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Please fill out the forms on the following pages and bring them for the appointment

PATIENT AUTHORIZATION FOR RELEASE OF HEALTHCARE INFORMATION TO THIRD PARTY

Patients Name:  ______________________________________   DOB:  ____________________

Address: ____________________________________________   Tel:    ____________________

Please request/check all that apply:

I authorize Cardiology Associates of Somerset County to disclose medical information about my:

__Practice/Provider______________________________ Date____________________________

__Specify (i.e. lab tests, operative reports) _______________________Date_________________

Records to be disclosed    _____do include   _____do not include HIV-related information

                                          _____do include   _____do not include Alcohol & Drug Abuse records

                                          _____do include   _____do not include Psychiatric Records

To:     __ Healthcare Provider   __Insurance Company or Designee   __Attorney

           __Court                             __Law Enforcement                              __Employer

Primary Care Physician______________________     Family Member _____________________

___ To view my record

___ To receive a paper copy of my record

___ To receive an electronic version of my record in the form and format indicated below:

              ________________________________________________

Requests must be made in writing to CASC and if approved, an agreed upon date, time and place will be scheduled.  If the electronic form and format requested is not readily producible by CASC in such form and format requested, then CASC will provide a readable electronic form and format as agreed.  A fee of $1.00 per page will be charged for the labor of copying whether in paper or electronic form and supplies for creating a paper copy or electronic media if requested on portable media.  If the request is denied, the patient and/or patient representative will be informed as to the reason why.

Name: ________________________________________________________________________
Address: ______________________________________________________________________

Reason for disclosure     __ Patient request     __   Other ________________________________

We will not condition treatment or payment on whether you sign this authorization.  However, if you refuse to sign, we will not release your records.

I understand that this authorization is valid for one year from this date or until __________ and may be revoked by me at any time except to the extent CASC has already taken action based on my authorization. 

                                                      SPECIFIC UNDERSTANDINGS

I understand that this consent may include disclosure of Alcohol and Drug Abuse records and/or Psychiatric records and/or HIV-related information (indicating that I have had an HIV-related test, or have HIV infections, HIV-related illness or AIDS, or that could indicate that I have been potentially exposed to HIV).

If I am authorizing the release of HIV/AIDS, Alcohol or Drug treatment or mental health treatment related information the recipient(s) is prohibited from redisclosing the information without my authorization unless permitted to do so under federal and state law.  I also have a right to request a list of people who may receive or use my HIV-related information without authorization.  If you experience discrimination because of the release or disclosure of HIV-related information, you may contact the New Jersey Civil Rights Commission at 973-648-2700.

By signing this authorization form, I am authorizing the use or disclosure of my protected health information as described above.  This information may be redisclosed if the recipient(s) as described on this form is not required by law to protect the privacy of the information and such information is no longer protected by federal health information privacy regulations.

Patient Signature: ________________________________          Date: _______________________

Personal Representative 

Signature: _______________________                            Print Name:  _______________________

Authority: ______________________________         Telephone Number: ____________________

Address: _______________________________          Date: _______________________________

(Personal Representative to sign only if patient is a minor or unable to sign on his/her own behalf)

To request record or to revoke authorization, please send a written request to:

     Cardiology Associates of Somerset County

     465 Union Avenue, Suite A

     Bridgewater, NJ  08807

                                                              For CASC Use only
Date Received:   __________________

Disposition of Request: _____   GRANTED ____   DENIED ____ PARTIALLY DENIED

Patient notified in writing of response on this date:  _______________________

Fee Charged for fulfilling this request (if applicable):  $_____________________

Name or initials of staff member processing this request: __________________

___ Mail Out     ___ Will Pick Up                           

Please fill out the patient questionnaire on the following page to expedite your office visit

patient questionnaire
------------------------------------------------------------------------------------------------------------------------------------------------------

1) Please, name the doctor who is referring you to us and also name your primary physician:

------------------------------------------------------------------------------------------------------------------------------------------------------

2) Your marital status: single, married, widowed, divorced.  Whom do you live with?

------------------------------------------------------------------------------------------------------------------------------------------------------
3) Your occupation?
------------------------------------------------------------------------------------------------------------------------------------------------------
RISK FACTORS (check if you have had any of the following):

· Hypertension (high blood pressure).
· High cholesterol or lipids.
· Smoking (when did you quit?).
· Diabetes.
· Do you use insulin?
· Menopause.
· Presently taking hormonal replacement.
· Presently taking birth control pills.
· Hysterectomy.
· Family history of heart attacks or cardiac bypass surgery at the age below 55.
· Family history of arrhythmia.

· Family history of sudden death before 40.
· Persistent psychological stress.
· Physical inactivity.
· Excessive alcohol.

------------------------------------------------------------------------------------------------------------------------------------------------------
PAST MEDICAL HISTORY (check if you have had any of the following):
· Heart attack (if “yes”, when?).
· Mini-stroke (TIA) (if “yes”, when?).
· Stroke (if “yes”, when?).
· Migraine recently.
· Blockages in the arteries to your kidneys.
· Blockages in the arteries to your legs.
· Malignancy (cancer or malignant blood disorder).  (Which one?  When diagnosed?). 

· Bleeding disorder (Which one?).
· Anemia recently.
· Miscarriages when pregnant.
· Phlebitis or thrombophlebitis.
· Asthma, emphysema, or chronic bronchitis (or COPD) (CIRCLE WHICH ONE).
· Pulmonary embolus (blood clot in lung arteries).
· Other lung problems (WHICH ONES?).

· Gout.

· Kidney problems (WHICH ONES?).
· Prostate problems (WHICH ONES?).
· Bladder problems (WHICH ONES?).
· Esophageal reflux (GERD).
· Gallbladder operated on.

· Hepatitis.

· Other liver diseases (WHICH ONES?).

· Ulcers in stomach or duodenum (CIRCLE WHICH ONE).

· Bleeding from esophagus, stomach, bowels, or hemorrhoids (CIRCLE WHICH ONE?).

· Groin hernia (CIRCLE -- LEFT OR RIGHT SIDE?).  Was it operated on: yes / no (CIRCLE).

· Epilepsy or seizure disorder.

· Thyroid disease (WHICH ONE?).

· Glaucoma.

· Surgeries (WHICH ONES?).
List any other diseases that you have had (except mentioned above):
------------------------------------------------------------------------------------------------------------------------------------------------------
ALLERGIES (check if you have had allergy / reaction to any of the following):
· Penicillin or other antibiotics (LIST WHICH ONES and what happened?).

· Intravenous dye or iodine (CIRCLE WHICH ONE).
· Local anesthesia such as Lidocaine or Novocaine.

· Narcotics (such as Codeine, Morphine, Demerol, Dilaudid) (WHICH ONES and what happened?).

· Latex.
· Adhesive tape.
List any other medications that you cannot take (because of allergy or reaction):
cardiovascular review of systems

In the past year, have you had any of the following (check which ones):

· Chest discomfort.

· Palpitations.

· Loss of consciousness.

· Dizziness.

· Shortness of breath with exertion
· Shortness of breath at rest.
· Leg swelling.

· Leg pain while walking that makes you stop walking.

------------------------------------------------------------------------------------------------------------------------------------------------------
Review of systems (check if you have had any of the following recently):

· Persistent fatigue.
· Persistent fever.

· Frequent headaches.
· Severe headaches.
· Decreased hearing.
· Loud snoring.
· Pauses in breathing while sleeping.
· Persistent cough.
· Coughing up blood.
· Spells of wheezing in the chest.
· Difficulty starting urination.
· Weak urine stream.
· Bloody / black / brown urine (circle WHICH).
· Vomiting blood or black material (which one).
· Bloody black or stools (except after taking iron, Pepto-Bismol, spinach, or beets).
· Bruising / nosebleeds / other bleeding tendency (WHICH ONE).
· Muscle aches.
· Foot ulcers.
· Feeling anxious / depressed (WHICH ONE).
· Sexual problems that you want to discuss.
List any other problems that bother you:
------------------------------------------------------------------------------------------------------------------------------------------------------
please give our medical asistant the most updated list of your medications (do not forget to indicate the name, strength, and frequency).  Do not forget over-the-counter medications (such as laxatives, vitamins, or appetite suppressants).  Also, indicate if you are taking sleeping pills, sedatives, tranquilizers, or Viagra.
