation o _ e --';,;Employer

'PrlmaryCareProwder(PCP) ._ : o o PCPPhone
'_;PCPAddress S ' '

Preferred-Pharmacy: T 'Pharm_PhOné:'. R

E 5Preferred Pharmacy Address

: Coliection of the following mformatlon is encouraged by federal health agenctes - This mformatlon is used to '
- ‘monitor, and improve the quality of care provided to all patients.

Ethmcrty ' “Race: . :
LG BeclmeResponse = Decline Response © @ Blackor African American
0 Hispahicor Latino. o American- Indian or Alaska Natwe o Native Hawauan or Pacificslander-
- meNet HispanlcorLatln(’i ‘0. Aslan - o White a Other
 preferred Language: ' . ;:;;Det;_lme-Re_spQ_"nj;s,e-

_':Panent&gnature o T R . Dater

'-fPatlent Fmancrai Obilgatmn Agreement o
Y understand that all appiscabie copayments and deducttb!es are:due at the time of service. | agree to be
- financially responsnb!e and make fullpayment for all charges not covered by my insurance company. |-
© :authorize my ibistrance. beneffts be paid dlrectiy to ColumbiaDoctors for services rendered. Jauthorize _
::representatwes of ColumblaDoctors torélease pertment medical mforma’tion to my. insurance company when: -
- requested ortofacilitate payment of a clatm :

' *PatfentorGuarantor Name(Pnnt) o e
-Pat| ”ntorGuarantorsfgnature. - g_ | . Date:

N fNot_ e-of Privacy Practices Acknowledgement of Remipt -
- Fackhowledge that i was prowded wsth a.copy of the ColumblaDoctors Not:ce of Privacy Practices (NOPP)

PattentName (Prlnt) o S o

: 'PahentS;gnature S ' o B Date:
Ifcompleted by o patrent ’s: personal representattve, please prmt and sign below
Representative:(Print): - o D R Reiatnanshrp*

y _;‘V‘Represen‘tatweSignaturea [N e i . Dater T

_ yCoiu’mblaDoctors Patient Portal Sign Up : ' _
Access) our personal records securely, 24/7,on a computer, smartphone or ;Pad See brochure for detalls '

- 'Send me an invitation o join myColumblaDoctors. o

- Look for an emali :nv:te from noreply@foilowmyhealth org and click the Reg:stratlon ilnk
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Colamb'ia_Dcctors -

- -Rgésqh.‘fbf_t_od_aiy's vi_sit:‘ i

- 'General Medlcai QUestionnaire
“Have you| EVER had any of the followmg? '

_ 'Asthma/Breathmg Problems..,_._....._l.-....,.,...:,...:'z::rY:_-j':z_'_N_ Heart Dlseasejblsorder ereririmeissiisesien 0¥ 0N
AREIIS vt sressimimeriespssiinessiinsinie BY DN "LungD;sorder ............. ..... LogY BN
_ BieedsnglClottmgDusorder R  u h § aN - LwerDssease.;.._.,:.-.‘.;...,-.'.;5.;...-......-.-...'-..-._-..‘.. ..... . aY oN
- Blood Pressuré DISOrer. . .aY aN .Neurolog:calDisorderlChromcHeadaches gY aN.
Blood Transfusion ... @Y -0ON - Psychiatric Disorderfiliness..... o @Y O N
'.BowellStomachProbtems e Y ON PulmonaryEmboIism]DVT ........... e DY
C ‘ LAY BN SHOKE womisseesrosias e o Y @
f-{ho!esterai{msorder ........ eriiresrnra oY oN . Seizure orEp;lepsy ..... DY'_ giN
DIADELRS i iririiien covmmieiseniessivesivneers Y TN Thyroid DISOAER vujumimivsssiiassimispsmmssins OGN
_Eyepisorder(;e Giaucoma cataract) .......... oY ofN UrinarnyidneyDlsorder,.,..._....‘.‘.,;.-‘.i..;.Q..-...DY aN

: ,Piease ilst any other medical lltnesses or problems and provsde detaiis forany of the above condstions. -

;__Please hst any surgenes you have had and the approxlmate date

Procedure S Date 1] Complications

: Please indlcate any major condltlons[li!nesses that your :mmedlate famiiy members have had

CRelatve Lo Cendzteonanddescrlptlon leing? !Fdeceased atwhatage? .
' ,_Mother. I N R =T R .
F‘a"t’hé'r” 1 S - ley aN]
*Sibiing B S - AT e
Other :_ S ‘  aY 8N e
Doyouwrrentlysmoke? DY DN Efno, prewously? DY aN Yearssmoked ... Packs/day .

Do’ ynu Use othertobacco products7 oY aN- Consume a!cohoi? u Y aN f yes, drsnkleeek

‘Do you ‘haveany ailergies to med:cations ot other substances? oY o N
f yes, p!ease list ailerg;es and reactlons (mclud mg rash' 'hwes, throat swe%img, anaphylaxas)

Versuon14b | o o | R Updated: 11/30/2015




Columbxal)octors

- P!ease hst ALL previous. physmnans who have treated you: relevant to: your visit (l e pulmonologlst oncologlst b
mternist cardia]ogist gastroentemiaglst, et} :

Doctor 5 Name

Address

PhoneNymber: " FaxNumber ____
Specialty: -

Doctor's Name:
-Address; o

- PhoneNumber - '. e '_ E-'_ex_N.t'meer”:

‘Spedialty: -

Phone Nurber " FaxNumben _

. Specialty:

Boctor s Name

“Fax Nuriber:

Doctor s Name

Address

~PhoneNumber: e '_Fax-Numb'e;r};'f'

. 5 Spectalty

' _-,-Please Iist ALL of YOur, current medxcations, including over. the caunter medicat:ens suppiements, and- herbs:. )

MedlcatlonName Dose _ Meducatton Name R L Dose

;?f,éi;i'der-i'ﬁig'nétUrﬁe# ST SR - Date:

Cersomagb . Updateditifiolors -




| (ﬂ}? Calumbannctors

Review of Systems

L PEease Indmate ALL thatyou have experlenced w;thm the past 6- 12 months

__Generja_i

o -Nane::

o Feelmg Tired

n] Fever

o Weight Gain

ol

a

Chills - Fe‘eling'l?c}orly_
Weught Loss - '

o None ' ‘
=3 Dry Eyes B

Eye Pain
o ltchy Eyes o

Vision Changes | rJ *Eyézs'ighltipfbbléms.

EariNose/Throat

4| None

o Smus probiems

Q. Earache _
a Sorethroat

f_Loss ofhearmg "o Nosableads
: Hoarseness ' '

“Heart.

o None
fa) S!ow heartrate

"o Chestpain

=] Leg swel hng

Palpltations o Fastheartvate
Leg pam, dlsccamfart fattgue durmg walkmg :

Lungs/Breathing

iEI None o
e Trouble breathmg wath exertion:

O Cough

:Wheezmg o Shortnessofbreath
‘ _Troubie breathmg when |ymg f!at

“Gastromtestina

- 0 None
0 Heaithurn

o Abdommaipain '

6" Nausea

.Consttpatlon o D:_arrhea_-
-Vom|tmg 0 Blood in stool

Bladder

o Pﬁel\iié-pa'in :

o-Incontinence

ﬁDlsco%ored urme _ -t:"-Péi_ﬁfUlu’rihé‘t_iﬁh‘
' Vagmai Dlscharge '

Tskin

”E] None

[:J Skin. iessons _

o Painful penod

"o Adne
o Skm wound.

Zitchmg A - Cha_hééiri amole:
- Breast pain [ Breastlump

_ 'a:z None
..;:J Limb weakness

T Confused |
0 Loss of memory

,:Convuisions 0o Dizziness.
‘Headaches o Difficulty watkmg

' Psychtatrtc |

a None
o SUsctdal ’

. 5;:; Anxiety
.o Disturbed sieep

E_J

=Depression G 'Change in persona!ity B
.'Emotionai pmhlems )

TEndocrina

=1 None
: EE Halr[oss

=3 Weak muscles |
{3 Hot flashes -

o

'Feeimg weak  © D‘e:éjjén.iﬁgbf&iqi;e )

Versiona.4b.

o None

o Easy b!é.edi_ngk :

-0

E:é's'_y;b'ru.i's_éng :_m; Swollen glands. -

Uptlé’tecfi:-a‘i{g_él-iéigz o
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-9' NewYork-Presbyterian
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50705
PRE-PROCEDURE SCREENING TOOL

Please print clearly .
EF NOD PLATE, PRINT NAME, SEX AND MEDICAL RECORE NO.
Name: S . MRN:
Date of Birth; / / Age:_ Gender {circle one): M/ F
Your E-mail: Preferred Phone; ( ) -
Best time 1o call: : May we leave a message (circle one)? Yes / No
Preferred language:. . Do you need a translator on the day of surgery (circle one)? Yes [ No

Do you have sight andfor hearing impairment {circle one)? Neither / Sight / Hearing / Both
Surgeon (full name): Expected Date of Surgery: / /
Expected procedure:

Primary Care Physician (full name}: ' Phone: ( ) -
Cardiologist (full name}: Phone: ( ) -
Height {in feet and inchesh: Weight {in bs.):

Please list all current medical conditions:

Please list all allergies (medication, food} and reaction:

Please list all medications you are currently taking {including herbal supplements) and dose:

Please list all prior surgeries and dates:

Please check the boxes below to indicate if you have experienced any of the following problems with prior surgery or anesthesia
{(you may select more than one)

] Severe nausealvomiting [ Problems placing breathing tube U] Nerve injury [ Slow wake up after anesthesia
[ PersonallFamily history of Malignant Hyperthermia ] Gther:

Do you... ? How much/often? How many years? If applicable, date quit?
Smoke cigarettes?
Drink alcohol?

Use recreational drugs?

[J1'd prefer to answer in person

IMPLANTS {please bring your wallet card on the day of surgery):
Do you have a pacemaker or an internal defibrillator {circle one)? Yes / No Brand? Last check-up? f {

Do you have an ariificial heart valve (circle one)? Yes / No [ Biologic valve [I Mechanical Valve
Do you have any implantable devices (check all that apply): [l PICC [l Broviac [] Dialysis catheter [ Fistula ] Ventricufar device
I Insulie pump [ Other:
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fl NewYork-Presbyterian

PRE-PROCEDURE SCREENING TOOL

Please print clear!
p y IF NO PLATE, PRINT NAME, SEX AND MEDIGAL RECORD NO.

Please answer the following questions by putting a check mark in the appropriate box (Yes or No}:

Yes No

Have you ever had a heart attack or cardiac bypass operation?
Do you have stents in any artery in your brain or body?
If yes, please ask your surgeon to complete the Stenf Letler
Do you have high blood pressure?
Have you been diaghosed with congestive heart failure?
Do you have atrial fibrillation or atrial flutter?
Can you walk 2 city blocks or up 1 fligﬁt of stairs without stopping due to shortness of breath or chest pain?
Do you have COPD or Asthma?
Do you use a rescue inhaler {Albuterol) more than twice a week?
Hospitalized for COPD/Asthma attack?
Do you use supplemental oxygen at home?
Have you been diaghosed or suspected to have Obstructive Sleep Apnea (OSA)?
Do you use a BiPAP or CPAP machine at home?
Do you have trouble lying flat on your back?
o yes: [ because of pain [J because of breathing difficulty
Do you have abnormal kidney function?
Are you on Dialysis?
Do you have Diabetes?
Do you take insulin?
Do you have? C1HIV? Tl Hepatitis A? [ Hepatitis B? [ Hepatitis C?
Have you been diaghosed with cirrhosis?
Have you ever had a seizure?
Have you ever had a stroke or surgery on your carotid arteries?
Do you have any chronic pain that requires daily medication’?
Have you had chemotherapy for cancer?
Have you ever had radiation to your neck or throat?
Have you ever had a tracheostomy (an incision in windpipe for breathing }?
Do you have trouble opening your mouth or looking up at the ceiling?
Have you traveled outside of the US in the last two months? Where?
Have you ever had a blood transfusion?

Would you accept a blood transfusion If necessary?
Have you been diagnosed with a bleeding disorder?
Do you have problems with excessive bleeding after surgical or dental procedures?

If you are a woman of childbearing age, are you or do you believe you may be pregnant?

* |f T or more of the bold boxes are checked AND the patient is undergoing high or intermediate risk surgery, it is recommended that the
patient has a baseline EKG. O

* If 2 or more of the bold boxes are checked, the patient should also be referred to their PMD/Cardiologist or the Anesthesiologist in Pre-
Admission Testing.

Patient/Representative Signature: Date: / / Time: AM/PM
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