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Cardiology Associates, Inc.




621 Memorial Drive
Suite #502

South Bend, IN  46601

We are happy to have you as a patient of Cardiology Associates, Inc!  
On the day of your appointment please arrive 15 minutes earlier than your scheduled appointment and bring the following:
· All of your medications in their containers including prescriptions, over the counter drugs, herbs and vitamins.

· Your photo ID and you health insurance card(s).

· Any orders from your referring physician office.

· Co-pays.(We accept Visa/Mastercard, Discover, cash and check) 
· A completed Past Medical History Form. 
· A completed Demographic Form.
· Financial Policy that you have reviewed and signed.
· Parking ticket for validation for free parking.  

*PLEASE HAVE ALL CARDIAC RELATED MEDICAL RECORDS FROM YOUR FAMILY PHYSICIANS AND/OR OTHER PHYSICIANS OFFICE FAXED TO OUR OFFICE BEFORE YOUR APPOINTMENT AT 574-287-5367.
 If you have any questions, please feel free to call the office at:  574-234-9001 or 1-800-822-4676.
Thank you.

The Physicians of Cardiology Associates, Inc. 
PAST MEDICAL HISTORY

Last Name_______________________  First Name______________ DOB________________
	DOB

	GENERAL MEDICAL HISTORY



	CHECK ALL CONDITIONS YOU HAVE NOW OR HAVE HAD IN THE PAST

	(    AIDS
	(    Fainting
	(    Pneumonia

	(    Anemia/Sickle Cell Illness
	(    Gall Bladder Problems
	(    Polio/Paralysis/Meningitis

	(    Arthritis
	(    Hearing Loss/Hard of hearing
	(    Shortness of Breath

	(    Asthma
	(    Heart Attack
	(    Rheumatic Fever

	(    Back Pain or Injury
	(    Heart Murmur
	(    Stroke

	(    Blood clots or Phlebitis
	(    Hepatitis/Jaundice/Liver problems
	(    Thyroid Problems

	(    Bleeding-prolonged
	(    High Blood Pressure
	(    Tuberculosis

	(    Cancer
	(    Implantable Defibrillator 
	(    Ulcers

	(    Chest Pain (Angina)
	(    Irregular or Fast Heart Beat
	WOMEN ONLY

	(    Chest Discomfort or Heaviness
	(    Kidney Trouble
	(    Are You Pre-Menopausal

	(    Convulsions or Epilepsy
	(    Low Blood Pressure
	(    Are You Post-Menopausal

	(    Diabetes
	(    Low Blood Sugar
	MEN ONLY

	(    Dizziness
	(    Mitral Valve Prolapse
	(    Have You Had Prostate Problems

	(    Emphysema
	(    Pacemaker
	     (  Yes     (  No

	
	
	     Date last checked:


	CARDIAC RISK FACTORS



	DO YOUR MOTHER, FATHER, OR SIBLINGS HAVE, OR HAVE HAD ANY OF THE FOLLOWING?

	
	YES
	NO
	WHO & AGE EVENT OCCURRED

	Heart Attack
	
	
	

	Coronary Artery Disease
	
	
	

	Bypass Surgery
	
	
	

	Balloon Angioplasty, Stent, Laser or Atherectomy
	
	
	

	High Cholesterol
	
	
	

	High Blood Pressure 
	
	
	

	Diabetes
	
	
	

	Sudden Death Before Age 60
	
	
	

	ABOUT YOU

	
	Yes
	No
	

	Do you currently smoke?
	
	
	# of packs per day:

	If not, have you ever smoked?
	
	
	# of years smoked:

	
	
	
	Have you ever quit?            (  Yes     (  No

	Do you lead a sedentary lifestyle?
	
	
	

	Do you have stress – At Home?
	
	
	

	                              --In the Work Place?
	
	
	

	OTHER

	Do you exercise?      (  Yes  (  No;  If so, what type of exercise:_____________________ How often:__________________

	Do you drink alcohol?     (  Yes  (  No;  If yes, how much:_______________________ Frequency:____________________

	Do you use, or have you used any narcotics or illegal substances?       (  Yes  (  No

	Are you allergic to any medications?      (  Yes  (  No;  If yes, which ones:________________________________________

	Do you have any other allergies?      (  Yes (  No;  If yes, what:_________________________________________________
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	 HOSPITALIZATIONS

	Year
	Hospital
	Reason and Outcome

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	SURGERY

	Year
	Type
	Physician/Location

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	 MEDICATIONS

	List all medications you are currently taking

	Name of Medicine
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Last Name_____________________        First Name__________________
FINANCIAL POLICY

We are committed to providing you with the best possible medical care.  We are available to work with you if you have special financial needs.  The following information is provided to avoid any misunderstanding or disagreement concerning payment for professional services.

Our office participates in a variety of insurance plans and we will bill your insurance plan(s) as a courtesy, however it is your responsibility to:

· Bring your insurance card(s) to every visit.

· Be prepared to pay your co-payment at each visit.
· Pay for any deductibles, co-insurance and non-covered items.
Our charges are determined by what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination for usual and customary rates.

Minor patients

For patients 17 years and younger, a parent or legal guardian must accompany them and sign below (Exception: patients 17 years and younger declared emancipated minors, proof is necessary).  It is the parent or guardian’s responsibility to bring insurance cards and also to make any co-payment due at the time of service.  We cannot examine patients 17 years and younger without a parent or legal guardian present.
-----------------------------------------------------------------------------------------------------------
Please sign below to indicate that you have read and agree to this Financial Policy and that you hereby authorize Cardiology Associates, Inc. to furnish information to insurance carriers concerning your illness and treatments. You also hereby assign to Cardiology Associates, Inc. all payments for medical services rendered to yourself or dependents.  You also request that payment of authorized Medicare benefits be made directly to Cardiology Associates, Inc. and authorize the release of any medical information needed to determine benefits for any related services to the insurance or agency shown. (Item # 12 HCFA/CMS form 1500)

Failure to sign or comply will result in all due charges being collected at the time of service. Questions about financial arrangements should be directed to our Billing Office at 574-232-4906 or 800-822-4676.

I understand and agree to this financial Policy:
____________________________________        ___________________

Signature of Patient or Responsible Party
     Date
DEMOGRAPHICS -PLEASE PRINT


PATIENT’S NAME:

LAST:  _____________________________________MIDDLE:_________________________FIRST:_____________________________________
ADDRESS_______________________________________________________________ HOME PHONE_________________________________

________________________________________________________________________WORK PHONE_________________________________

              CITY


STATE

ZIP




                                                                                                                                                CELL PHONE_____________________________________
SEX:         □ MALE
□ FEMALE
  □ OTHER                       RACE (optional)__________________________________________
S.S.N.___________________________________________________   BIRTHDATE:__________________________________________________
EMPLOYER_____________________________________ADDRESS_______________________________________________________________

□RETIRED   
GUARDIAN OR SPOUSE INFORMATION

LAST NAME____________________________ FIRST__________________________ RELATIONSHIP___________________________________

ADDRESS___________________________________________________ HOME PHONE_____________________________________________

S.S.N.______________________  BIRTHDATE ______________________WORK PHONE_____________________________________________

EMPLOYER________________________________________________  ADDRESS ___________________________________________________

□RETIRED   
INSURANCE INFORMATION
           Primary Carrier




             
Secondary Carrier

NAME_______________________________________________
    NAME____________________________________________________

ADDRESS to send claims_____________________________           ADDRESS to send claims___________________________________

____________________________________________________            __________________________________________________________

PHONE_____________________________________________            PHONE ____________________________________________________

SUBSCRIBER NAME__________________________________            SUBSCRIBER NAME_________________________________________

SEX:         □ MALE
□ FEMALE


     SEX:         □ MALE
□ FEMALE

SUBSCRIBER BIRTHDATE_____________________________              SUBSCRIBER BIRTHDATE_____________________________________

SUBSCRIBER SSN___________________________________               SUBSCRIBER SSN____________________________________________

ID#_______________________________________________                ID#_______________________________________________________

GROUP/POLICY #_________________________________                GROUP/POLICY #__________________________________________

OTHER INFORMATION

FAMILY DR._____________________________________
       ADDRESS: __________________________ CITY_____________STATE

REFERRING DR.__________________________________
       ADDRESS: ___________________________ CITY_____________STATE

I hereby authorize Cardiology Associates, Inc. to furnish information to insurance carriers concerning my illness and treatments and I hereby assign to the physician all payments for medical services rendered to myself or dependents.  I request that payment of authorized Medicare benefits be made directly to Cardiology Associates, Inc. I authorize any holder of medical information about me to be released to the health care financing administration and its agents any information needed to determine theses benefits or the benefits payable for related services.  If item 12 of the CMS 1500 claim form is completed, my signature authorizes releasing information to the insurer or agency shown.  I understand that I am responsible for balances due for deductibles , co-insurance or non covered services.
SIGNATURE_________________________________________________________  DATE__________________________________
