Vipul Dua, M.D.

Orthopedic Surgery
Joint Reconstruction
Hip & Knee Surgery
Arthroscopic Surgery

PATIENT INFORMATION: Date:

Last Name: First Name: Middle:

Street Address: City: State: Zip:

Home Phone: Cell Phone: Social Security #:

Sexx M F Marital Status: ™M S W D Birthdate: Age:

Employ Status: F/T P/T Not Employed Self Employed Retired Military Student Status: F/T P/T Not a Student
Employer: Occupation:

Employer’s Address: Work Phone#: ext:

Financially Responsible Person
(over 18-self: under 18-guardian):

Driver’s License #:

Street Address: City: State: Zip:
Employer: Phone#:
Emergency Name of Nearest Friend/Relative not living with you: Phone#:

PRIMARY CARE PHYSICIAN

ADDRESS

Please present insurance cards and photo identification to receptionist

INSURANCE INFORMATION:

Primary Insurance

Secondary Insurance

Insurance Company

Insurance Company

Company Address

Company Address

Card Holder’'s Name

Card Holder’'s Name

Card Holder’s SocSec #

Card Holder’s SocSec #

Card Holder's Birthdate

Card Holder’s Birthdate

Patient’s ID# Group#

Patient’s ID# Group#

Card Holder’s Employer

Card Holder’'s Employer

Relationship to Insured: Self Spouse Dependent

Relationship to Insured:  Self Spouse Dependent

COMPLETE THIS SECTION ONLY FOR WORK RELATED INJURY OR MOTOR VEHICLE ACCIDENT

Worker’s Compensation Carrier

Auto Insurance Carrier

Did you fill out first report of Injury? Y N

Do you have medical coverage on your Auto Insurance? ¥ N

Date of Injury

Date of Accident

Insurance Company

Insurance Company

Company Address

Company Address Phone#

Contact Person Phone#

Insured’s Name

Claim#

Claim/Policy#

SPORT-800 Patient Info

2800 Tamarack Avenue, Suite 106, South Windsor, CT 06074 - Phone B60.644.5900 - Fax 860.644.5978 * www.vipulduamd.com



Medical History Form Vipul Dua MD Christin Del Buono PA-C

Patient Name: Date:
Age: Sex: OFOM  Dominant Hand ORight OLeft Height Weight
Who referred you to our office? Who is your Primary Care Physician?

Are you ALLERGIC to or have reactions to any medications, latex, metal or food? [ No (I Yes If YES, Describe:

List ALL medications, herbs, supplements you take now:

Are you on any BLOOD THINNERS, NSAIDs or ASPIRIN? If Yes, which ones

Which body part are we seeing you for? [ Right [OLeft

OShoulder O Elbow OWrist CDHand CIHip COKnee CAnkle OFoot CONeck COBack ClOther
What is the reason for you visit? LIPain INumbness CD0Weakness OSwelling CIStiffness

How long has this pain been bothering you? days/ weeks/ manths /years

Have you had a problem like this before? OONo [Yes |If yes, how long ago?
Check the ONE box that best described how your problem started:

UNo Injury Onset was Ogradual Osudden

Uinjury O accident Csport  Date: Describe

Olnjury at work Date: Olift Otwist Ofall Obend Opull dreachCother
OWork related (but NO injury)Date: How did your job cause the problem?
ClAuto Accident Date; How was your car hit?

Describe Symptoms

On a 1-10 scale (10 is worst) how severe is your pain? (circle)1 2 3456 7 8 9 10
What is the QUALITY of the pain? [ sharp O dull O stabbing OJ throbbing O aching O burning
The pain is: Oconstant Ccomes and goes(intermittent) Does the pain wake you from sleeping?dYesCINo
Since it started, the pain is: Ogetting better Ogetting worse Cunchanged
Do you now have: Oswelling O bruising COnumbness Otingling Oweakness loss of bowel or bladder control
O locking Ocatching Ogiving away Ostiffness/pain when standing

What makes the pain worse?[] standing Owalking Olifting Oexercise Otwisting Olying downbending Cstairs

O squatting Okneeling Ositting Ocoughing Osneezing Creaching over head
Which of these makes symptoms better?Urest (ice Oheat OelevationCother
Have you had any of these treatments? O injection Obrace [ therapy Ocane/crutches OOmedication Cnone
Were you seen in the ER for this problem? O yes [Ino Which ER? Date:
What tests have you had for this problem? X-rays COMRI OOCT OBone Scan Cnerve test( EMG) Olab work
Where were they done? Did you bring them today? OYes TINo

Have you ever had surgery for a problem in the same area?d No[dYes Please list below if yes.

Procedure: Date: Surgeon: City:
Procedure: Date: Surgeon: City:
Current work status: Oregular duty Olight duty- (how long) ODisabled ORetired [Student

When was the last date you worked your regular job?
Are you currently receiving or applying for: 11 Disability OWorker's Comp OUnemployment CINone
Have you had a prior problem with the same corthopedic condition in the past? [ Yes CINo

If yes, describe:




Patient Name: Date:

REVIEW OF SYSTEMS

Do your other joints have: LI morning stiffness over 30 minutes Ojoint pain or swelling Clback pain OGout
ORheumatoid arthritis [J osteoporosis Oprior fracture( which bone) [ none of these

Do you have any of these symptoms? If none, please check the box labeled “NONE” .
Gl Oheart burn/ ulcers/ reflux O IBS/ Chron’s O blood in stool

Ohepatitis Oliver disease Onone
ENDO [Othyroid disease [ heat or cold intolerance CInone
CON [Olweight loss loss of appetite CInone
EYE  Oblurred vision Cdouble vision Ovision loss Onone
ENT  Ohearing loss Ohoarseness Otrouble swallowing Lnone
cv Uchest pain Opalpitations Ocardiac stents Cpacemaker Onone
RS Uchronic cough Oshortness of breath Oasthma [none
GU  Opainful urination Oblood in urine Okidney problems Cnone
SK Ofrequent rashes Oskin ulcers Olumps Cpsoriasis Clnone
NEU [headaches [dizziness Cseizures CIMS Lnone
PSY [depression/anxiety Cdrug/alcohol addiction Osleep disorder Cnone
HEM Oeasy bleeding Oeasy bruising Canemia Oblood clots Onone

ARE YOU HIV POSITIVE? Oyes Ono

PAST MEDICAL HISTORY
Are you diabetic?d yes Ono If yes, treatment: Oinsulin Ooral meds. O diet Onecne
Please list any surgeries/ hospitalizations for illness or injury, you have had and when they were done. Cnone

list if yes

Have you or a family member had a reaction to anesthesia? [ no Olyes explain
Have you been on blood thinners in the past? O No O Yes If yes, which one(s)

Have you ever had any of the following:Cheart attack (year ) Ohigh blood pressure(year }
Ublood clots(year ) Ostroke Oheart failure Oankle swelling Ckidney failure Ocancer(location
Ostomach ache while taking anti-inflammatories (ex. Advil/Aleve/ Motrin) If yes, which one

[l do not have any of these conditions

Family History- Have any of your direct relatives had any of the following disorders? If so which relative?
O diabetes Ohigh blood pressure Orheumatoid arthritis CInone If yes, who

Social History- Do you smoke? [no Cyes If so, how much per day?
Use other tobacco products? Oyes [Ono  Has patient been informed of smoking risks? Clyes Clno
Do you drink alcohol? Oyes [no If yes, how much, how often?

Marital status: Omarried Osingle DOwidowed Odivorced How many people live with you?
Employer: Cstudent

Occupation:
Please sign: The information on this form is accurate to the best of my knowledge.

Patient/ Guardian Signature: Date:

MD NOTES:

Provider Signature Vipul Dua MD Christin Del Buono PA-C Date:




PATIENT RECORD OF DISCLOSURES

In general, the HIPPA privacy rule gives individuals the right to request a
restriction on uses and disclosures of their protected health information (PHI).

I wish to be contacted in the following manner (check all that apply):

[ ] Home Telephone [] Cell Phone
L] O.K. to leave message with detailed information [J O.K. to leave message with detailed information
(] Leave message with call-back number only [] Leave message with call-back number only
(] Work Telephone L] Written Communication
[JO.K. to leave message with detailed information [JOX. to mail my home address
[[] Leave message with call-back number only [ O.K. to mail to my work/office address

L] O.K. to fax to this number

We will not be able to discuss your care without written consent. If you wish for us to be able
to discuss your medical care with someone, please provide us written permission by listing this
person’s name.

Patient/Parent or Guardian Signature Date

Print Name Birthdate

[ Your preferred day time contact telephone number
[] Home
[] Work
L] Cell



Vipul Dua, M.D.
PATIENT FINANCIAL POLICY

Thank you for choosing Vipul Dua, M.D. for your orthopedic care.

We sincerely hope that by sharing our financial expectations we will strengthen the practice-patient relationship and keep the lines of
communication open. This financial policy helps the practice provide quality care to our valued patients. If you have any questions or need
clarification of any of the below policies, please feel free to contact our Billing Manager 860-644-5900 extension 2086.

Self-Pay Accounts

We designate accounts, Self-Pay, under the following circumstances:

(1) patient is covered by an insurance plan that our provider(s) do
not participate in, (2) patient does not have a current, valid insurance
card on file, (3) patient does not have a valid insurance referral on
file, or (4) patient does not have health insurance coverage.

Payment is Due At the Time of Service

e We accept cash, checks and credit cards.

* All co-payments, deductibles and non-covered services are due at
the time of service unless you have made payment arrangements
in advance of your appointment.

e Insurance required co-payments are due when you check in for
your appointment. If you arrive without your co-payment, we may
ask you to reschedule.

¢ |f your co-payment is based on a percentage and you do not have
a secondary policy, please be prepared to pay the percentage
required by your plan on the date of service.

» Patient-responsible balances from prior visits are due at the time
of check in.

* |In the event that you need surgery and you do not have health
insurance coverage, we require a down payment of 50% of the
estimated doctor’s fees before we can schedule the surgery.

Proof of Insurance

¢ Please bring your insurance card(s) with you to each appointment.

¢ |t is your responsibility to inform the reception staff when the
cause of treatment may be the responsibility of an auto insurance,
liability insurance company, worker's compensation — instead
of your regular health insurance carrier. You are responsible
to provide the office with all information required to bill the
carrier responsible in these cases when you check in for your
appointment.

¢ We do not accept Letters of Protection from Attorney offices for
possible litigation cases.

e |t is your responsibility to notify the practice of changes in your
health insurance.

Referrals

If your insurance plan has a designated primary care physician (PCP)
and you are required to obtain a written referral from that doctor,

you must provide the office with that referral at the time of check-

in. If you do not have a current valid referral, we may ask you to
either reschedule your appointment or pay for the visit at the time of
service.

Patient Signature:

Our Responsibility to Report Non-Compliance

It is our obligation under many of the insurance contracts to report
patients who: repeatedly refuse to pay co-payments/deductibles

at time of service, or who repeatedly “no show” for appointments.
We reserve the right to charge a No Show Fee for the reserved
appointment spot you held. Patients that No Show consistently may
be discharged from the practice.

Legal Guardianship

If you have legal guardianship over a minor, you must provide the
office with a copy of the appropriate guardianship papers so that we
may examine and treat the patient and release medical information
to you.

Divorce and Child Custody Cases

¢ |n cases of divorce, the individual who receives care is responsible
for the payment of co-payments, coinsurance, deductibles, and
nonparticipating insurance balances at the time of service. We will
not bill a divorced spouse for the patient’s services.

* The parent who brings the child to the office for care is responsible
for payment at the time of service no matter if the account is self-
pay, participating insurance, or nonparticipating insurance. The
practice does not honor divorce specifics (e.g., percentage of
financial responsibility).

¢ If the child has coverage with a participating insurance plan and
the proper insurance identification is present at the time of service,
the practice will bill that insurance company. Applicable co-
payments, coinsurance and/or deductibles are due at the time of
service, unless arrangements have been made with the office prior
to arrival.

Billing, Payments and Refunds

¢ All balances are due in full within 14 days of the statement date.

e If you cannot pay the balance in full within 14 days, please contact
our Billing Manager (extension 206) to see if you qualify for
possible payment options.

e |t is your responsibility to nctify the office of any change in
address, phone, employment, or insurance coverage.

e |f you make an overpayment on your account, we will issue a
refund only if there are no other outstanding debts on other
accounts with the same guarantor or financial responsible party.

* We reserve the right to report delinquent accounts to credit
bureaus, assess a collection fee, take other collection action, or
discharge your care as a patient of this practice.

Date:

Consent for Care:

| hereby authorize Vipul Dua, M.D. or their assistants to perform diagnostic and therapeutic measures on

Patient Signature:

If the patient is a MINOR:

Patient Name:

Signature of Parent or Guardian:
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