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ﬁ PRIMARY CARE

Michael E. Campolo, D.O.
Richard R. Donnard, D.O.
Thomas K. Petryk, M.D.
Jeremy R. Camphell, D.O.
tisa M Karres, D.O,
Alexander Campolo, D.O.

Maria May, D.O.

Dear patient,

We have you scheduled for your annual wellness visit. Please fill out the enclosed forms to assist us with updating your
medical records. Please bring these completed forms with you on the day of your appointment,

Thank you for your time.

1930 Tamarack Road = Newark, Ohio 43055 < 740.522.7600 Phone + 740.522.6399 Fax
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PATIENT REGISTRATION

Demegraphics
Name (First, MI, Last): Preferred Name:

Date of Birth: / /

Social Security #: - -

Driver's License #:

Sex Assigned at Birth (circle one): M F _ Gender identity:

Marital Status {circle one): Single Married Divorced Widowed Other {specify):

Contact Information

Zip:

Mailing Address: City: ‘ State:
Email Address:

Cell Phone: { ) - Home Phone: { ) - Work Phone: { )
May we leave a detailed message on your voicemail {circle one): Yes No

With whom may we speak regarding your health information?

Name: Relationship: Phane #: { )

Name: ' Relationship: Phone #: { )

For Minors Only, please indicate with whom child lives:

Occupation
Employer Name:

Employer Address:

Job Title:

Insurance Information

Primary Insurance Company, Secondary Insurance Company.
Policy/1D# Palicy/ID#

Group # Group #

Policyholder’s name Policyholder’s name
Palicyholder’s S5# Policyholder’s SS#
Policyholder's DOB Policyholder’'s DOB

Employer name Employer name
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FINANCIAL AGREEMENT

We are committed to providing you with the best possible care. To avoid any questions or problems, we need your assistance and
understanding of our financial policy.

1.

10.

1.

12,
i3.

All co-pays are due at the time of service. There is a $5.00 fee for any co-pay not paid on the date the services are provided.
Even if you have a secondary insurance that picks up your co-pay, you are responsible for paying the co-pay. We will abide by
the contract we have with your primary insurance company.

There is a $50.00 fee for any appointment that is not cancelled 24 hours before your scheduled appointment time. Two “NO
SHOW” appointments will be grounds for dismissal from the practice. A $50.00 “NO SHOW” fee will be applied for any missed
appointment.

[nsurance is a contract between you and your insurance company. We will file your insurance claims as a courtesy to you.
You agree to pay any portion of the charges not covered by insurance. We will file your insurance claims on time. If no
payment is made, the balance is your responsibility. We emphasize that as a medical provider, our relationship is with YOU
and NOT your insurance company. We cannot be respansible for any loss of benefits. |t is YOUR responsibility to know your
palicy.

Not all services are covered benefits in all insurance contracts. Some insurance companies select certain services they will not
cover and regardless of our participation with a plan, payment for any non-covered services will be the patient’s
responsibility, _

In the case of divorce or separation, the parent authorizing treatment for a child will be the parent responsible for any
charges or co-pays. It is the authorizing parent’s responsibility to collect from the other parent if necessary.

There is a $40.00 fee for any returned check. Payment will need to be made by cash, credit card, or cashier’s check within 14
days for the amount due, and the returned check fee.

Accounts over 60 days old are subject to a billing fee,

Accounts over 90 days old are subject to a $5.00 delinguent fee. Balances will need to be paid in full at this time to avoid
disrnissal from the practice and the account being sent over to callections.

Accounts over 120 days old or accounts for whatever reason are dismissed from the practice are subject to a $15.00
dismissal fee.

Accounts that are sent to collections are subject to the collection agency’s fees that are charged to Medical and Surgical
Associates, which is usually 30% of the balance sent to collections. The balance includes any interest added, delinguent and
dismissal fees,

There Is a2 $10.00 fee for any records transferred to another physician. The fee increased to $25.00 if you have an unpaid
balance at the time of transfer or if you have been dismissed from the practice. Once your records have been transferred, no
further appointments will be made with our office. This aforementioned clause |s applicable if you have bean dismissed from
our practice.

There may be a $20.00 fee for any medication prior authorization your insurance requires.

There may be a charge for forms filled out by a physician.

Signature of Patient or Guardian: Date:
If guardian, please print name and relationship to patient:
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AUTHORIZATIONS

We participate in one or more Heaith information Exchanges. Your Healthcare providers can use this netwark to securely provide access to your health records
for a better picture of your health needs. We and other healthcare providers may allow access to your Heaith Information through the Health Information
Exchange for treatment, payment, or other healthcare operations. This is a veluntary agreement. You may opt out at any time by notifying Medical and Surgical
Associates Staff or the offlce Administrater.

Slgnature of Patient or Guardian: Date:
If guardian, please print name and relatlonship to patient:

| hereby authorlze Medical and Surgical Assoclates, Inc. and/or any of its representatives to disclose medlcal or other Information obtalned in the course of my
dlagnosls and treatment to any government and/or third party {insurance) payer, or any other entity required by law. | permit a copy of this authorization to be
used in place of the crlginal, and requast payment of any Insurance benefits to Med!cal and Surgical Assoclates, Inc, or myself. | further authorlze the disclosure
of my diagnosts and treatment records, Including the charges for the same to any billing service, attorney, or debt collection agency selected by Medical and
Surglcal Assoclates, Inc. Said disclosure shall be solely for the coltection of charges Incurred for treatment provided by Medical and surglcal Associates, Inc. to
me and/er my spouse and children. | will notify you of any changes made in my health status or Insurance information.

Consent for assignment of benefits: | consent to assign all payments for these services to this practice. | understand that lam responsible for ali co-payments,
amounts applied to deductibles, and other amounts that may be deemed my responsibllity by the payment sources, as required by my contract with my
tnsurance plan and state regulation. | further understand that my contract with my Insurance entity may or may not cover some services. [tis my responsibility
to ohtain information from my health plan about service coverage. If] seek care outside of the contract, | am aware | may be responsible for all charges that are
Incurred.

Slgnature of Patlent or Guardian: Date:
if guardian, please print narme and relationship to patient:

This consent Is required by tha Health Insurance Portability and Accountabitity Act of 1996 to Inform you of your rights for privacy with respect to your
healthcare information.

[ hereby glve my consent to Medical and Surgical Associates, Inc. to use and disclose my protected health information for the purpose of treatment, payment
and operatlons of my healthcare at this practice.

Consent for treatment: I, with my signature, authorize (this practice), and any employee working under the direction of the physician, to provide medical care
for me, or this patient for which | am the legal guardian. This medical care may include services and supplies refated to my health {or the identified person) and
mmay Include (but not be limited to) preventative, diagnostlc, therapeutic, rehabilitative, maintenance, palliative eare, counseling, assessment or review of
physical or mental status/function of the body and tha sale or dispensing of drugs, devices, equipment or athet ftems required and In accordance with a
prescriptlon, This consent Includes contact and discussion with other healthcare professionals for care and treatment.

Consent for release of Information for payment and operatlons: | also authorize this practice to furnish information to the tdentified Insurance carrier{s) for any
and al payment activities. | further consent to the use for any practice operational neads as identifled in the practice privacy notice. This release may Include
information about drug usefabuse, alcohol use/abuse, mental health issues or concerns, AIDS or HIV status as pertinent to my medical care.

Consent related to the Privacy Notice: | have had a chance to review the Privacy Practice Notice as part of this registration process. | understand that the terms
ofthe Privacy Notice may change and | may obtain these revised notices by contacting the practice by phone or tn writing. | understand | have the right to
request how my protected health information (PHE) has been disclosed. | also have the right to restrict how this information ts disclosed, but this practice is not
required 1o agree to my restrictions. If it does agree to my restrictions on PH use, it1s bound by that agreement.

| understand that this practice may refuse me services if { refuse to sign this consent. | may revoke this consent at any time, but the practice may refuse
further services at that time. If | revake this consent, the revocation does not take effect until the practice receives it.

Signature of Patient or Guardian: Date:
If guardian, please print name and relationship to patlent:

|F REVOKING THE ABOVE CONSENT, PLEASE SIGN/DATE BELOW:
Slgnature of Patlent or Guardian: Date:
If guardian, please print name and relationship to patlent:




Practice Privacy Statement

'I]E'ﬁfs NOTICE DEICRIBES HOW MEDICAL, INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION: PLEASE REVIEW IT CARBFULLY

L
s This is a forrnal notification, as required by the govemment concerning the privacy policy of this practice. Thiz prastice has an obligation to maintain
all medical Information in the strictest of confidence. Qur practice cannot release information without your written consent, including conversations,
reminder calls, testresults and other confidential issues. Patient information about heslth care is {dentified as "PHI" or protected health information.
Fhis new policy requires that you, the patient, identify af the timo of registration with us specific information sbout release of information. You can
change this information at sny time with either written notification or verhal notification, followed up in writing. Changes can only impact the care or
information from that point in time forward.
We paricipate in one or more Health Informaiion Exchanges, Your healthcare providers can use this electronic network to securely provids access to
your health records for a betfer picture of yonr health needs. We and other healtheare providers, may allow access to your health information through
the Health Tnformation Exchenge for ticabment, payment or othes healthoare operations. This is a voluntary agresment. You may opt-out at any time by
notifying [the Health Tnformation Management Services/Medical Records Department [ 1 OR [ the office administrator].
11 . “Your protected health information (PH) is a past of your medical care, and can be used or disclosed as follows:
&  For your treatment in this praetice and other Iocations under the imimediate care for care needs, This may include any referal for services; diagnostic
tests or treatment related to your medical care needs,
& For obfaining payment for treatment with your idertified health care program. This wonld include any documentation relsted to this care, incleding
history forms, progress notes or operative notes. This would inclhide eligibility verification, prior anthorizaticn and olaim submission.
=  For operations ofthis practive, such as enrclling with msurance programs, hospital privileges, accounting and compliance with federal and state laws
and regulations. '
vAppointment rexninders and health related benefit services ouly with your consentidentified on the registration form s Disclosure to your family and
fiiends conceming any related health care information with your on the registration form which can be modified at any time orally, followed by written
consent, . .
= Consent is not required for emergenoy care and treatment, An emergency is identified as 2 medical condition that in the judgment of the physician
Toquires information for care on your behalf
Certain disclosures can be made without our consent and they are ag follows: .
¥  Disclosurs required by the govemment or law enforcement sgencies. An example would be victims of abuse o Information used for public health
purposes, medical examiners or xelated to a person's death or for the health department for dissase Facking, Specific governmental fimetions
& Tnformation used for health case oversight, such as a site review by an insurance program,
oL Yones sishts for YOuE health information inchude: The righttore qﬁast]im:ts on the vses and disclosurs at rcgistration or any time during your care. The rHght
1o choose how we sead this fnformation ta you, indluding an alternate address.
The rightto see and obtain copies of your PH, but there may be copy and postage fees. The right to geta hsnmg ofwhich ‘we have made disclosures to about
your FHI Theright o eomsct your file through an amendment process if appropriate.
Iv. ‘This practice reserves the rightto modify or change this Privacy Staternent and process at any time. Revision to the Notice will be available npon request by

contacting the office. The changes will be effective ratroastively to the initial date of the Privacy Noiice. An updated Privacy Notice will be posted in the
office within 60 days of the revision.

'

'V, If you have a concem o.r cornplaint about how your protscted health information is being vsed, from this time forward you showld first contact our Practica
Admyinistrator at our Businegs office fo reselve your concerns or you may contact the Office of Civil Rights orthe Ohio Medicars Carrier, GBA Palmetio.

Office of Civil Rights - Regional Manager Palmetta GBA.

Department of Health & Heman Services Part B Operations — HIPAA Compliance Concems
233 N, Michigan Avenue, Suite 240 PO Box 18957

Chicago, Illinois 60601 Columbus, Ohio 43218

Pafient signature on receipt of Privacy Notice;




ADULT HISTORY WORKSHEET

1. Your Name:

Last _ Flrst J Ml

2. Male / Female (circle one) 3. Date of Birth: .

Month Day Year

4. Pleass fist any medical problems you have had in the past and approximate date It was discovered.
Problem - Date

5, Are you taking any medications regularly? Please list with the dosage and frequency.
(Include over the counter medications also)
Name Dose - Frequency

6. Are you single, marrled, widowed or divorced? Please circleone: 8 M W D

7. Do you smoke cigarettes, cigar, pipe, vape, or use smokeless tohacca?
Type of Use Usage (pack/day) Time (years used)

8. Do you drink Alcohal (beer, wine, whiskey), Coffee, Tea, or caffeinated beverages?
What Type Amount? (cans, glasses, cups, bottles) How Often?

9, Please record your family medical history:

Mother: kcuri’ent age: or age of death iitlness(s) or cause of death

Father: current age: or age of death iilness(s) or cause of death




Brothers:

Age living/deceased current illness(s)/cause of death
Sisters:

Age living!decea‘sed current lliness(s)/cause of death
Children: How Many? All Healthy? Yes/No (circle one)

Is there any other family member with: (please respond with a 'yes or no [n the blank)
Diabetes: Cancer; Heart Disease:

10. Have you ever been hospitalized or had a 'major injury? (broken bones, head concussi
Date Reason/ Type of injury

on, ect.)

11. Have you ever been operated on?
Date Type of Surgery

12. Are you allergic to any medications?

Name of Medication Reaction (hives, rash, breathing difficulty, ect.)




PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how offen have you been hothered

N
by any cf the following problems? Maote sarly

Several thanhalf every

{Use “&" to indicate your answer) Not af all days  the days day
1. Little interest or pleasurs in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 . 3
4, Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure ar
have let yourself or your family down

7. Troublé concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite - baing so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

For oFFicEconiNGg __ 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
I il £l (|

Daveloped by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt iKroenke and colleaguies, with an educational grant from
Pfizer Inc. No permission required to reproduce, franslate, display or distribute.



Generalized Anxiety Disorder 7-itemn, (GAD-7) scale

Over the last 2 weeks, how often have youbeen Notat Several Qver half Nearly

* [bothered by the following problems? all sure  days thedays  every day
1. Feeling nervous, anxious, or on edge 0 1 2 3
}2. Not being able to stop or control worrying 0 1 2 3
| 3: Worrying too much about different things 0 1 2 3
{4. Trouble refaxing | 0 1 2 3
5. Being so restless that it's hard to sit stll 0 1 2 3
6. Becoming easily annoyed or itritable 0 1 2 3
7. Faﬁ]mg afraid as if something awfil might 0 1 ) 3

happen '
"o —  —dAdd-the score for-each column + 3 R

Total Score (add your column scores) =

H you checked off any problems, how difficult have these made it for you to do your work, take
care of things at home, or get along with. other people?

. Not difficult at all
‘Somewhat difficult
Very difficult
Extremely difficalt

Source: Spitzer R1, Kroenke K, Willlams JBW, Lowe B, A brief measure for asses.sing generalized angiety
disorder, Arch nern Med, 2006;166:1092-1097, .




Adult annual questionnaire

Once a year, all our adult patients are asked to
complete this form because these factors can affect
your health as well as medications you may take.
Please help us provide you with the best medical care
by answering the questions below. '

Patient name:

Date of bixth:”

Alcohol: One drink =

5 1.5 oz
0Z. :
wine liquor

: {one shot)

None 1 or moze

MEN: How many times in the past year have you had 5 or more o o
drinks in a day?

WOMEN: How many times in the past year have you had 4 or more o o
drinks in a day?

Drugs: Recreational drugs include methamphetamines (speed, crystal) cannabis (maujuana pot),
inhalants (paint thinner, aerosol, glue), tranquilizers (Valium), barbiturates, cocaine, ecstasy,

hallucinogens (LSD, mushrooms), or narcotics (heroin).

" None 1 or more

How mairy times in the past year have you used a recreational dmg or

used a prescrlptlozl medication for nonmedical reasons?

-0 O




Ak
‘ F mﬁvacus

*# Only complete if 65 or older **

Advance care planning Yes No Circle one

Code Status Yes Nao Full cade, DNR, DNR-CC
Do you have a living Yes No

will

{3o you have any Yes No

guestions regarding a

living will?

Do you have a health Yes No

care power of ‘

attorney?

Would you like Yes No

information on o

obtaining a health care

power of attorhey?

Doyouwishtobean | Yes No ;

organ donor? ! i

e - U N
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*% Only complete if 65 or older®*

Waeliness Visit Questionnaire: ADL

please circle the statement that applies to you most regarding each of the following activities.

toilet without assistance
with clothing or
transferring.

Bathing Bathes self completely or | Needs help with bathing more
needs help with a single | than one part of the body or
body part. getting out of the bath tub.
Dressing You are able to You need assistance with dressing -
independently dress
yourself
Toileting Able to independently Need assistance toileting,

cleaning self or
bedpan/commode.

Transferring

Moves in or out bed
unassisted. (Mechanical
transfer aids acceptable)

Need help moving from bed to
chair or require a complete
transfer,

plate to mouth without
assistance.

feeding or have a feeding tube,

Continence | Partial or no control over | No loss of urination or bowel
urination or bowels. control.
Feeding Able to get food form Need partial or total help with Feed yourself and

prepare your own
meals.
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*Only complete if 65 or older*

Home Safety
Do you have to walk around
furniture when walking through Yes No
a room?
Da you have unanchored rugs
on the floor? Yes No
Do you have to walk over or
around wires or cords? (i.e.- Yes No
telephone or extension cord)
Do you have any broken or
uneven steps or stairs? Yes No
Do you have a light over your
stairway? Yes No
Do you only have one light
switch for your stairs? (i.e.-only
one at the top or bottom of the Yes No
stairs)
Is your stairway Hight working? Yes No
Does your stairway have loose
or broken handrails? Is there a Yes No
handrail on only one side of the
stairs?
Do you need some support
when getting in and out of the Yes No
tub or up from the toilet?
Do you have a light near the
bed that's hard to reach? Yas No
Is the path from your bedroom )
to your bathroom dark? Yes No
Are there grab bars in your
bathroom? Yes No




