@ Aryan Kadivar, MD
916 SW 38 Street, Suite D
Lawton, OK 73505
Phone: 580-699-769%
Fax: 580-699-7698

)

H AGE

KADIVAR FAMILY MEDICINE NEW PATIENT INFORMATION FORM

Plcase provide the following information and answer the questions below. Information you provide here is
protected as confidential and is used in determining acceptance/denial as a patient. A copy of your INSURANCE
CARD and DRIVER'S LICENSE (Front and Back) is REQUIRED.

Today’s Date:

NAME: LAST FIRST MI
ADDRESS: PHYSICAL
CITY STATE yALY
ADDRESS: MAILING _
CITY STATE yALY
HOME PHONE ( ) CELL PHONE ( ).
EMAIL: CONTACT PREFERENCE: Home Cell Work___
SEX:M_F__ DOB: SSN:
HEIGHT: ____ FT____IN WEIGHT: LBS
Marital Status: Single _ Married___  Domestic Partners_____ Divorced______ Widowed______
SPOUSE/GUARDIAN NAME:
PHONE: ( )
EMERGENCY CONTACT NAME:
RELATIONSHIP:
PHONE: ( )
PRIMARY INSURANCE
POLICY HOLDER NAME: POLICY HOLDER DOB:
POLICY/ID NUMBER GROUP NUMBER:
SECONDARY INSURANCE
POLICY HOLDER NAME: POLICY HOLDER DOB:
POLICY/ID NUMBER GROUP NUMBER:
**If no secondary Insurance check here
EMPLOYER:
EMPLOYER PHONE: ( ) OCCUPATION:

OFFICIAL USE ONLY

Approved: YES NO Dr. Kadivar
Verified: YES NO Insurance Verification

Datc:




REFERRED BY (IF ANY): 1S THE REFERRAL SOURCE A PATIENT?
CURRENT MEDICATIONS (Name and Dosage):

SURGERIES (Type and Dates):

HOSPITALIZATIONS (Type and Dates):

Please list any first degree relatives who have experienced the following:

Heart Attack/Age of occurrence:

Stroke/Age of occurrence:

Diabetes/Age of occurrence:

High Blood Pressure:

Cancer:

Sudden Death/Age:

Other:

Previous Physician: Phone: ( )

Reason for changing physicians:

The reason for your visit:

How would you rate your current health? Poor Good Excellent

Please list any sleep disorders you are currently experiencing:

Do you regularly drink alcohol? Yes No If yes, what amount?

Do you drink 4 cups of caffeinated beverages per day? Yes No

Do you smaoke? Yes No If yes how many packs per day? How long have you smoked? Years

Are you a former smoker? Yes No If yes, how many packs per day did you smoke?

How many years did you smoke? Years



Have you cver used street drugs? Yes No If yes, what type?

Are you currently using street drugs? Yes No If yes, what type?

HAVE YOU EVER HAD SUFFERED FROM ANY OF THE FOLLOWING:
Allergies

Asthma

AIDS/HIV

High Blood Pressure

Thyroid Problems

Respiratory Problems

Migraines

Chronic Cough

Dizziness

Low Blood Sugar

Cancer (Type: )

Sinus Trouble

Fainting spells

Diabetes

Hepatitis/Liver Problems
Stomach Problems
Tuberculosis

Sexually Transmitted Disease
Mental Health Problems
High Cholesterol
Congestive Heart Failure
Stroke/Heart Exhaustion
COPD

Drug Addiction

DO YOU HAVE ANY ALLERGIES TO:
Anesthesia

Sulfa Drugs

Narcotics

Penicillin/Antibiotics

Please describe other allergies:

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No




@ Aryan Kadivar, MD "
916 SV 38" Street, Suite D
Lawton, OK 73505
& Phone: 580-699-7699
H Fax: 580-699-7698

MEDICATION REFILL
Medication Refill:

e Prior to calling our office for medication refill, please contact pharmacy first.

e Though we strive to expedite the refilling of all medications as soon as possible, we require a minimum of
48 hours’ notice to guarantee the refilling of any medications.

e As we strive for the best in patient care, the doctors may require that prior to the refilling of any
medication the patient should have been seen by the doctor in the last three (3) months.

e If you are on a prescription NARCOTIC, you would be subject to do a drug testing. Failure to comply
with this policy may result in delay in your prescription being filled and/or being dismissed from the
clinic.

e If you are receiving refills from multiple physicians, you may be dismissed from the practice.

e If you have a balance over 90 days, your prescription may be held until payment arrangements is made.

e [t is the patients’ responsibility to bring a list or all of their current medications in a plastic bag with
them to each office visit. Failure to comply with this policy may result in your appointment being
rescheduled.

**%Pleasc Note: if you are a patient under the age of 17 a parent or guardian must attend all visits.
In addition, the parent/guardian bring the minor to the appointment is considered the responsible
party. It is the policy of Aryan Kadivar, MD that the responsible party for billing purposes will be
the individual who is signing the ASSIGNMENT OF BENEFITS & FINANCIAL AGREEMENT on
the patient registration form. If this form is not signed, then the patient will be considered SELF
PAY and FULL PAYMENT is DUE prior to seeing the physician. ***

Patient’s Name (Print):

Patient/Guardian (Responsible Party) signature:

Date:




i

@ Aryan Kadivar, MD
916 S\ 38" Street, Suite D
Lawton, OK 73505
Phone: 580-699-7699
Fax: 580-699-7698

PATIENT FINACIAL RESPONSIBILITY

We are committed to providing you with best possible care and are pleased to discuss our professional fees with
you at any time. Your clear understanding of our financial Policy is important to our professional relationship.
The paticnt or responsible party is responsible for seeing that the entire bill is paid in full.

We will ask to sce your insurance card upon registration and will copy your card for our record. We may ask for
this information on a regular basis, at least once a year, in order to ensure that no changes in benefits or carrier
has occurred. Please notify us if your insurance carrier or policy has changed.

BILLING OF INSURANCE IS A COURTESY WE PROVIDE FOR PATIENTS.

Copavments:

Your insurance REQUIRES that we collect your designated co-pay at the time of service. Please be prepared to
pay the co-pay at cach visit. If you do not have your co-pay your visit can be rescheduled.

Deductibles and Co-Insurance:

Aryan Kadivar, MD will bill your insurance company. Patient responsibility portions of their bill, are to be paid
within 90 days from date of service. We are NOT contracted with every insurance plan and will bill these as a
non-assigned claim.

Self-Pay/Uninsured:

Self-pay accounts shall exist if a patient has no insurance coverage and are accepted case by case with preapproval
from the physician. For new paticnts, a payment of $140.00 is required on the day of 1*' appointment BEFORE
being seen by the heath care provider. Please note that if you have lab test or other services performed during the
visit, you may owe more than the initial payment of S140.00. No payment arrangements are made for private paid
accounts. Balance is to be paid in full at cach visit.

Returned Check Fee:

Any returned check from the bank for non-payment (insufficient funds) shall result in the patients’ account being
assessed a $30.00 fee per check returned.

Non-Payment/Qutstanding Balances:

NOTE: You can set up payment plans for your outstanding balances. If you have an outstanding balance, we
expect you to make payment or payment arrangements before your next appointment. Non-payment may result in
discharge from the practice. A collection agency may be used to collect on delinquent accounts and any fees
associated with that agency will be your responsibility.

No-Show/Same Dav Cancellation:

It is the patient’s responsibility to attend all appointments, or give the office 24-hour notice of cancellation. If the
appointment is not cancelled there will be a $25.00 fee for office visit and a $50.00 fee for ancillary testing
(echocardiogram, ultrasound, LEAD, LEVD, Colonoscopy, EGD). This fee will be due by patients next visit or
patient could be asked to reschedule,



@ Aryan Kadivar, MD #
916 SW 38™ Strect, Suite D
Lawton, OK 73505
. Phone: 580-699-7699
ﬁ Fax: 580-699-7698

PATIENT FINACIAL RESPONSIBILITY

You are responsible for any amounts not covered by your insurance, including deductibles, non-covered, non-allowed
services. Additionally, not all surgical services are known prior to surgery. If services are non-covered by your
insurance, you will be financially liable.

***Please note if you are a patient under the age of 17 a parent or guardian must attend all visits. In addition, the
parent/guardian bringing a minor child to an appointment is the responsible party. It is the policy of Aryan
Kadivar, MD that the responsible party for billing purpose will be the individual who is signing the
ASSIGNMENT OF BENEFITS & FINANCIAL AGREEMENT on the Patient Registration form. If the
form is not signed, then the patient will be considered SELF-PAY and FULL payment is due prior to

secing the physician.***

Patient’s Name (Print):

Patient/Guardian (Responsible Party) signature:

Date:




Aryan Kadivar, MD #
916 SW 38® Street, Suite D
Lawton, OK 73505
[ Phone: 580-699-7699
w Fax: 580-699-7698

PATIENT REQUEST FOR CONFIDENTIAL COMMUNICATION

Please fill out this for any person that you would like us to speak to regarding your care. This allows
us to give this person(s) test results, communicate information from your office visit and other
Protected Health Information. We WILL NOT release a copy of your medical records to this
person(s) without your specific written request.

I hereby request confidential communication of my protected
health information to the following individual(s):

Communications with the patient named above can be directed to:

Point of Contact Name:

Contact Phone:

Point of Contact Relationship:

Point of Contact Name:

Contact Phone:

Point of Contact Relationship:

Methods of Communication (Please circle): PHONE MAIL FAX EMAIL

Patient’s Name (Print):

Patient/Guardian (Responsible Party) signature:

Date:




|

@ Aryan Kadivar, MD #
916 SW 38" Street, Suite D
Lawton, OK 73505
Phone: 580-699-7699
Fax: 580-699-7698

AUTHORIZATION FOR ACCESS / RELEASE OF MEDICAL INFORMATION
Patient Name: DOB:

Social Security #:

I hereby authorize Dr. Kadivar the use or disclosure of the Protected Health Information described below to be
provided or obtained from the following:

Name of Person or Facility:

Address:

Information authorized for use, disclosure or to obtained:
[ 1 All medical information concerning this patient.
[ ] Medical information of this patient compiled between and

[ ] Only:

Dates of treatment, if known

The information will be obtained, used or disclosed for the following purpose(s) only:
[ ] Insurance

[ | Continued Treatment

| | At the request of the patient or patient’s representative

Understand:

I may revoke this authorization at any time in writing, except revocation will not apply to information already used or
disclosed in response to this authorization. [ may revoke this document by presenting my written revocation as provided in
the Notice of Privacy Practice. Unless revoked or otherwise indicated, the automatic expiration date will be one year from
the date of signature or upon occurrence of the following event.

I release the entitics listed above, their agents and employees from any liability in connection with the use or disclosure of
the protected health information covered by this authorization. The recipient for the disclosure will not compensate the
entity authorized to disclose the information. Information used to disclose pursuant to this authorization may be subjected
to re disclosure by the recipient and no longer protected by federal law. However, the recipient may be prohibited from
disclosing substance abuse information under Federal Substance Abuse Confidentiality Requirements. 1 have the right to
inspect the health information to be released and I may refuse to sign this authorization. Unless the purpose of this
authorization is to determine payment of a claim for benefits, the requesting entity will not condition the provision of
treatment or payment for my care on my signing this authorization.

| | The above request includes psychiatric records and may be released

I understand that my medical information may indicate that I have a communicable or venereal disease which
may include, but is not limited to discases such as hepatitis, syphilis, gonorrhea or the immunodeficiency virus,
also known as Acquired Immune Deficiency Syndrome (AIDS). I further understand that my medical
information may indicate that I have or had been treated for psychological or psychiatric or substance abuse.

Signature of Patient or Legal Representative Date

Witness



@ Aryan Kadivar, MD 4
916 SW 38" Street, Suite D

Lawton, OK 73505
8 Phone: 580-699-7699
N Fax: 580-699-7698

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set
forth on this form:

In accordance with OK State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of
1996 (HIPPA), | understand that:

ARYAN KADIVAR MD PCuses SureScripts, Inc., a prescription system that allows prescriptions and related
information to be exchanged between my providers and the pharmacy. The information sent between these
systems may include details of any and all prescription drugs 1 am currently taking and/or have taken in the past.
This information will be utilized to ARYAN KADIVAR MD PC.

2. This authorization may include disclosure of prescription information related to alcohol and drug abuse, mental
health treatment, and/or confidential HIV related information by SureScripts, Inc. to ARYAN KADIVAR MD
PC.

3. I have the right to revoke this authorization at any time by writing to ARYAN KADIVAR MD PC. I understand
that I may revoke this authorization except to the extent that action has already been taken based on this
authorization.

4. Signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be re-disclosed by the recipient, and this re-disclosure may
no longer be protected by state or federal law.

6. This authorization expires one year from the date of my signature below.

7. THIS AUTHORIZATION DOES NOT AUTHORIZE ARYAN KADIVAR MD PC TO DISCUSS MY
HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER THAN THOSE PERMITTED
UNDER APPLICABLE LAW.

Signature of patient or representative authorized by law Date

Relationship 1o Patient Interpreter, if utilized

Witness Signature



