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Dear New Patient,

We want to take this opportunity to thank you for choosing our office for your
surgical care and to welcome you to our practice.

If you are unable to keep your appointment, please call 24 hours in advance if
possible and we will reschedule a more convenient time for you. Your
appointment will be for consultation only, and if surgery is necessary it will be
scheduled for a later date.

In this package you will find New Patient Instructions to assist you in
preparing for your visit. Please be sure you bring your X-rays or other
films so the physician will have all the information necessary to make
recommendations for your care. (See Instructions)

We look forward to seeing you. If you have any questions, please feel free to
call our office.

Sincerely,

Kansas Surgical Arts

4013 N Ridge Road, Ste 110 e Wichita, KS 67205 316-722-1333 Fax 316-722-3058
www.kansassurgicalarts.com



Kansas Surgical Arts

NEW PATIENT INSTRUCTIONS

Please fill out the enclosed forms completely. We will need these completed before you see the
doctor, _Please fill out these forms in ink only (preferably black):

« Patient Information

« Health History

If you have seen another doctor for the same reason, we will need:

« Medical Records

*  BRING X-rays, CT scans, Ultrasounds, and their reports
If your insurance requires a referral, you are responsible to call your primary care physician
(PCP) to request it. You will need to bring:

«  Written referral with you, or

« PCP's office may fax a referral before your visit.

« Co-pays are due at the time of check in at the Front Desk, prior to being seen.

These documents are so important, in fact, that their absence will require rescheduling your
appointment.

As a courtesy, we try to contact your insurance provider for benefit coverage; however, it is your
responsibility to know your benefits for either in-network or out-of-network coverage. You should call
the number on the back of your insurance card, for benefit information. Please NOTE that acquiring this
information is not a guarantee of benefits, rather, it is a way to verify what your insurance may cover.
Determination of benefits will be according to provisions stated in your policy.

Patients under the age of 18 will need to be accompanied by a parent or legal guardian.
If an interpreter is needed, please contact our office in advance.

Medications: Refill requests will be taken between the hours of 9:00 am-4:30 pm Monday to Friday.
No narcotic drug refills after 4:30 pm or on weekends.

Materials to bring to your first appointment:
*Arrive 30 minutes early for your initial visit with:

. Completed forms

. Insurance cards and Photo ID

. Medical records and films

. Written referral and copay (if required)

For your convenience, we accept Visa, Master Card, American Express and Discover

Thank You

Revised 01/12/10



Permission to Disclose Information to Those Involved in My Care

I hereby allow Kansas Surgical Arts to disclose the

(print name0

following Protected Health Information to the below listed people, in the following forms of
communication:

(PLEASE CHECK ALL BOXES THAT APPLY)

Protected Health Information People (Name and phone number)
(What information can we give out?) (Who can we give information too?)
O All O Self Only
O Appointment times and dates OR
O Tests that have been received (Please provide first and last names)
O Test results O Spouse
O Other health information O Family friend
O Child
O Other

Forms of Communication
(How may we contact you)

O Home telephone
O Work telephone
[0 Home voice messaging system
[0 Work voice messaging system
O Cellular phone
O E-mail

O Other

Would you like to receive our newsletter or other health information by E-Mail?  Yes  No
E-Mail addresses will not be provided to any outside entities.

Patient Signature

Revised 01/12/10



Kansas Surgical Arts
4013 N. Ridge Road, Suite 110
Wichita, KS 67205

CREDIT POLICY

We at Kansas Surgical Arts want to insure that our patients’ health not be compromised or neglected by a harsh or
inflexible credit policy. We strive to have a uniform, fair, and consistent procedure for handling of all patient accounts,
which encourages the prompt payment of all medical debts through reasonable and effective procedures and follow-up.

Co-Pays
If your insurance requires a co-payment, they require we collect this at the time of your visit.

Payments
We accept cash, checks, debit and credit cards for payment. Cosmetic procedures do not qualify for the credit policy

guidelines. Payment in full must be made on day of procedure.

Uninsured Patients

Kansas Surgical Arts does not deny care to patients who find themselves without insurance. All uninsured patients will
be required to sign a Patient Payment Agreement before they leave from their first office visit. Uninsured patients may
be eligible for an adjusted rate if payment for services rendered is received before the actual service, or on the date of
service.

Insurance Claims
Insurance claims will be filed for patient providing appropriate demographic and insurance information. We will file with
as many as three insurance companies on behalf of the patient. Copies of the insurance card(s) will be placed in the chart.

Monthly Statements
All patients will receive a monthly statement informing them of the patient balance and the balance pending with the

insurance company.

Collections

Patients will be allowed 90 days from the date of patient responsibility to pay off the account balance. If the patient
determines that it is not possible to pay the entire account balance within 90 days, reasonable monthly payments will be
considered. A payment plan can be set up through our accounts department. If payment has not been received within 90
days, we will begin taking steps to send the account to collections.

Hardship
If a patient feels that they have extenuating circumstances that prevent them from paying a portion or their entire bill, they

may fill out a “Request for Waiver of Payment Due to Economic Hardship” form. This form is to be filled out and
brought back to us with the required proof. We will review each request and the patient will be notified as to our decision
regarding their situation. Filling out a request form does not guarantee that part or all of your outstanding balance
will be waived. A new request form and hardship documentation must be obtained and submitted for each occurrence.

Lack of Cooperation
Kansas Surgical Arts believes that all patients should be treated with dignity regardless of their ability to pay. Kansas

Surgical Arts reserves the right to terminate a patient from the practice in those rare cases when a patient may be verbally
or physically abusive, refuses to give necessary information, or is non-compliant with medical advice.

01/11/10



Kansas Surgical Arts
4013 N. Ridge Road, Suite 110
Wichita, KS 67205

NOTICE OF PRIVACY PRACTICES

(Overview)

We value you as a customer and take your personal privacy seriously. Our practice, physicians, and staff strive
to respect the patient’s dignity at all times. We work hard to maintain your privacy and are very careful to
preserve the private nature of our relationship with you. The only information we provide to outside companies
is that which is required to provide services on your behalf and for which you have signed consent. In every
case in which information is provided, the companies are obligated by law to use the information as contracted
and to keep this information confidential.

To serve you better and manage our practice, it is important that we collect and maintain accurate personal
information about you. We will always limit our collection of information to that which we believe is necessary
to conduct our business properly and provide optimum service to you.

This privacy policy is provided to you as required by Federal law. It simply documents for you our
long-standing privacy practices. If you have any questions regarding this policy, please contact us at 945-7309.

NOTICE OF PATIENT RIGHTS

(Overview)

As a patient of Kansas Surgical Arts, you have the following patient rights in regards to your
Personal Health Information (PHI).

The right to authorize the use and disclosure of your PHI.
- you have the right to request the nature in which our practice communicates information with you.
Ex: You may ask that we contact you at home, rather than at work.

The right to receive a copy of the practice’s Notice of Privacy Practices.

The right to request restriction on certain uses and disclosures of your PHI.

The right to request restrictions on how the practice communicates PHI to the patient.
The right to request an amendment of your PHI if you feel it is incorrect or incomplete.
The right to inspect and copy your PHI.

The right to an accounting of the disclosures of your PHI.

The right to file a complaint.

01/11/10



Kansas Surgical Arts - Patient Information
(Please Print — Use Black Ink Only)
Date Referring Doctor

Primary Care Physician

Preferred Pharmacy & Phone Number

Patient’s Name

Address

City State/Zip Email
Home Phone Cell Phone

Birth date Age Social Security #

Sex [IM [F  Marital Status [Bingle [Married [Divorced [Widowed [Separated

Patient’s Employer Business Phone #

Spouse/Parent’s Name

Social Security # Birth date

Spouse/Parent’s Employer Business Phone#

In case of emergency, whom may we contact? (Someone who is NOT living with you.)

Name

Relationship Phone

I have received a copy of Kansas Surgical Arts “Credit Policy”. I have read and agree to this policy.
(Initials)

I have received a copy of Kansas Surgical Arts HIPPA policy. I have read and agree to this policy.
(Initials)

Insurance

In order for your insurance company to be billed, we MUST have copies of your cards on file. Without copies,
the bill will be your responsibility.

PRIMARY Insurance Co. Policy Holder
SECONDARY Insurance Co. Policy Holder
Other Insurance Co. Policy Holder

\ Assignment and Release

I hereby authorize Kansas Surgical Arts to release information requested by my insurance company, to any
hospital or physician this office may refer me to. I hereby authorize assignment and payment directly to Kansas
Surgical Arts major medical benefits due me.

X

Signature of Responsible Party Relationship to Patient Date

Account No.

Revised 01/12/10



Kansas Surgical Arts — Current Symptoms Review

Acct. Number:

\ Current Symptoms Review (Check all that have occurred Recently, explain if needed)

Constitutional OFatigue OChills CINight sweats
OFever OBody aches ONo Current Problems
HEENT OHeadaches ODental Problems ONeck Tenderness
OVertigo (Dizziness) OSore throat ONo Current Problems
Breast OLumps OSwelling ODischarge
OTenderness OINo Current Problems
OChest Pain OOrthostatic symptoms (Dizzy when O Dyspnea on Exertion
Cardiovascular OClaudication (Leg getting up too fast) (Shortness of breath)
cramps with exercise) OOrthopnea (Short of OCyanosis (Discoloration
OSyncope (Passing out) breath when lying down) of feet, hands, lips)
OLeg heaviness Olrregular heart beat OLower extremity edema
ORestless legs OLeg fatigue OVaricosities
OLeg pain ONo Current Problems
Respiratory OShortness of breath OCough OHoarseness
OWheezing ONo Current Problems
. . ONausea OConstipation OHeartburn
Gastrointestinal OVomiting OBlood in stools OAbdominal pain
ODiarrhea OL oss of appetite OHemorrhoids
OReflux ODifficulty Swallowing ONo Current Problems
Genitourinary/ OUrgency OUrinary burning/pain ONo Current Problems
Gynecological OFreguency OHematuria (Blood in urine)
ORash OsSkin dryness ONail changes
I ntegument Oltching ONew skin lesions OChangesto existing
OPigmentation changes OLeg ulcers & sores skin lesions or moles
CINo Current Problems
Neur ologic O Tingling or numbness OTingling or numbness OSeizures
(Legs & Feet) (Arms & Hands) ONo Current Problems
Musculoskeletal OBack pain OMuscle pain OMuscle cramps
OJoint swelling OMuscle weakness ONo Current Problems
Endocrine OWeight loss OWeight gain OHeat intolerance
OL oss of hair OCold intolerance ONo Current Problems
Psychiatric OAnxiety ODepression ONo Current Problems
Heme-Lymphatics OLymph node OEasy bleeding OEasy bruising
Enlargement or tenderness ONo Current Problems
Allergic-lmmunologic | OSinusalergy symptoms  DOAllergic dermatitis ONo Current Problems

Thank you for taking the time to fill out this questionnaire. It helps usto find out details about each patient’s problem(s).
The information you give is vital to providing you with the optimum and efficient care. Please ask for any explanation or
assistance in completing this questionnaire.

Today’s Date:

Patient Name: Date of Birth:

Signatur e of the Patient (or the person who filled out this form)

Last revision 12/10/2009




Today’s Date:

Kansas Surgical Arts— Patient Medical History Form

Patient Name:

Acct. Number:

Date of Birth:

Signature of the Patient (or the person who filled out thisform) X

page.

PLEASE useblack ink. Fill in or check the appropriateresponse. Additional questions are on next

1. What isthe reason for your visit?

2. Isyour problem dueto an accident? (check all that apply): Oves ONo.

Dueto: Owork.

3. Rateyour current health  Opoor Ofair Ogood Overy good Oexcellent
\ 4. Past Medical History (Check al boxes that apply):
Head, eyes, ears, nose | OGlaucoma OGlasses ODentures CONONE
and throat
(HEENT) List others:
OAbdominal aneurysm OVenous stasis ulcers OThoracic aortic aneurysm
Heart , Blood OCoronary artery disease  OVenous congestion OStroke (cvA)

Pressure, Veins
(Cardiovascular)

OHeart attack
Olrregular heart beat
OMitral valve prolapse

OValvular disorders
ODeep venous thrombosis (DVT)
OPeripheral vascular occlusive disease

OHigh blood pressure
OL ow blood pressure
OHeart murmur

OBlood Clots O Congestive heart failure OPhlebitis CONONE
List others:
OAsthma COCOPD (Chronic obstructive OChronic bronchitis
Lungs OEmphysema pulmonary disease) OTuberculosis
(Pulmonary) OSleep Apnea Doyouuse CPAP? [OYes [ONo ONONE
Thyroid, Pancreas OHyperthyroidism (high) OHypothyroidism (low) ODiabetes CONONE
(Endocrine) List others:
OCalitis ODiverticulosis ODiverticulitis
Stomach. Bowels OUlcerative colitis OCrohn’s disease OGastroesophageal reflux
(Gastro n testinal) OBarrett’s Olrritable bowel syndrome disease (GERD)
OLiver disorder OFeca incontinence OUlcers (Stomach)
OColon polys(s) *frequency of your Bowel movements:  OCirrhosis CONONE
List others:
) ORena failure OKidney stones (Nephralithiasis) ODialysis CONONE
Kidneys, Bladder
(Genitourinary) List others:
Blood Disorders OHepatitis OClotting disorder OAIDSHIV
(Immuneand Type: OHemophilia OAnemia COONONE
Hematological) List others:
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OLung OThyroid Oskin
Cancer OBreast OUterus/Cervix OBone
(Neoplastic) OProstate OBladder OLymphoma
OColon cancer/polyp OMelanoma OKidney
ONONE
List others:
Neurological OParkinsons OMultiple sclerosis OFibromyagia
OSeizures CONONE
List others:
Psychiatric OAnxiety disorder ODepression ONONE
List others:
OMenopausal Date — Last mammogram: Date — Last pap smear & pelvic:
Women’'sHealth
List others:

Explain abovein detal if needed:

5. Past Surgical History

Date of Last Colonoscopy:

And findings:
Have you had any problemswith anesthesiaz  O0Yes ONo | Explain:
Type of Surgery When Where Surgeon
O No Past Surgical History
6. Current Medications Dosage (mg) Frequency Prescribing Physician

O No Current Medications

Patient Name:

Date of Birth:

Revised 01/12/10




6. Current Medications (cont'd) Dosage (mg)

Frequency

Prescribing Physician

7. Allergies (Drugs, food, environmental)

Reactions

ONo Known Allergies

OLATEX Allergy  OLATEX Sensitivity

8. Reproductive History | Number of pregnancies:

Number of living children:

o 222
9. Family History 2 2 s 8
O Adopted - Family History Unknown o - 5 E g = g
Please indicate below significant medical problems of < < < %35 = o ) &
family members. Indicate which family members by = g D%’ & Q 08 = =
checking the appropriate column. g S ; c
O No Family History of Problems listed Below g o 2 g
© 5] = s
E|l e | E| &
Heart Disease
High Blood Pressure
Varicose Vens
Diabetes
Colon Polyp(s)
Cancer, and please list type
10. Social History
What is your current occupation?
Work Status Oworking ONotworking — OStudent ODisabled ORetired
. _ Number of years:
Tobacco Use/Smoking ONoO Yes  |Packs per day: Type of tobacco?
Alcohol Use ONo OYes [Drinks per week: \What type of alcohol?
Patient Name: Date of Birth:

Revised 01/12/10




Vein Patient (If you are not seeing the doctor for leg problems you may skip this form)_

|nitial Review of Body Systems

(Check all that are applicable and explain if needed)

Constitutional OFatigue OcChills ONight sweats
OFever OBody aches ONone
HEENT OHeadaches ODental Problems ONeck Tenderness
OVertigo (Dizziness) ONeck pain OSore throat ONone
Breast OLumps OSwelling ODischarge
OTenderness CINone
OChest Pain OOrthostatic symptoms (Dizzy when O Dyspnea on Exertion
Cardiovascular OClaudication (Leg getting up too fast) (Shortness of breath)
Venous cramps with exercise) OOrthopnea (Short of OCyanosis (Discoloration
OSyncope (Passing out) breath when lying down) of feet, hands, lips)
Olrregular heart beat ONone
Respiratory OShortness of breath OCough OHoarseness
OWheezing ONone
. . ONausea OConstipation OHeartburn
Gastrointestinal OVomiting OBlood in stools OAbdominal pain
ODiarrhea OL oss of appetite OHemorrhoids
OReflux ODifficulty Swallowing ONone
Genitourinary/ OUrgency OPossible pregnancy OFrequency
Gynecological CINone
ORash OsSkin dryness ONail changes
I ntegument Oltching OChangesto existing ONew skin lesions
OPigmentation changes skin lesions or moles CNone
Neurologic OSeizures OTingling or numbness OSpeech difficulties
(Arms & Hands) ONone
Musculoskeletal OJoint pain OMuscle pain OMuscle cramps
OMuscle weakness OINone
Endocrine OWeight loss OWeight gain ONone
Psychiatric OAnxiety ODepression CNone
Heme-Lymphatics OLymph node OEasy bleeding OEasy bruising
Enlargement or tenderness ONone
Allergic-lmmunologic | OSinusalergy symptoms  DAllergic dermatitis CONone

Thank you for taking thetimeto fill out this questionnaire. It helpsusto find out details about
each new patient’s problem. Theinformation you giveisvital to providing you with the
optimum and efficient care. Please ask for any explanation or assistancein completing this

questionnaire.

Patient Name: X

Date of Birth:

Revised 01/12/10
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