Monarch )I( Health

Family & Aesthetic Medicine

3260 W Henderson Road, Suite 100

Columbus, Ohio 43220

Medical New Patient Paperwork

Name _____________________________________________________________    Date of Birth ___________________



Last



First


Middle

Address ___________________________________________________________     Home Phone ___________________

City ________________________________   State _________   Zip ___________     Work Phone ___________________

Employer __________________________________________________________    Cell Phone _____________________

Social Security Number _______________________________________________    Marital Status __________________
Sex:    M     F (circle one)                                                 Race:  Asian____  Black____ White____ Other__________________  
Ethnicity:  Not Hispanic or Latino____  Or specify___________________         Preferred Language:___________________
Emergency Contact Name ____________________________________________      Phone ________________________

Relationship ________________________________________________________________________________________
Email Address ______________________________________________________________________________________
How did you hear about Monarch Health? (Choose from options below)

 FORMCHECKBOX 
 Dispatch

 FORMCHECKBOX 
 School Newspaper

 FORMCHECKBOX 
 Internet

 FORMCHECKBOX 
 Sunny 95

 FORMCHECKBOX 
 SNP


 FORMCHECKBOX 
 Yellow Pages


 FORMCHECKBOX 
 Google Ad/Search
 FORMCHECKBOX 
 93.3 Lite FM

 FORMCHECKBOX 
 Health Fair

 FORMCHECKBOX 
 Previous Patient

 FORMCHECKBOX 
 Doctor Referral
 FORMCHECKBOX 
 Groupon

Preferred Pharmacy:  

Local - Name:___________________________ Location:___________________ Phone:______________

Mail- Name:____________________________ Location:___________________ Phone:______________

Primary Insurance Name:_____________________________________________________________________
Subscriber Name (Card Holder):___________________________________  SS#_____________________________


Date of Birth_______________________________________________    Relationship to Patient _____________

Policy #___________________________________________________    Group # _________________________      
Insurance Filing Address _______________________________________________________________________
Secondary Insurance  Name: __________________________________________________________________                    
Subscriber Name (Card Holder):___________________________________  SS#_____________________________


Date of Birth_______________________________________________    Relationship to Patient _____________

Policy #___________________________________________________    Group # _________________________      

Insurance Filing Address _______________________________________________________________________
Parent or Guardian Information: (if patient is under 18)

Name ___________________________________________________
Date of Birth_____________________

Relationship to Patient _________________________________________________________________________

Address _________________________________________________ 
Phone __________________________

City _____________________________________________________ 
State____________Zip _____________

Employer ________________________________________________
Phone __________________________

Social Security Number _____________________________________

I authorize the release of my medical information necessary for my treatment, payment and to any other health care providers
including insurance providers referring or referral physicians, hospital or outpatient facilities that may do testing related to my
care and involved in my seeing Monarch Health.  I further authorize my insurance company to pay Monarch Health directly for
those services rendered.   I, the responsible party, promise to pay Monarch Health in full for those services rendered even in the
event that all or partial payment may come directly to me from an insurance company.  In case of default of payment, I promise to
pay any legal interest on the balance due, together with any collection agency costs and reasonable attorney fees incurred to effect
collection of this account.  I understand that if I fail to arrive at my scheduled appointment, cancel or reschedule with less than 24
hours notice, a $25 fee will be charged and is payable to Monarch Health prior to any scheduled appointment.  Once a cosmetic
package has been initiated, no refunds will be issued.  No refunds will be issued on services rendered. All product sales are final.
Signature ____________________________________________________  Date _____________________
Monarch )I( Health

Family & Aesthetic Medicine

3260 W Henderson Road, Suite 100

Columbus, Ohio 43220
Name _________________________________________________________________________________________________________________
Date of last: Physical/Pap ________________   Eye exam ________________   Dental exam ________________   Tetanus shot ________________
     Pneumonia shot_____________    Cholesterol test___________  
Flexible sigmoidoscopy_____________

Females:      First day of your last menstrual period_____________________     Last Mammogram____________
Past Medical History:

Have you had or do you currently have any of the following? (Y=yes, N=no) CIRCLE ALL!

	Chicken pox                   Y  N
	Tuberculosis                     Y  N
	High Blood Pressure           Y  N
	Stroke                                Y  N

	Rheumatic Fever          Y  N
	COPD/emphysema         Y  N
	High cholesterol                  Y  N
	Epilepsy/Seizures            Y  N

	Mumps                          Y  N
	Asthma                             Y  N
	Osteoporosis                       Y  N
	Glaucoma                         Y  N

	Measles                        Y  N
	Pneumonia                      Y  N
	Kidney Disease                   Y  N
	Anemia                             Y  N

	German measles         Y N
	MI/ heart attack             Y  N
	Thyroid Disease                  Y  N
	Arthritis                            Y  N

	Scarlet fever                Y  N
	Diabetes                           Y  N
	Cancer:___________        Y  N
	HIV                                    Y  N

	Shingles                        Y  N
	Stomach ulcers               Y  N
	Depression                          Y  N
	Hepatitis A, B, or C         Y  N


List all Hospitalizations/Surgeries AND date:                     

   
 List current medications/vitamins/herbs with dosage and # per day
(check box if refill requested at this time)

1.___________________________________________________

1.____________________________________________________ FORMCHECKBOX 

2.___________________________________________________

2.____________________________________________________ FORMCHECKBOX 

3.___________________________________________________

3.____________________________________________________ FORMCHECKBOX 

4.___________________________________________________

4.____________________________________________________ FORMCHECKBOX 

List ALL known allergies (drugs, foods, environmental):


5.____________________________________________________ FORMCHECKBOX 

1.___________________________________________________

6.____________________________________________________ FORMCHECKBOX 

2.___________________________________________________

7.____________________________________________________ FORMCHECKBOX 

3.___________________________________________________

8.____________________________________________________ FORMCHECKBOX 

Family History: (* A =  “alive”;  D =  “deceased”) Circle one

Mother: 
Age ___ A D*  Health Problems_______________________________________________________________________________________

Father:   
Age ___ A D*  Health Problems_______________________________________________________________________________________

Siblings: 
Age ___ A D*  Health Problems_______________________________________________________________________________________

Age ___ A D*  Health Problems_______________________________________________________________________________________

Age ___ A D*  Health Problems_______________________________________________________________________________________

Does anyone in your family have any of the following?

 FORMCHECKBOX 
Diabetes
 FORMCHECKBOX 
Heart Disease
 FORMCHECKBOX 
Cancer
 FORMCHECKBOX 
Mental Illness/Alcoholism
Social History:

Occupation_______________________________________________ # Persons in household________   Stress (circle one): work, home, both, none

Do you use tobacco products?   FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (what kind and how much? ____________________________________________________________)

Have you used recreational substances within the last 2 years?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes

Do you drink alcohol?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes ( ______drinks per day/week/month)

Caffeine _____drinks per day      Exercise (type/# days per week)_________________________________________Sleep (hrs/day)______________
Review of Symptoms:  Are you currently having problems with any of the following?

      Yes    No
                                  Yes      No
   
                        Yes    No

  Yes       No

	Fever
	
	
	Chest pain
	
	
	Constipation
	
	
	Convulsions
	
	

	Blurred or double vision
	
	
	Palpitations
	
	
	Nausea/vomiting
	
	
	Headaches   

Depression
	
	

	Loss of vision
	
	
	Shortness of breath
	
	
	Abdominal pain
	
	
	Joint pain
	
	

	Problems swallowing/

Food stuck in throat
	
	
	Persistent cough
	
	
	Blood in stools/

Black stools
	
	
	Muscle pain
	
	

	Sore throat
	
	
	Coughing up blood
	
	
	Painful urination
	
	
	Hives
	
	

	Fatigue
	
	
	Diarrhea
	
	
	Blood in urine
	
	
	Skin rash
	
	


Form completed by ________________________________________________________________________ 
Date ___________________

Patient OR person assisting patient

Reviewed by ______________________________________________________________________________   
Date ___________________


              Deborah L. Cole-Sedivy, D.O/ Joyce Kerr Casey, CNP/ Kate Gawlik, CNP
Monarch )I( Health

Family & Aesthetic Medicine

3260 W Henderson Road, Suite 100

Columbus, Ohio 43220

Important Notice Regarding the Privacy of your Health Information

Your privacy is important to us.  We create information about you so we may provide you with quality care.  We are committed to protecting this information.  The Notice of Privacy Practices describes your rights with regard to your health information as well as how we may use your health information and how we must protect the confidentiality of your health information.  This is a summary of the more detailed information contained in our Notice of Privacy Practices:

Your rights include:

· A right to inspect a copy your medical information

· A right to amend your health information

· A right to request restrictions on what information we use or how we disclose your health information

· A right to receive a paper copy of our Notice of Privacy Practices

These rights have special restrictions, so it is important that you read the full Notice

It is the policy of Monarch Health to provide a safe and confidential environment for all patients.  All areas in the office, including the waiting room, reception areas, hallways, exam rooms and laboratories will be maintained in an effort to provide patient privacy during interviews, examinations, treatments and consultation.  

We may use your health information and/or records to:
· Plan for your care

· Help your health care providers communicate and work together to care for you

· Submit bills to pay for your care

· Help health care payors make sure services were actually provided

· Help improve the quality of health care.  

· Disclose information to certain officials or organizations when we are required to do so by law.

We encourage you to carefully read the Notice and ask to speak with the staff of Monarch Health if you need more information.  

I have been offered the Notice of Privacy Practices for Monarch Health:

Printed Name: ___________________________________________

Signature: _______________________________________________    Date: _______________

(Patient, Parent or Guardian)

Monarch )I( Health
Family & Aesthetic Medicine
3260 W Henderson Road, Suite 100
Columbus, Ohio 43220

Financial Policy

Your clear understanding of our financial policy is important to our professional relationship. Please understand that payment of your bills is considered part of your overall treatment. In order to keep your cost of healthcare to a minimum, the following financial policies have been adopted for use at Monarch Health. Acknowledging with your signature below, you understand and accept the following policies:
Required at Check-In
Each time you check in for your appointment you will be required to:

· Verify Personal Contact Information

· Present Current Copy of Insurance Card

· Pay any Outstanding Account Balance

· Pay your Insurance Co pay 
Administrative Fees and Fees for Non-Covered Services
· Missed appointments canceled with less than 24 hour notice or not attended (For each missed appointment) $ 25.00
· Forms Charge – Forms for Family Medical Leave Act or Disability, require an appointment with a co pay as dictated by your insurance company. 
· Medical Records Charge - The Medical Record Charge has changed from a flat rate to a per page charge, payable in advance, if you would like a copy of your medical records sent to yourself or another physician. This change was made in compliance with HIPAA and Ohio State Law (see ORC 3701.741). $1.75 per page
· Prescription Refill – Prescription refill requests without an appointment or after hours $35.00
· Pathology Charge - Depending on your insurance we may bill your skin specimen charges to your insurance company. Our dermatological pathology services are provided by Dermatocor Bostwick Laboratories, 4355 Innslake Dr, Glen Allen, VA 23060 and we are charged $35 for each submitted specimen with CPT codes 88305 & 88304.
· Lab Charge - Depending on your insurance, you may get a separate bill from the lab facility that performs your lab work. Please contact the laboratory corporation directly to discuss any questions with your bill. In addition, some lab work may require additional tests to be performed based on the initial results. These additional tests, called reflex tests, will automatically be performed by our lab facility and will be billed either by our practice or the lab facility again depending on your insurance type.
· Returned Check Fee - A $30.00 fee will be assessed for each returned check.
· All outstanding balances must be paid in full within 30 days of receiving your bill. Outstanding balances must be resolved before your next visit to Monarch Health. Outstanding balances are subject to a $10.00 late fee for each 30 day cycle past due.
· Collection Charges - Accounts that are not paid in a reasonable amount of time may be sent to an external collection agency and reported to the credit bureau. In addition to your outstanding balance, which may include billing fees, a 33% surcharge will be added to cover our costs and you may be dismissed from the practice if your account is sent to collections.
· In order to secure an appointment for a cosmetic procedure, a deposit of 50% of the cost of the full procedure(s) is required. I understand that $50.00 of this deposit is non-refundable if the service is canceled and a refund of the prepayment is requested. Once a package of services is initiated, no refund will be issued. No refund will be issued on services rendered. All product sales are final.
I understand and agree to abide by the above policies and procedures as outlined in the Monarch Health Financial Policy.
Print Name______________________________________________________________ 



Patient Signature_________________________________________________________ 

Date____________________

(Signature of Parent/Guardian if patient is a minor)

