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Dear Patient:

Our office will file all insurance claims as a courtesy to you, provided we have the required insurance information. If you are a member of an insurance plan (i.e. HMO) that requires a referral or authorization, please bring it with you or contact our office to verify that is has been obtained from your Primary Care Physician. 

Please bring with you the following items:

· Insurance Cards
· Driver’s License

· List of Medications and Dosages

· Medical Records, if possible

· Referral or Authorization

· Payment, Co-payment or Deductible

We are looking forward to meeting you and managing your healthcare needs.

Sincerely,

Stuart Cardiology Group

Mission Statement

Striving to meet the needs of our patients in a compassionate and professional environment is our primary goal. We aim to achieve superior customer service through quality care and our belief in continuous improvement. 

Joseph S. Gage, MD, FACC       Larry H. Mufson, MD, FACC
     A. James Bradley, MD, FACC

Norman E. Bennett, MD, FACC  Amy M. Eversole, MD, FACC
     Stephen E. McIntyre, MD, FSCAI

Cheryl Grumbach, MSN, ARNP  
Practice Limited to Cardiovascular Disease, Including Cardiac Catheterization

Medical History
_________________________________
_____________________________
_______________________________________


First Name
Middle Name
Last Name

Date of Birth: _________________________________________

Reason for Visit: (Chief symptoms or reason why you were referred): ___________________________________________________


Cardiac Symptoms: Do you have or have you ever had…


Yes
No
If Yes, when (date)
Chest pain or chest discomfort?
_____
_____
_____________________

Shortness of breath?
_____
_____
_____________________

History of congestive heart failure? 
_____
_____
_____________________

Dizziness?
_____
_____
_____________________

Fainting?
_____
_____
_____________________

Near fainting?
_____
_____
_____________________

Palpitations/heart fluttering?
_____
_____
_____________________

Swelling in legs?
_____
_____
_____________________

History of heart attack?
_____
_____
_____________________

Previous bypass surgery?
_____
_____
_____________________

Valve surgery?
_____
_____
_____________________

Defibrillator (AICD)?
_____
_____
_____________________

Pacemaker?
_____
_____
_____________________

Angioplasty?
_____
_____
_____________________

Prior heart catheterization?
_____
_____
_____________________

Prior stress test?
_____
_____
_____________________

High blood pressure?
_____
_____
_____________________

Diabetes?
_____
_____
_____________________

High cholesterol?
_____
_____
_____________________

History of stroke?
_____
_____
_____________________

Pain in legs while walking?
_____
_____
_____________________

Pharmacy Information


Pharmacy Name __________________________________________________
Phone: _________________________


Address _________________________________________________________
Fax: ___________________________
Cigarette Smoking & History
1. Do you smoke?
⁭Yes
⁭ No
⁭ Former

If Former Smoker: 
Year Stopped?  ________________
How many years did you smoke? ______________



How many packs per day?    _________________
Family History of Heart Attack:

Yes
No
If Yes, when (age)
Mother
_____
_____
_____________________

Father 
_____
_____
_____________________

Brother 
_____
_____
_____________________

Sister
_____
_____
_____________________

Previous Surgeries:





Date
1) ________________________________________________________________
___________________

2) ________________________________________________________________
___________________

3) ________________________________________________________________
___________________

4) ________________________________________________________________
___________________

5) ________________________________________________________________
___________________

Review: Have you had…


Yes
No
If Yes, when (date)

Weakness?
_____
_____
_____________________


Fatigue?
_____
_____
_____________________


Recent fever or chills?
_____
_____
_____________________

Skin:


Rash?
_____
_____
_____________________


Psoriasis?
_____
_____
_____________________


Skin cancer removed?
_____
_____
_____________________


Bruising?
_____
_____
_____________________

Head, Ears, Eyes, Nose & Throat:


Thyroid problems?
_____
_____
_____________________


Cataracts?
_____
_____
_____________________


Glaucoma?
_____
_____
_____________________


Headaches or migraines?
_____
_____
_____________________


Sinus problems?
_____
_____
_____________________


Hoarse voice?
_____
_____
_____________________

Chest & Lungs:

Yes
No
If Yes, when (date)

Shortness of breathe?
_____
_____
_____________________


Wheezing, asthma, emphysema?
_____
_____
_____________________


Cough?
_____
_____
_____________________


Bronchitis?
_____
_____
_____________________


Pneumonia?
_____
_____
_____________________


Tuberculosis?
_____
_____
_____________________
Stomach & Intestines:
Yes
No
If Yes, when (date)

History of Ulcers?
_____
_____
_____________________


Blood in stool?
_____
_____
_____________________


Gallstones?
_____
_____
_____________________


Hepatitis or jaundice?
_____
_____
_____________________


Hiatal hernia?
_____
_____
_____________________


Heartburn or acid reflux symptoms?
_____
_____
_____________________


Difficulty swallowing (food getting stuck)?
_____
_____
_____________________

Painful swallowing?
_____
_____
_____________________


Abdominal pains/stomach pains?
_____
_____
_____________________


Colon Polyps?
_____
_____
_____________________


Hemorrhoids?
_____
_____
_____________________


Nausea or vomiting?
_____
_____
_____________________


Diarrhea?
_____
_____
_____________________

Constipation?
_____
_____
_____________________


Diverticulitis (inflammation)?
_____
_____
_____________________


Diverticulitis (no inflammation)?
_____
_____
_____________________

Urinary Tract:


Kidney stones?
_____
_____
_____________________


Bladder infection?
_____
_____
_____________________


Kidney infection?
_____
_____
_____________________


Prostate problems?
_____
_____
_____________________


Difficulty urinating?
_____
_____
_____________________


Frequent urination?
_____
_____
_____________________


Painful urination?
_____
_____
_____________________
Muscles & Bones:


Joint aches or pains?
_____
_____
_____________________


Arthritis?
_____
_____
_____________________


Back pain?
_____
_____
_____________________


Gout?
_____
_____
_____________________

History of Cancer:
Yes
No

If yes, what type?
__________________________________________

Neurologic:

Seizure disorder, epilepsy?
_____
_____
_____________________

Difficulty walking?
_____
_____
_____________________



Are you unsteady on your feet?
_____
_____



Do you use a walker or a cane?
_____
_____


Social & Family History
1. Marital Status
( Single 
( Widowed
( Domestic Partner
( Previously Widowed
( Married
( Separated
( Divorced


2. Children
⁭Yes

⁭ No

If yes, how many?
Sons
_____

Daughters
_____

3. Diet 
( Regular 
( Low Salt
( No Added Salt
( Low Carb
( Low Fat 
( Diabetic
( Weight Loss
( Vegetarian
( Low Cholesterol 


1. Exercise


( Sedentary
( Occasional 
( Physically unable to exercise

( Regular – walking biking for
( Active Lifestyle
( Aerobic


      20 minutes, 3 or more times a week 
2. Alcohol

How Often?
⁭ Frequently
⁭ Daily
⁭ Social

⁭ Rarely
⁭ Don’t Drink


⁭ Former: Year Quit ______


3. Caffeine
⁭Yes
⁭ No


a. If yes, type check all that apply:
⁭ Chocolate
⁭ Soda
⁭ Tea




⁭ Coffee
⁭ Tablets
4. Advanced Directives

· None




· Living Will - States in advance a person's desire to receive, or to withhold, life-support procedures. This is put into use if someone becomes permanently unconscious or terminally ill and unable to make decisions.
· DNR – Do Not Resuscitate - Written instructions to healthcare providers not to perform CPR if a person experiences cardiac or respiratory arrest. 
· HC Proxy – A person to make health care decisions for you when you are no longer capable of making them for yourself, or if you are unable to communicate your decisions to others. Your representative must be at least of the age of majority for your jurisdiction, and should be someone you have spoken to about your wishes.
5. Residence
⁭ Lives Alone 
⁭ Live with Spouse
⁭ Lives Live with Family Member
⁭ Nursing Home 
⁭ Assisted Living


6. Occupation
⁭ Working
⁭ Disabled
⁭ Retired
In three words or less:
 _________________________________ (i.e. Program Manager IBM) 

Current Medications:
Name of medication
Dosage
How often

1) ___________________________________________________
___________________
___________________

2) ___________________________________________________
___________________
___________________

3) ___________________________________________________
___________________
___________________

4) ___________________________________________________
___________________
___________________

5) ___________________________________________________
___________________
___________________

Allergies:
______________________________________________________
________________________________________________

______________________________________________________
________________________________________________
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Norman E. Bennett, MD, FACC   Amy M. Eversole, MD, FACC
      Stephen E. McIntyre, MD, FSCAI
Cheryl Grumbach, MSN, ARNP   
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Patient’s Name:
___________________________________________
Sex: 
M 
F 
Date of Birth: _______________

Spouse’s Name:
___________________________________________ 
Marital Status: 
Single 
Married 
Divorced 
Widowed
Street Address: ______________________________________________________________________________________________

City: _______________________________________________________
State: ________
Zip: ________________________

Secondary Address: __________________________________________________________________________________________

Home Phone: ___________________________ Work Phone: ________________________
Social Security: _______-_____-______

Employment Status: ______________________ Employer’s Name: _____________________________________________________


Primary Insurance:
_________________________________________ (Circle one): 
PPO
POS
PPC
HMO
HSA
Indemnity

Insurance I.D. Number: ______________________________________ Group Number: ____________________________________

Insurance Address: ___________________________________________________________________________________________

Insured’s Name: ___________________________________________ Insured’s Date of Birth: _______________________________

Secondary Insurance:_________________________________________________________________________________________ 

Insurance I.D. Number: _____________________________________ Group Number: _____________________________________

Insurance Address: ___________________________________________________________________________________________

Insured’s Name: ___________________________________________ Insured’s Date of Birth: _______________________________


Emergency Contact:________________________________________ Relationship: ______________ Phone: ___________________

Nearest Relative: __________________________________________ Relationship: ______________ Phone: ___________________


Please provide insurance cards and driver’s license to the receptionist so that we can scan them into our computer system for future reference.

I authorize any holder of medical or other information about me to release same to the Social Security Administration and Center for Medicare and Medicaid Services (CMS, formerly HCFA) or its intermediaries or carrier, the minimum necessary information needed for this or a related insurance or 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 to the party who accepts assignment. Regulations pertaining to insurance or Medicare assignment of benefits apply. I attest that the insurance information that I am providing is true and accurate. If this information is found to be false, I will be responsible for payment of all services rendered.

I also authorize the transfer of my Protected Health Information (PHI) to others for the purposes of “treatment” to be “electronically” transmitted on my behalf, including but not limited to fax, mail, e-mail, or via computer database.

The doctor-patient relationship is based on trust and open communication. In order for your physician to make valid diagnosis and render beneficial care, the information you provide to him/her must be complete and truthful.

Signature:___________________________________________________________________   Date:_______________________

Joseph S. Gage, MD, FACC         Larry H. Mufson, MD, FACC         A. James Bradley, MD, FACC 

Norman E. Bennett, MD, FACC    Amy M. Eversole, MD, FACC        Stephen E. McIntyre, MD, FSCAI
Cheryl Grumbach, MSN, ARNP    

Practice Limited to Cardiovascular Disease, Including Cardiac Catheterization


AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

I, the undersigned patient or legal representative, hereby authorizes Stuart Cardiology Group, PA to use or disclose health information including, if applicable, information relating to the diagnosis or treatment of mental illness, drug and/or alcohol and HIV related information regarding: 

Patient Name: __________________________________ 
Birth date: ________________________________
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OFFICE USE ONLY: This information may be disclosed to and used by the following: 

NAME: 
________________________________________________________________________________________

ADDRESS: ________________________________________________________________________________________

PHONE #: 
__________________________________   

FAX #: _______________________________________

Or

The dates of service and the type(s) of information to be used or disclosed are as follows: 

DATE(S) OF SERVICE: _____________________________________________________________________________

RECORDS REQUESTED: ___________________________________________________________________________

The purpose of this disclosure or use is for the following: 
 Medical 

 Insurance
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This authorization will be valid for a period of one year from the date below. I understand that I may revoke this authorization at any time by notifying Stuart Cardiology Group, PA in writing, but is I do it will not have any effect on actions that Stuart Cardiology Group, PA took before it received the revocation. 

I understand that under applicable law the information disclosed under this authorization may be subject to further disclosure by the recipient and thus, may no longer be protected by federal privacy regulations. 

I understand that I may inspect or copy the information to be used or disclosed. 

__________________________________________________

__________________________________

Signature of Patient or Legal Representative




Date










___________________________________










Witness

If signed by the Legal Representative, indicate your relationship to the patient below and provide appropriate documentation to verify your authority:

 Parent
 Guardian
 Conservator
 Executor of Estate
 Power of Attorney
 Other
Joseph S. Gage, MD, FACC        Larry H. Mufson, MD, FACC       A. James Bradley, MD, FACC        
Norman E. Bennett, MD, FACC   Amy M. Eversole, MD, FACC
     Stephen E. McIntyre, MD, FSCAI

Cheryl Grumbach, MSN, ARNP  
Practice Limited to Cardiovascular Disease, Including Cardiac Catheterization


Our Financial Policy

1. Why the policy is now in writing?
This is the financial policy of Stuart Cardiology Group. The purpose of this document is to communicate an expectation for payment. 


2. Why we need to update personal information?
On an annual basis, we ask that you update your personal information. This helps us to keep current with any changes in demographic data or insurance information that may be pertinent. 


3. Initial office visit – What payment is required?
Prior to your first visit with us, we will verify your insurance to assure that we are a member of the plan under which you are covered. We will then communicate to you and your responsibility. 


4. Office policy on insurance assignment. 
 We are Medicare provider Physicians. Upon remittance from Medicare, you will be responsible for any deductibles or co-insurances due.  


5. Allowable forms of payment.
Stuart Cardiology Group accepts the following: cash, checks, debit cards, Visa, MasterCard, Discover and American Express. 


6. Cancellation of appointment policy and charges.
We request at least 24 hours’ cancellation notice prior to your appointment .This allows another patient who may be ill to take your slot. Cancellations that continue to occur may result in you being charged for that appointment.   


7. Patient is responsible for appropriate charges.
We do not look to a third party for payment. Co-pays must be paid at the time of the visit. Deductibles and your co-insurance must be paid immediately upon notice form your insurance company.  


8. Maximum number of payments allowed. 
Special payment arrangements for patients who do not have insurance may be made prior to him/her having diagnostic testing or seeing a Physician. Patients without insurance may receive a 25% prompt-payment discount on diagnostic testing if charges are paid in full at time of service.


9. Insufficient-funds on a check.
A charge of $28.00 will be made for insufficient-funds.

To discuss any aspect of our financial policy, you may contact the Billing Manager or the Practice Administrator with concerns of questions at any time. 

_______________________________________________________
_____________________

Signature of responsible party
Date


Joseph S. Gage, MD, FACC       Larry H. Mufson, MD, FACC        A. James Bradley, MD, FACC 

Norman E. Bennett, MD, FACC  Amy M. Eversole, MD, FACC
    Stephen E. McIntyre, MD, FSCAI

Cheryl Grumbach, MSN, ARNP  
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Notice of Privacy Practices

I, ___________________________________________________, acknowledge that I have been offered 
                        (Print patient’s name)



Stuart Cardiology Group, PA’s Notice of Privacy on ___________________________. It is at my discretion 


(Date)



whether or not I decide to accept this offer.


_____ Accept
_____Decline 

I further acknowledge that this signed receipt will become a permanent part of my medical record. 

_____________________________________________________________
______________________

Signature of patient or legal representative
Date of Birth 

______________________________________
Date  
Joseph S. Gage, MD, FACC          Larry H. Mufson, MD, FACC         A. James Bradley, MD, FACC 

Norman E. Bennett, MD, FACC     Amy M. Eversole, MD, FACC        Stephen E. McIntyre, MD, FSCAI

Cheryl Grumbach, MSN, ARNP    
Practice Limited to Cardiovascular Disease, Including Cardiac Catheterization


I, ________________________________________________________________, authorize Stuart Cardiology Group, PA to release my protected health information to the following people on my behalf.

Name
Relationship
Phone Number




_________________________________________________

_________________________________
Signature of Patient or Legal Representative




Date of Birth

______________________________________________________
Date of Signature
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