THE UNIVERSITY OF KANSAS
PHYSICIANS

Otolaryngology
Head & Neck Surgery

Welcome. Please complete the following health history before you see your physician.

Name

Birthdate

Age

Reason for visit: (current symptoms)

1.

Sex o Male o Female

Occupation

Date

2.

Allergies: Please list any allergies to medications or foods. Examples of reactions: Rash or hives, trouble breathing, nausea

Name Reaction Name Reaction
1 4
2 5
3 6
Medications: include prescription and over-the-counter medications. Feel free to attach a printed or typed list of medications instead.
Name Dose & Frequency Name ‘ Dose & Freguency
1 8
2 9
3 10
4 11
5 12
7 14
Herbal Medications or Suppliements: :
Name Dose & Frequency Name Dose & Frequency
1 3
2 | 4

Preferred Pharmacy:

Name

Address

Phone

Advance Directive/DPOA:

Past Medical History:

Do you have an Advanced Directive: o Yes o No Durable Power of Atforney or Guardian: o Yes o No Copy on file in Office? o Yes o No

o Alcoholism o Diabetes Mellitus o Liver Disease
o Anemia o Dizziness o Lung/Respiratory Disease
o Anesthetic Complication n Growth/Development Disorders o Mental Disorder
o Angina o Headaches o Migraines
o Anxiety Disorder o Hearing Loss o Myocardial Infarction
o Arthritis o Heart Disease o Seasonal Allergies
o Asthma o High Cholesterol o Seizures
o Birth Defect o Hypertension o Strep Throat (recurrent)
o Biood Clots o Hyperthyroidism o Stroke
o Bowel Disease o Hypothyroidism o Tobacco Abuse
o Cancer o Kidney/Bladder Disease o Ulcers
o Chronic Lung Disease o Head Trauma o
[m] 0 [m]
Surgical History (include dates if possible):
Procedure Date Procedure Date Procedure Date
o Adenoidectomy o Esophagus Surgery o Septoplasty
o Bronchoscopy o Facial Cosmetic Surgery o Sinus Surgery
o Ear Surgery o Heart Surgery o Thyroidectomy
n Ear Tubes olLaryngeal Surgery o Tonsillectomy

(over)




Family History: Please indicate the relationship of the family member who has had any of the following: (e.g. father, sister, grandparent)

Who Who Who
o Allergy - severe o Diabetes o High Cholesterol
o Anemia o Dizziness o Hypertension
o Anesthetic complications o Growth/Developmental o Migraines
o Asthma o Hearing Loss o Seizures

o Birth Defect

o Heart Attack

o Blood Clots

]

Father: Age (if living)

Mother: Age (if living)
Sibling: Age (if living)

Sibling: Age (if living)

Sibling: Age (if living)

Social History:
Tobacco Use?
Type:

Packs/Day:
Quit Date:

Health Maintenance:
Date of Last tetanus shot

Age at Death (If Deceased)
Age at Death (If Deceased)
Age at Death (If Deceased)
Age at Death (If Deceased)
Age at Death (If Deceased)

Cause of death:
Cause of death:
Cause of death:
Cause of death:
Cause of death:

Alcohol Use? Drug Use?
Type: Type:
Drinks/Week: Amount/Week

Last flu shot

Caffeine Use?

Type:
Amount:

Last pneumonia shot

Review of Systems: Please mark if you have had any of the followmg symptoms in the last 3 months:

o Activity change

u] Eye discharge

o Difficulty urinating

al Dlzzmess

o Appetite change

o Eye itching

o Painful urination (Dysuria)

o Facial asymmetry

o Chills

o Eye pain

o Incontinence (Enuresis)

o Headaches

o Sweating (Diaphoresis)

o Eye redness

o Flank pain

o Light-headedness

S raduenecy
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o Fever

o Unexpected wt. change

o Genital sore

o Seizures

o Blood in urine(Hematuria)

o Speech difficulty

o Sleep disturbances (Apnea) n Urgency o Fainting (Syncope)
o Facial swelling o Chest tightness o Urine decreased o Tremors
o Neck pain o Choking -Gl (maleor : | 0 Weakness
o Neck stiffness o Cough o Penile discharge at

o Ear discharge

n Shortness of breath

o Scrotal swelling

8] Enlarged lymph node (Adenopathy)‘

0 Hearing loss

o Inhale wheeze (Stridor)

o Ear pain

o Ringing in ears (Tinnitus)

o Nosebleeds

o Chest pamyw

o Testicular pain

o Menstrual problem

=) Brunses/bleeds easily

sychiatri
o Agitation

o Pelvic pain

o Behavior problern

o Congestion

o Leg swelling

o Vaginal bleeding

o Confusion

o Runny nose (Rhinorrhea)

o Postnasal drip

1 'D'Sneezing’ T

o Rapid heartbeat Palpltatlons

o Vaginal discharge

o Decreased concentration

o Vaginal pain

o Dysphoric mood

|0 Hallucinationg—— —~-—

o Sinus pressure

o Abdominal

pain o Joint pam (Arthralgaa)ﬂ

o Hyperactive

o Dental problem

o Anal bleeding

o Back pain

o Nervous/anxious

o Drooling

o Blood in stool

o Gait problem

o Self-injury

o Mouth sores

o Constipation

o Joint swelling

o Sleep disturbance

o Sore throat o Diarrhea 8] Muscle pam (Myalgla) o Suicidal ideas
o Trouble swallowing o Nausea i - heee = -
o Voice change o Rectal pain 8] Color change o
o Vomiting n Pale skin (Pallor) =
o Rash m]
o Wound =)
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‘ MEDICAL CQI‘(\ISENT; lam a\ware thatthepractice’o;f’medicine and surgery is not an exact science and | acknowledge that no guarantees have
detomeasto the’r‘esultjofj(re‘atr:ngnts orexaminations. | voluntarily consent to medical care, including routine diagnostic procedures

'":éééiéfﬁhfs‘Oriaesi‘gnre‘es} as is necessary in theirjUd‘Q":f‘rﬁ‘er}t‘ for the patient listed above,

ACADEMIC.MEDICAL CENTER: | understand that as an Academic Medical Center and teaching facility, patients are seen by staff physicians,
residen;,physicians and other healthcare studsnts and observers,

. . RADIATION EXPGSURE: I am aware that some imaging tests-and procedures, bensficial to My care, may expose me to radiation. | understand my

radiation exposure.will be«kept as.low as possjble, Any specific risk assoclated with the test or procedure or radiation will be explained to me by
..my.physjcian, | understand I'have the right to refuse the test or procedure.

CLINICAL PHOTOGRAPHY AND VIDEO MONITORING: The use of clinical photography and video monitoring in some circumstances may be
- considered routine to patient-care. Except'in-an emérgency, | understand I;
* Wil be informed priorto the clinical photoéraphy or video menitering of the use and purpose of the picture ot videa;
*, . Have the right to refuse clinical photography or video monitoring;
¢ Have'the right to withdraw consent for future clinical phatography or video monitoring at any time; and
o Have the-right toxequest-an amendment of the medical record to remove clinical photography or video monitoring from the record by
«oon 4 contacting the Privacy.Officer. B ‘
Patient identification photos may also be taken to insure patient identity and facilitate medical care. Photos will be updated when my physical

~ condition-changes significantly. . . - ﬁ
- ‘,SCIENTI'HC,S,TU_D)’: AND DISPOSAL OF HUMAN TISSUE AND BODY FLUIDS: | consent that The University of Kansas Hospital and The University
- .of Kansas Phys‘iéian’sgmayiretain,q study, use-and/or dispose of any blaod, fliiid; specimen or tissueswhich may be remaved fram me during my

.- BLOOD/BOD FLUID EXPOSURE: | understand and,cénsent,‘towtesﬁng for Human Immuncdeficiency Virus (HIV), Hepatitis, and/of other Blood-

o bqrn‘e«illné§é’é§' if an'individual is exposed to my blood or other bodily fluids, [ understand law permits this testing, and should such testing océur, |
“will not be billed forit. . - i SR

IFORMATION: | understand the confidentiality of all medical records will be protected to the full extent of the law. The University of
nter Notice of Privacy Practices governs release of information. 1 authorize The University of Kansas Hospital and The

S F iansto release medical information to-anyinsurance company or authorizing agency for the purpose of obtaining

‘ e release of medical information to primary care or referring physicians or other health care providers involved in
S.“Medicalinformation may include fecords relating to mental health care, communicable diseases; HIV/AIDS, and/or

buse. 1 authorize the release of these records.

3LES: Urfdef.fsi‘tjaha‘t\hat The ’Uhiil'éfréity of Kansas Hospital and The University of Kansas Physicians are not responsible for the
aﬁyfpersonal}_items' (i.e: money, ctedit.cards, jewelry, clothing, etc.) | wish to keep with me and that The University of Kansas

h 8 University of K,é"hsas’._Physiciané"’wlillfﬁpt replace any lost or damaged goods.

IMPLAN_TED MEDVICALDEVIEE'S: I un\dersfand‘The Uriliversity of,Kansas Hospital and The University of Kansas Physicians, when required, will
" release myf‘svr'cfcia} sequfity nimber to the manufacturer of any medical device implanted or preseribed to me sa that | may be notified in the event
ofa réééll;’"‘f: LT ;

My signature rb'elow ac,khowledges that | have read and understand this document and am authorized to sign.
. Interpreter Required: ___ YES ___NO

Maode of Interpretation :
—Sight Translated ___Interpreted

Printed Name of Surrogate Decision-maker*

*Relationship to Patient; ___Parent ___ Legal Guardian
Durable Pawer of Attorney {(DPOA) Signature of Interpreter

—_Other/Relationship:

Interpreter’s Printed Name

Today's Date Time

T S T Today's Date Time -
ned by the:patient, or i applicable; by an appropriate surrogate decision-maker,
I ,,.ENT“-FDRT.MEDICAE?TBEATMENT*“"" R

S Rev.yie
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Registro médico n.

TRATAMIENTO MEDICO - AMB Consentfor Tx

CONSENTIMIENTO MEDICO: Tengo plena conciencia de que la practica de la medicina y'la cirugia no es una ciencia exacta y-reconozco que no se

me.ha dado nin,guna’bga‘rarit'ig enrelacién con el’resu,{,tado\de los tratamientos o exémenes. Doy mi consentimiento de manera voluntaria para recibir

CAENTROAVMQDI'CO ACADEMICO: Entiendo que como centro médico académico y centro dé ensefianza, los pacientss son atendidos por parte de
médicos del persanal;médicosresidentes y otros estudiantes y observadores de [a atencién 4 a salud.

'EXPOSICION ARADIACION: Estoy enterado de-que algunas pruebas y procedimientos de imaginologfa, que son beneficiosos para mi salud, pueden
exponerme a radiacién; Entiendo que la exposicidn a la radiacién se mantendrd lo més baja posible. Mi médico me explicara los riesgos especificos
asociados con Ja prueba, el procedimiento o la radiacién. Entiendo que tengo derecho a negarme ala prueba o procedimiento,

FOTOGRAFIA CLINICA Y CONTROL MEDIANTE VIDEQ: Eluso de la fotografia clinica y el contro! mediante video en algunas circunstancias se puede
‘considerar atencitn de.rutina; Excepto en'caso.de emergencia, entiendo que: ‘

* - Antes'de tomar fotogiafias clinicas o de realizar un control mediante video, me informaran acerca del uso y fin de la fotografia o video,

. 'Ten_go el derecho’a negarme a'las fatografias-clinicas o el controlmediante video,

s :Tengo:l.derecha de retirar el consentimientb.para futuras fotografias clinicas o control mediante video en cualquier momento,

* . Tengo-¢l derecha-de solicitar una modificacién de los registros médicos para eliminar las fotografias clinicas o el control mediante video de

.-losregistros:comunicdndome.con el'Funcionaria'de Privacidad. :

También se puedentomar fotografias que identifiquen al paciente para asegurar la identidad de paciente y.para facilitar la atencién médica. Se
actualizarén las fotos cuando,mi estad fisico cambie significativamente. -

ESTUDIO CIENTIFICO Y ELIMINACIGN DE TEJIDOS HUMANOS Y FLUIDOS CORPORALES: Doy mi consentimiento para que The Uriversity of Kansas
‘Hospitaly The University of Kansas'Physicians guarden, estudien; usen y/o eliminen la'sangre, los fluidos, las muestras o tejidos que me extraigan

durante |as visitas. Bl ‘ , ! ) -
ANGR‘E/FI;UID‘O';S‘CORPDRALES{_ Entiendo y doy mi consentimiento para.que me realicen una prueba de-deteccién del virus de Ja

' inmh’n‘od,eﬁciencia’a‘dquirida_(VlH), hepatitis y/u otras é‘nfermedades que se transmitan a través de la sangre si una persona se.ve expuesta a mi sangre
“u-otrosflilidos-cor oralgs, Entiend que fa ley permite_;estas pruebasy si hubiera que hacerlas, no me cobraran por realizarlas.

~‘DIVULGACION DE LA INFORMACION Entiendo que se protegera la confidencialidad de todos los registros médicos en |a medida que lo permita la ley.
0, ica ci The University\pf,l(én}says Medical Center regula Ia divulgaci6n de la informacién. Autorizo a The University of
"Kansas Hospita The sity of K n"sa}s‘Physic‘i.a‘yhs;_,‘a que divulguen informacién médica a cualquier compafiia de seguros o agencia de
autorizacion,con el fin de obtener el pago. También autorizo la divulgacién de informacion médica a mi médico de atencién primaria o a los médicos
que realicen derivaciones.o a otros proveedores de atencién médica involucrados en los servicios de atencién a los pacientes. Lainformacién médica

. pueud,_éi.incl‘utr-_»,r»ggis_‘t‘r‘o‘s relativos a la atencion de salud mental, enfermedades contagiosas, VIH/SIDA y/o tratamiento para abuso de alcohol/drogas.

Autoriza'la divulgacion: d.e'e's‘itosi'reévistro‘s‘. - -

OBJETOS PERSONALES DEVALOR: Entiendo que The University of Kansas Hospital y The University of Kansas Physicians no son responsables por la
pérdida o dafio de objetos personales {es decir, dinero, farjetas de cradito, joyas, ropa, etc.) que desee guardar canmigo y que The University of
Kansas Hospitally The University: of Kansas Physicians no reemplazaran ningidn cbjeto dafiado o.perdido.

DISPOSITIVOS MEDICOS IMPLANTADOS: Entiendo que The Universitj of Kansas Hospital y The University of Kansas Physicians, cuando sea
necesario; divulgarén mi niimero dé seguro social al fabricante de cualquier dispositivo médico que me hayan implantado o recetado para que me
notifiquen en caso de-que retiren el producto.del mercado. . ‘

Através de mifirma reconozco que he leido y entendido este documentoy estoy autorizado a firmar.

Intérprete requeride: ___ SI ___NO

Modo de interpretacion

» — Traducidoalavista ___Interpretado
Nombre en imprenta del sustituto de toma de dacisiones
*Relacion con el paciente: ___Padre ___Tutor legal
——_Poder duradero (DPOA, por su sigla eéninglés) = Firma del intérprete

___Otro/Relaci6n:

Nombre en imprenta del intérprete

Fecha ds.hoy
o ‘ R " Fschade hoy _ Hora
iente, 0 siicarresponds; Un: sustituto parg tomar decsiones adecuado, -

INSENTIMIENTO PARA EL TRATAMIENTO MEDICO

CONSENTIVIE
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7/? THE UNIVERSITY OF Do not write in this box Name;
' KANSAS H EALTH SYSTEM
" 3901 Rainbow Boulevard DOB:
Kansas City, Kansas 66160 DT 61409
FINANCIAL POLICY o MR#
AMB Financial Policy

specify The University of Kansas Health System, The University of Kansas Hospital and/or The University of Kansas
Physicians, name of the specific provider you will see, and the time range the referral will cover.

If The University of Kansas Physicians does not have a contract with your insurance company, your visit may be considered
out- of-network. This may increase your out-of-pocket cost or result in denied services:. It is possible that you will be in
network for The University of Kansas Hospital and not your physician.

If you do not have health insurance, or you are out-of-network with your insurance, you will be responsible for paying for all
services rendered. By signing this document you agree to pay The University of Kansas Health System the amount billed for
treatment at the time of the visit. If you have no insurance, you may be eligible for financial assistance.

Please be aware that you will receive two Separate statements for all radiology, laboratory and pathology services at The
University of Kansas Hospital to cover both the professional and facility fees. E—

- Accounts will be placed with a collection agency after 90 days of no éétivity. If you are on 3 payment plan and miss your
monthly payment, the account may be turned over to collections,

your clinic directly or by calling the Health Resource Center at (913) 688-1227. Patients who repeatedly fail to attend or cancel their
scheduled appointments may be subject to dismissal by either the individual department affected or by other departments within
the Health System,

AUTHORIZATION TO BE CONTACTED: | consent to be contacted by regular mail, by e-mail or by telephone (including a cell
phone number) regarding any matter related to my account by The University of Kansas Health System or any entity to
which The University of Kansas Health System assigns my account. | also consent to the use of any updated or additional
contact information that | may provide by The University of Kansas Hospital and The University of Kansas Physicians or any
entity to which The University of Kansas Hospital and The University of Kansas Physicians assigns My account, | consent to

contacting me regarding any matter related to my account. | understand these calls are for debt collection purposes, and not
advertisements or for telemarketing purposes. | understand that | can revoke this consent for automated calling at any time
by contacting Customer Service for The University of Kansas Health System at 913 588-5820 (Tall free: 1-877-287-6268).

AUTHORIZATION FOR RELEASE OF BENEFIT INFORMATION

I 'authorize the release of any and all information requested by The University of Karisas Health System in accordance with my
applications for state benefits, federal benefits or other related benefits. My signature on this release is intended to provide
for the free exchange of information between all such agencies and The University of Kansas Health System,

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS AND INSURANCE REPRESENTATION
I'assign all rights to benefits, insurance proceeds or other payments or judgments that | may be entitled for outpatient-based
services and office-based services to the physician or organization providing the services. 1 also authorize submission of 3
claim for payment on my behalf to my insurance carrier. | authorize The University of Kansas Health System or an
drganization providing the services on its behalf to act as my representative to request reconsideration by my managed care
slan or utilization review committee for coverage or grievance review.

Please sign back of form
\DM-1097-UKP FINANCIAL POLICY Page 1 of 2
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7’? THE UNIVERSITY OF
? KANSAS HEALTH SYSTEM

39071 Rainbow Boulevard
Kansas City, Kansas 66160

FINANCIAL POLICY

Do not write in this box

AMB Financial Poticy

Name:

DOB:

MR#

My signature below acknowledges that | have read and understand this document and am authorized to sign.

Signature of Patient or Surrogate Decision-maker*

Interpreter Required: __ YES —NO
if yes,

Mode of Interpretation:

Printed Name of Surrogate Decision-maker*

*Relationship to Patient: ___Parent Legal Guardian

Durable Power of Attorney (DPOA)
Spouse

Today's Date

___Sight Translated —_Interpreted

Signature of Interpreter

Interpreter’s Printed Name

Today’s Date Time

*Authorization must be signed by the patient, or if applicable, by an appropriate surrogate decision-maker.

ADM-1097-UKP

21

FINANCIAL POLICY
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The University of Kansas

Medical Center DOB:
Notice of Privacy Practices iR
DT & 1 & 1

Do not write in this box

Name:

I have been offered the Notice of Privacy
Practices for KU Medical Center
Organized Health Care Arrangement

Me han ofrecido el Aviso sobre las Normas de Privacidad del KU
Medical Center Organized Health Care Arrangement

Mme 05110 TIpemIoKeHo "3anBICHAE O HpaBWIax KOH(QUIEHINATLHOCTH"
Menununckoro nentpa Kansacckoro yaupepenyera OGecrieyerue

HIPAA-1052
613

OPraHu30BaHHBIX MEAUIIHHCKAX YCIyTr

% g fafeeea dvx i wres da =men (KU Medical Center Organized Health Care
Arrangement)- TogREE T R AR5 IR AEE SE 396 R

Signature (Firma) (lIoonuce ) s

Date (Fecha) (ama) afta

Notice of Privacy Practices




