[image: ]Schulze Orthopedics	Phone: (210) 664-4720
Brian E. Schulze MD	Fax: (210) 664-4722
Board Certified			

	PATIENT REGISTRATION	Today’s Date: _______/________/_______
	PATIENT INFORMATION

	Patient’s Last Name                                First                                                Middle
	   Mr.          Miss




   Mrs.        Ms.




	Marital Status (Circle One)
Single  /  Mar/  Div  /  Sep  /  Wid 

	Is this your legal name?
   Yes          No




	If not, what is your legal name?

	       (Former Name)
	Birth Date
       /          /   
	Age

	  Sex
     M          F






	Street Address                        City                        State                 Zip Code

	       Social Security


	Home Phone No.
(       )
Cell Phone No.
(        ) 

	Email Address:
	
	

	Primary Care Provider:                                                                                             Pharmacy:
Phone:                                                                                                                               Phone:
Address:                                                                                                                           Address:
	

	Preferred contact method:
      Home Phone 		 Cell Phone		Text Messaging			Patient Portal (coming soon)








	

	 How did you hear about our office?                      Family            Friend          Close to Home/Work                Internet Search             








 
       Doctor referral:  Dr. _____________________________________	Other________________________________________ 





	 Other Family Members Seen Here:     
___________________________________________________________________________________________________________________________________________________

	Insurance Information   (Please bring insurance card to the front desk)

	Person Responsible for Bill

	Birth Date
     /            /   
	       Address (if different)


	Home Phone No. (       )    


	Is this person a patient?
here?           Yes         No    




	
	


	Occupation

	Employer

	                Employer Address

	Employer Phone No.


	Is this patient covered by insurance?       Yes        No




	Please indicate your insurance Name and Phone Number


	Subscriber Name

	Subscriber S.S.#

	Birth Date
      /        /
	Group #
	Policy #
	Co -payment
$

	Patient’s Relationship to Subscriber          Self          Spouse             Child                Other  __________________









	Name of secondary Insurance (if applicable)
Subscriber’s Name
	Group #
	Policy #

	
Patient’s Relationship to Subscriber                Self         Spouse                Child               Other  _________________________________









	IN CASE OF EMERGENCY
	

	Name: 
	Relationship to Patient

	Home Phone No.
(       )
	Work Phone No.
(       )



I authorize Schulze Orthopedics to release to my insurance company, employer and/or referring physician, any information required in the course of my examination and treatment. I also authorize any physician, hospital, or clinic to provide details of my history to Schulze Orthopedics. I hereby give consent to the providers of Schulze Orthopedics, for medical treatment. I hereby assign payment directly to Schulze Orthopedics for medical benefits payable for these services. Should my claim(s) need an appeal, I authorize Schulze Orthopedics to appeal on my behalf. I understand that I am responsible for payment of services, including physician assistant and/or supply fees, rendered regardless of insurance coverage. If a patient is a minor, I am responsible for the payment of services. I also hereby acknowledge that I have received a copy of the financial policy and agree to adhere to all policies stated in this handout. Schulze Orthopedics will charge a fee of 28% of the total balance due if my account is turned over to an outside collection agency. By signing below, I have read and understand the above. 

_________________________________________________ 		 ______________________________________________  		_______________
Patient/Responsible Party Signature 		 	 Print Name					Date


[bookmark: _GoBack]

NOTICE OF PRACTICE AND FINANCIAL POLICIES

Insurance: A current insurance card must be on file for each appointment. If you do not have your insurance card available, payment in full is expected before seeing your provider. If your injury is due to a motor vehicle accident, if you are uninsured, or if you have a legal case pending, payment is due in full before seeing your provider. If you change insurance carriers between appointments, you must bring in your new card so we can properly bill the visit. If you do not have your new insurance information, payment in full will be expected. 
Please note we DO NOT accept any auto insurance as coverage for our service. 
Workers Compensation: Workers Compensation patients must have an authorization and provide our office with the correct W/C Company and the adjuster/case manager name with phone number and fax number. Without this information, we will consider you as a self-pay patient and payment in full is expected. Once we have that information, we will submit the claim to your W/C provider and will issue you a refund after the claim has been paid. 
Co-payments: Co-payments are due at each visit. We do not have authority to accept non-payment. This is a requirement that was agreed upon by the plan guarantor when the policy was chosen and is part of your contract with the insurance company. Failure on our part to collect copayments from patients can be considered fraud. Please help us uphold the law by paying your copay at each visit. Parents and/or guardians of patients under the age of 18 are responsible for the minor patient’s account regardless of who holds the insurance policy. Be aware that some services or products may not be covered or may be considered not medically necessary by some insurance carriers. You will be responsible for those services or products at time of service. We accept cash, personal check, Visa, Mastercard and Discover. 
Account Balance: Our office will submit your claims on your behalf and will assist you in any way we can to help get your claims processed and paid. Your insurance company may request information to be supplied by you and it will be your responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility whether your insurance company pays on your account. Your insurance coverage is a contract between you and your insurance carrier; we are not party to that contract. If your insurance company does not pay your claim in 90 days, the full balance will automatically be billed to you. 
Non-payment: Patients with an outstanding balance of more than 120 days must make arrangements for payment or the account will be turned over to a collection agency. Once the collection agency has received your account, you will be required to pay the agency directly according to their policies. Refunds: In the case of an overpayment, we will issue a refund no later than 15th day of the month OR within 60 days. We may apply the credit to future balances per your request if your treatment is ongoing. 
Surgery Policy: If you elect to undergo a surgery with our doctor, we will bill the surgeon fee only. There are 3 other entities involved: the facility, the anesthesiologist, and lab (if necessary). We do not have information on their fees or policies but will give you contact information for those who will be involved in your case. After your surgery, you will not be billed a copay for 90 days. After that, insurance companies require us to collect your copay for any post-op or follow-up appointments. 
Minor Patients: Any patient under 18 must be accompanied by a parent or guardian. If not, we may refuse non-emergency treatment until a parent or guardian arrives. We will accept a written, signed and dated letter authorizing us to evaluate and treat the minor patient. We do ask that a parent or guardian be available by phone to discuss the diagnosis, treatment, and prognosis. 
Missed appointments / Late Cancellations: We strive to keep your appointment with our provider on time and will provide you with as much information regarding your injury and treatment as possible. In order to maintain our commitment, we ask that you keep your scheduled appointment or call to reschedule with at least 24 hours’ notice. If you are running behind, we appreciate a quick phone call letting us know. 
I have read and understand this information. 

Signature of Patient/Parent or Guardian: _________________________________________________ Date: _________________

Physician Disclosure of Financial Interest
If you are referred to Christus Santa Rosa Physicians Ambulatory Surgery Center, we are required by law to inform you that Dr. Brian Schulze has an ownership interest in the facility and may receive renumerations indirectly for services rendered.
By signing you are acknowledging that you have read and understand the physician disclosure of financial interest. 
Signature of Patient/Parent or Guardian: _________________________________________________ Date: _________________


CONSENT FOR CARE AND TREATMENT
I ____________________________________ give permission for Schulze Orthopedics to give me medical treatment.  I allow Schulze Orthopedics to file for insurance benefits to pay for the care I receive. 
I understand that:  
· Schulze Orthopedics will have to send my medical record information to my insurance company.  
· I must pay my share of the costs.  
· I must pay for the cost of these services if my insurance does not pay or I do not have insurance. 
I understand:  
· I have the right to refuse any procedure or treatment.  
· I have the right to discuss all medical treatments with my provider. 

Signature of Patient/Parent/Guardian: ____________________________________________________ Date: __________

PRIVACY PRACTICES AND MEDICAL RELEASE
(Please initial each section and sign at the bottom)
 
_________ I hereby give my consent for Schulze Orthopedics to use and disclose Protected Health Information (PHI) about me to carry out Treatment, Payment, and Health Care Operations (TPO). Schulze Orthopedics may use your PHI for our own health care operations and for those of the Organized Health Care Arrangement in which we participate. I have the right to review the Notice of Privacy Practices prior to signing this consent. Schulze Orthopedics reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by contacting our office. 
_________With this consent, Schulze Orthopedics may call my home or alternate contact number and leave a message on voicemail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance inquires, and any calls pertaining to my clinical care, including but not limited to laboratory test results, imaging results, and patient questions. 
_________ With this consent, Schulze Orthopedics may mail to my home or alternate address any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. 
_________ With this consent, Schulze Orthopedics may email my personal or alternate email address any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. 
_________ I have the right to request that Schulze Orthopedics restrict how it uses or discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 
_________ By signing this form, I am consenting to allow Schulze Orthopedics to use and disclose my PHI to carry out TPO. I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Schulze Orthopedics may decline to provide treatment to me. 
_________ With this consent, Schulze Orthopedics may obtain information about me directly from my pharmacy such as medication history, pharmacy insurance benefits, and covered formulary medications. 

I authorize release of my medical information to the following individuals and/or entities: 
(You may include your spouse, significant other, parent, child, friend, etc...) 
Name: ____________________________________________________ Phone: __________________________________

I have read and understand this information. I understand I have full access to the Notice of Privacy Practices. I am the patient or am authorized to act on behalf of the patient to sign this document verifying consent to the above stated items. 

Signature of Patient/Parent/Guardian: ___________________________________________________________ Date: ____________

CONSENT FOR ELECTRONIC PRESCRIPTIONS/HISTORY

eRx CONSENT: ePrescribing software sends prescriptions over the internet to your pharmacy safely and securely, by applying the technology used by credit card companies, ePrescribing software helps protect your personal information while allowing your provider to access important data such as drug interactions and prescription history. I agree that Schulze Orthopedics may request and use my prescription medication history from other healthcare providers or pharmacy benefit payers for treatment purposes. By signing below, I acknowledge that I have read and understand all of the above. 
Signature of Patient/Parent or Guardian: __________________________________________________ Date: __________________



Cancellation Policy/No Show Policy
For Doctor Appointments and Surgery

1. Cancellation/ No Show Policy for Doctor Appointment
We understand that there are times when you must miss an appointment due to
emergencies or obligations for work or family. However, when you do not call to cancel an appointment, you may be preventing another patient from getting much needed treatment.
Conversely, the situation may arise where another patient fails to cancel, and we are unable to
schedule you for a visit, due to a seemingly “full” appointment book.
If an appointment is not cancelled at least 24 hours in advance you may be charged a fifty-dollar ($50) fee; this will not be covered by your insurance company.
2. Scheduled Appointments
We understand that delays can happen however we must try to keep the other patients and doctors on time. If a patient is 15 minutes past their scheduled time, we will have to reschedule the appointment.
3.Cancellation/ No Show Policy for Surgery
Due to the large block of time needed for surgery, last minute cancellations can cause problems and added expenses for the office.
If surgery is not cancelled at least 10 days in advance you will be charged a seventy-five-dollar ($75) fee; this is will not be covered by your insurance company.
4. Account balances
We will require that patients with self-pay balances do pay their account balances to zero (0) prior to receiving further services by our practice.	Patients who have questions about their bills or who would like to discuss a payment plan option may call and ask to speak to a business office representative with whom they can review their account and concerns. Patients with high balances will need to make payment arrangements prior to future appointments being made.

Signature of Patient/Parent/Guardian: ____________________________________________________   Date: ___________________

DISABILITY/FMLA & OTHER PATIENT FORMS POLICY

At Schulze Orthopedics, our patients are at the center of all that we do. Our physicians and team members are committed to providing the highest quality care during all stages of your treatment. With this in mind, we want to share our process for completing Disability and FMLA forms.

Our policy regarding completion of all forms is as follows:
· Forms and a signed authorization to release medical information may be delivered directly to the office or faxed to (210) 664-4722
· Our fee to complete each form is $25.00. This is payable by check, cash or credit card. This fee must be paid prior to the completion of the form either at the time of delivery or if faxed, by a telephone credit card transaction.
· The patient information portion of the form must be completed prior to processing.
· Once we receive your form(s) and your signed authorization to release your medical information, please allow 5 to 7 business days for processing of the form.
· All completed forms will be mailed or faxed to the disability carrier/employer as indicated by the patient of may be picked up at our office.
Should you have any questions regarding your forms, please call our office at (210) 664-4720.

Thank you for choosing Schulze Orthopedics.

Signature of Patient/Parent/Guardian: ____________________________________________________________ Date: ___________

ADDITIONAL INFORMATION: (Optional)

	Race:  
	☐ Decline     ☐ Black or African American     ☐ White     ☐ American Indian or Native Alaskan    ☐ Other: ________________________

	Language:
	☐ English	☐ Spanish	☐ Arabic		☐ Other: _______________		☐ Decline

	Ethnicity: 
	☐ Hispanic or Latino 	☐ Not Hispanic or Latino		☐ Unknown 		☐ Decline to Specify


	
MEDICAL HISTORY
Patient Name: ______________________________		DOB: ________________		Date: _________________
Height: ____________	Weight: ____________		BMI: ______________	Target Weight: ______________
DRUG ALLERGIES									☐ No known allergies
	Medication:
	Reaction: 

	
	

	
	

	
	


Are you allergic to latex?							☐   Yes 		☐   No
Medications (list all CURRENT medications and dosage): 			☐ NONE
	1.
	5.
	9.

	2.
	6.
	10.

	3.
	7.
	11.

	4.
	8.
	12.


Are you taking any over the counter pain relivers?  			☐   Yes 		☐   No
**These may include: Ibuprofen, Tylenol, Aleve, Naprosyn
	1.
	3.

	2.
	4.


Are you currently taking any Blood Thinners?				☐   Yes 		☐   No	
(If Yes, check all that apply)
☐   Aspirin				☐   Lovenox/(Enoxaparin)			☐   Coumadin/(Warfarin)    	
☐   Plavix/(Clopidogrel) 			☐   Xarelto/(Rvaroxaban)    		☐   Eliquis/(Apixaban)	
☐   Pradaxa/(Dabigatran)			Other: ______________________    
Have you ever had problems with general anesthesia? 			☐   Yes (explain)		☐   No
_________________________________________________________________________________________________________________________________________
Have you ever been diagnosed with any of the following conditions?         ☐ NONE
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☐ Pacemaker/Defibulator/Stimulator
☐ Malignant Hyperthermia  
☐ Anxiety/Depression  
☐ Arthritis 
☐ Rheumatoid
☐ Osteoarthritis 
☐ Asthma 
☐ Kidney stones  
☐ Bleeding Disorder  
☐ Blood Clots (DVT) 
☐ Pulmonary embolism (PE)  
☐ Cancer
	Type: _____________
☐ Coronary Artery Disease  
☐ Diabetes  
☐ Dialysis  
☐ Fibromyalgia  
☐ Gout  
☐ Heart arrhythmia  
☐ Heart attack (MI)  
☐ Heart murmur  
☐ Hiatal hernia  
☐ HIV or AIDS  
☐ Hepatitis   
☐ Hypertension  
☐ Hypercholesterolemia
☐ Hyperthyroidism 
☐ Kidney disease  
☐ Leg/foot ulcers  
☐ Peripheral Vascular Disease (PVD)
☐ Liver disease  
☐ Osteoporosis  
☐ Lung disease   
☐ Reflux Disease  
☐ Ulcers  
☐ Stroke  
☐ Tuberculosis  
☐ Urinary Tract Infections  
☐ Other: _________________

FAMILY HISTORY
	
	Diabetes
	Heart Disease/ Heart Attack
	High Blood Pressure/
Hypertension
	Rheumatoid Arthritis
	Malignant Hyperthermia
	Blood Disorders

	Mother 
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	Siblings
	
	
	
	
	
	

	Grandparents
	
	
	
	
	
	



Other: _____________________________________________________________________________________________________________________________________
SOCIAL HISTORY
	Smoking Status:
O Never Smoked
O Every Day How Much Per Day ____________
O Occasional How Often _________________
O Former Smoker
       Date Started/Ended ________________	
	Alcohol Intake:
O Never 
O Every Day How Much Per Day ________
O Occasional How Often ________________
O Moderately How Often _______________
       Date Started/Ended _______________
	Do you use recreational drugs?
O No
O Yes: 
     What drug(s)? ________________________
     How much? __________________________
     How long? ___________________________



	Marital Status:
☐ Single        ☐ Married     ☐ Divorced
☐ Separated   ☐ Widowed
☐ Domestic Partnership
Other: __________________________________

	Living Arrangements: 
☐ Family
☐ Alone
☐ Friends
☐ Assisted living
Other: ___________________________
	Occupation: 
___________________________________________

Retired?       ☐ Yes          ☐ No
Disabled?     ☐ Yes          ☐ No



	Exercise level:
	☐ None
	☐ Occasional  
	☐ Moderate  
	☐ Heavy

	Exercise Activities: __________________________________________________________________________________________________________________________

	How many hours per week do you exercise? ____________________


SURGICAL HISTORY 
Include Surgery Type and Date of Surgery:    				☐ NO Previous Surgeries
	Surgery:
	Date:
	Notes:
	Surgeon: 
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