INFECTIOUS DISEASE ASSOCIATES OF KANSAS CITY, P.C.

PATIENT INFORMATION

(PLEASE PRINT)

Patient’s Name:

Date of Birth:

Last

D Male

D Female D Married

Address:

First Middle

D Single D Divorced D Widowed D Legally Separated

Street

Social Security Number:

Employer:

Phone #s: (

City State Zip code

) or ( )

Emergency Contact Name

Phone Number ( )

Patient relationship to Emergency Contact

Requesting Physician:

Name

Primary Physician:

Address Phone

Name

RESPONSIBLE PARTY INFORMATION

Address Phone

Please provide your insurance cards at check-in

Responsible Party Name

Last

Social Security Number - -

Address:

First

Middle Initial Relationship to patient

Date of Birth / / Employer:

Street Address
Phone #s: ( ) or (

PRIMARY INSURANCE INFORMATION

City State Zip code

Please provide your insurance card at check-in

Name of Insured

Relationship to Patient DOB:

Insurance Company

Phone Number ( )

Insurance Company Address

Subscriber 1D (Policy Number)

Group ID

Effective Date

Insured Date of Birth Co-Pay Amt

SECONDARY INSURANCE INFORMATION

Please provide your insurance card at check-in

Name of Insured

Relationship to Patient

Insurance Company

Phone Number ( )

Insurance Company Address

Subscriber 1D (Policy Number)

Group ID

Effective Date

Insured Date of Birth Co-Pay Amt

| request LAB be sentto: Quest/LabOne

LabCorp Other:

Pharmacy Name

Pharmacy Address Pharmacy Phone #

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Patient (or Responsible Party) Signature

Date




INFECTIOUS DISEASE ASSOCIATES OF KANSAS CITY, P.C.

PATIENT HISTORY (PLEASE PRINT)
Name: Birthdate:
Last First Middle
Occupation: Reason for today’s visit:
Primary Care Physician: Physician who referred you to us:

Do you have or have you ever been diagnosed with any of the following:

Yes | No Please Explain

Heart Disease or high blood pressure

Lung Disease

Diabetes

Arthritis

Stroke or neurological disease

Lupus or other auto-immune disease

Blood Transfusion

Hepatitis or Liver Disorder

Gastrointestinal Disorder

Mental llIness

Cancer or leukemia

Kidney Disease

Skin Condition/Rash

Sexually Transmitted Disease or HIV+

Have you received any of the following immunizations?

Yes | No Date

Pneumonia (Pneumovax)

Influenza

Hepatitis B

Tetanus

Other:

List all Hospitalizations and Surgeries:

Do you smoke? If yes, how long? If yes how much per day?
Do you drink alcohol? If yes, how many drinks per day?
Have you or a family member ever had a positive tuberculosis (TB) skin test? When was your last TB test?

Please list family member(s) who have had:

Heart Disease , Diabetes or Cancer

Have you traveled outside U.S. in the past 5 years: Where:

Pets/Animals with which you have contact:

Do you consume well water or unpasteurized dairy products?

List all allergies/if no allergies please write NONE:

List all medications you are taking:

Name Date




Infectious Disease Associates
Review of Systems

Please Circle ALL Symptoms That Apply

Constitutional

Fever Sweats Chills Recent Weight Gain / Loss  Fatigue

Eyes Blurred or Double Vision Eye Infections  Light Sensitivity  Visual Disturbances
Ears/Nose/Throat/Mouth | History of Ear Infections Vertigo Runny Nose  Nasal Drainage Pain Over the Sinuses
Sinus Infections Current or Past Lesions in Mouth Oral Herpes Infections
History of Sore Throats Ear Pain
Cardiovascular Chest Pain Heart Murmurs  Coldness/Numbness in Extremities Edema

Leg Pain while Walking

Respiratory Asthma Shortness of Breath Chronic Cough Hemoptysis (coughing up blood)
Sputum Production Bronchitis/Pneumonia Cough

Gastrointestinal Indigestion ~ Burning of the esophagus Nausea  Vomiting  Liver Disease Jaundice
Diarrhea Constipation Abdominal Pain

Genitourinary Renal Calculi (kidney stones) Painful Urination Hesitancy starting a Stream Changes in
urine Stream
Incontinence Frequent Urination at Night

Musculoskeletal Joint Aches/Pains Muscle Cramping Weakness Joint Swelling/Redness/Pain
Joint Stiffness Chronic Back Pain

Integumentary Abnormal Mammogram Skin Lesions Rashes Lumps Known Skin Disease

(Skin) Itching Breast Tenderness/Swelling Redness

Neurological Headaches Numbness Memory Loss Disorientation Inability to Concentrate
Problems with Gait/Balance/coordination Sensory Disturbances

Psychiatric Mental Iliness  Depression

Endocrine Thyroid Disease  Diabetes  Heat/Cold Tolerance Changes in Hair Distribution

Changes in Skin Pigmentation

Hematologic/Lymphatic

Easy Bruising Anemia Bleeding Tendencies Blood Transfusions
History of Systemic Infections

Allergy/Immunologic Allergies Eczema Hives Itching Allergic Reactions to Medications
Signature of Patient: Date:
Print Name: Date of Birth:




AUTHORIZATIONS FOR Infectious Disease Associates of Kansas City, PC (“IDA”)

These AUTHORIZATIONS must be signed by the patient or by the authorized representative for a minor or an incapacitated
patient, and by the party financially responsible for the patient. PLEASE READ EACH AUTHORIZATION CAREFULLY.

1.

AUTHORIZATION FOR TREATMENT. | hereby authorize IDA and its physicians and other practitioners designated
by them to prescribe treatment, to administer medications, and to perform such procedures and tests as may be deemed
advisable or necessary in the diagnosis and treatment of this patient. | understand that no promise, guaranty or warranty
has been made regarding the results of medical treatment or procedure.

AUTHORIZATIONS TO RELEASE INFORMATION.

a. For the purpose of providing for my continuing and future medical care and treatment, | authorize the storage
and release, whether in electronic form or other medium, of all or any portion of my medical records, including
without limitation, the original radiology or other diagnostic films. These records may be released to other
health care providers who are participating in the treatment of care.

b. lauthorize IDA to disclose medical information pertaining to treatment of the undersigned patient to the
appropriate health insurance company and review organization that is necessary for the purposes of
certification, payment of medical expenses, and discharge planning. | understand that such disclosure may
contain information such as treatment for drug or alcohol abuse or the presence of a communicable disease such
as hepatitis or HIV/AIDS that could result in limitation or denial of insurance benefits or third party
reimbursement of which could otherwise be harmful or prejudicial to the patient’s interest. If [ want to revoke
or change this authorization at anytime, | understand and accept that it is my responsibility to notify the billing
office in writing of that change.

c. lauthorize IDA to disclose medical information pertaining to treatment of the undersigned patient that relates to
an injury for which workers’ compensation benefits may apply. The authorization includes disclosures to my
employer, , and its workers’ compensation agents, insurers and
employees.

FINANCIAL RESPONSIBILITY. The undersigned financially responsible party understands and agrees that IDA is not
responsible for collecting insurance nor for resolving any disputed insurance or other third party payer claims, and
promises to pay IDA all costs and charges incurred in connection with the patient’s medical care. It is agreed that if a
full payment is not made by insurance or other third party payers within thirty days, the undersigned shall make payment
in full.

MEDICARE/MEDICAID CERTIFICATION AND AUTHORIZATION. Each of the undersigned certifies that the
information given in applying for payment under Title XV 1l or XIX of the Social Security Act, if applicable, is correct.
Any holder of medical or other information about the patient pertaining to patient’s medical care with Infectious Disease
Associates is authorized to release any information needed for any Medicare/Medicaid claim to the Social Security
Administration or the state of the patient’s residence, and to request that payment of authorized benefits be made on the
patient’s behalf. The Medicare/Medicaid programs are hereby authorized to furnish medical or other information
acquired through their intermediaries under Title XV 111 or XIX as necessary to process any complementary coverage
claim.

ASSIGNMENT OF INSURANCE AND THIRD PARTY BENEFITS.

a. To Health Care Providers. The undersigned parties do hereby assign, transfer and set over unto the patient’s
health care providers, including their professional corporation or business entities, all benefits otherwise
payable to the undersigned now due and to become due and payable, including major medical benefits, under
any policy of insurance or other health care coverage contract in which the patient is a covered beneficiary.
Items not covered by health insurance will be the responsibility of the patient or financially responsible party.

b. Medicare/Medicaid. The undersigned parties do hereby assign, transfer and set over any and all
Medicare/Medicaid benefits payable for health care services to IDA to submit claims directly to
Medicare/Medicaid for payment on behalf of the undersigned patient. Items not covered by Medicare will be
the responsibility of the undersigned financially responsible party.

The undersigned, and each of them, certify that they have read and understand each of the above authorizations, and have been given
an opportunity to have any questions answered before signing.

Print Name of Patient Date Print Name of Financially Responsible Party (if not patient) Date

Signature of Patient or Authorized Representative Date Signature of Financially Responsible Party (if not patient) Date



Infectious Disease Associates of Kansas City, P.C.
ACKNOWLEDGMENT OF
RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below, I acknowledge that I have received a copy of the Infectious Disease Associates of Kansas
City, P.C.’s Notice of Privacy Practices. The Notice describes how my health information may be used or
disclosed. I understand that I should read it carefully. | am aware that the Notice may be changed at any time
and that I may obtain a revised copy of the Notice at Infectious Disease Associates of Kansas City, P.C., 6400
Prospect, Suite 392, Kansas City, MO.

SIGNATURE: DATE:

If you are not the patient, please fill out the following information:

Name:

Relationship to Patient:

Address:

Telephone:

Please furnish a copy of any conservator/guardianship papers with this form.



INFECTIOUS DISEASE ASSOCIATES OF KANSAS CITY, PC

Thank you for being on time for your appointment. We strive to keep your wait time to a minimum
and appreciate your cooperation.

If you should find that you will be more than 15 minutes late for an appointment please call us.

You may receive an automated appointment reminder call approximately 48 hours before your
appointment. If you are unable to keep your appointment please call at least 24 hours in advance to
reschedule. If you do not call and do not show for your scheduled appointment you may be charged
a $25.00 fee.



