Lo my patients,

Welcome to my practice! This practice adheres to the principles of the Ideal
Micropractice. These principles are roughly that I strive to provide you with
the care you want, when you want it. I allow more dme for each appointment
and | work hard to provide ideal cate for chronic discase management and well
care. Onc goal of this style of practice is to help patents achieve an
understanding of their illnesses and preventative care.

I see patients nearly every dav if 1 am in town. [ am available for emergencies
by phone if I am not in the office. If vou call my office, there is an option for

emergencies; this connects you to my cell phone.  Please do not hesitate to call
me if you have a true urgent or ecmergent siruation.

My goal is to offer same day appointments; somedmes it will be the next day. 1
am able to offer this for routine as well as sick visits. Pleasc remember that may
not mean that you can have the ENXACT appointment dme vou want! 1 will try
my best to accommodate you. Also, please note that the best way to ensure |
will be able to offer you a same day appointment is to call me eatly.

T do the billing mysclf. It is simultaneously frustraangly difficule and achingly
boring, Please forgive my mistakes and notify me immediately. 1 will make
corrections. For those of you with deductibles of HSA’s, payment at the dme
of scrvice is greatly appreciated. Co pays are also due at the dme of service.
For people who pay in full ar the time of service and choose not to have me
bill insurance I offer a 50% discount. This discount applies because | do nort
spend the administradve time on billing, 1 will provide vou with a dctailed
receipt (superbill) which you can submit to your insurer.

YN N HEGH 51 ST 116
WORTHINGTON, OF
43085
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Patient Information

First Name - |Middle Name Last Name
SS Number Date of Birth Age
Gender _ Marital Status
Address
City State Zip
Student? Work Status Home Phone
Work Phone -~ * Cell Phone Email
Race Emergency Contact Emergency Contact Phone
Refered By:

Responsible Party
[Self? Yes/No (If No, please provide details below)
Relationship to Patient
First Name Middle Name Last Name
Address
City State Zip
Home.Phone Work Phone

Employment Details

Company Name Start Date
Address
City State Zip

Phone Number




Preventive Screening

Exam Date Exam Date
Last Physical Last PSA
Last Eye Exam Last Cholesterol Screening
Last Dental Exam Last Thyroid Screening
Last Rectal Exam Last Chest Xray
Last Stool Occult Last PPD
Last Sigmoid/Colonoscopy Last PT/INR
Last Pnumonia Shot

Past History
Condition -|Yes No Condition Yes No
Polio Mumps
AIDS STD
Blood Plasma Transfusion Hepatitis
Cancer Depression
Chicken Pox Arthritis
Epilepsy Skin Disease
Infectious Mono Heart Problems
Measles

Past lliness History
lliness Name From |To Unable to work? Resulit
Past Surgical History

Surgery Name. Date Place, Physician Complications




Family & Social History

Do you or your family have any problems with:

. Yes |No Yes [No
Heart Auto-Immune Disease
Blood Pressure Arthiritis
Diabetes Osteoporosis
Bleeding Disorder High Cholesterol
Cancer Other
Notes:
Occupation:
Tobacco Hist.(circle 1) - None  Chews  Currently Smoking Prev. Smoked ___ packs/day

Notes:

Alcohol His. (Circle 1) - None
Notes:

Marital Status (Circle 1) - Married  Single

Previously

Occasional Moderate to Heavy

Separated Divorced Widowed ___# of Children

Diet Preferences Pets Travel Hist. Religious Pref.
Allerges

Medication Reaction

Food & Environmental Allergies Reaction

Current Medications

Strength, Dose, Frequency
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Patient Consent Form

; ected
| hereby give my consent for Kristin L. Oaks D.O. inc. to use ancénc:lsglzgehzfa?:hcare
“health information (PHI) about me to camy out treatment, paymem, an? provides a
operations (TPO). (Kristin L. Oaks D.O. ing’s Notice of Privacy
more complete description of such uses and disclosures.)

. P i ristin L.
| have the right to review the Notice of Privacy prior to signing th:sﬁ;%ggt&gny time.
Oaks D.0. inc reserves the right to review its Notice of anacyrd. a written request
A revised Notice of Privacy Practices may be obtained by forwa e BOH 43085,

to Kristin L. Oaks D.0. inc. at 933 High St. Suite 116, Worthington,

. mative
With this Consent, Kristin L. Oaks D.O. inc may mail to my 2°m§°:rtgt2i;?ttems that
location and leave a message on voice mail or in person in refere inders, insurance
assist the practice in camrying out PTO, such as appointment rem '

appolt on
ftems, and any calls pertaining to my clinical care, including laboratory results among
others.

Wlth this Consent, Kristin L. Oaks D.O. inc may mail to my home 2;. oat2e3r ?jﬁ,’,";‘fgﬁ
location any items that assist the practice in carrying out TPO, su P

| and
reminder cards and patient statements as long as. they are marked Persona
Confidential.

With this Consent, Kristin L. Oaks D.O. inc may e-mail to mgt r_lrc;)moe :chm:sr
altemative location any items that assist the practice in carry Phtt request that
appointment reminder cards and patient statements. [ have the right to qout TPO.
Kristin L, Oaks D.O. inc. restrict how it uses or discloses my PHI to carry

H

icti ut if it
owever, the practice is not required to agree to my requested restrictions, b
does, it is bound by this Consent.

e inc' nd
By signing this Consent, | am consenting to Kristin L. Oaks D.O. inc's use a
disclosure of my PHI to carry out TPO.

| may revoke
made disclos
later

my consent in writing except to the extent that the Qracﬁqe gas sa:;’etacg
ures in reliance upon my prior consent. If | do not sign this Con '
revoke it Kristin L. Oaks D.O. inc may decline to provide treatment to me.

AGREED:

Patient's Name

Patie=ts Date of Birth

Patient’s Social Security Number

Signatum of Patient or Legal Guardian



