EGIONAL HEALTH CARE

THE START OF A NEW YEAR MEANS NEW INSURANCE PLANS AND A COMPLETE
UPDATE OF OUR INSURANCE INFORMATION AS WELL AS CONFIRMING YOUR
ADDRESS AND PHONE NUMBERS.

TODAY WE ARE REQUESTING THE FOLLOWING INFORMATION:

PATIENT NAME: DOB:
CURRENT ADDRESS:
HOME PHONE: CELL PHONE:
INSURANCE PLAN(S): Carrier Name:

Member ID:

Group #:
SECONDARY PLAN: Carrier Name:

Member ID:

Group #:

ATTACHED YOU WILL FIND FORMS THAT ARE PERTINENT TO YOUR CARE HERE AT
ST. LUKE'S. PLEASE COMPLETE EACH FORM AND RETURN THEM TO THE
RECEPTIONIST ALONG WITH A COPY OF YOUR MOST CURRENT INSURANCE CARD
AND A CURRENT DRIVERS LICENSE OR PHOTO ID.

Signature Date




ST LUKE’S REGIONAL HEALTH CARE
JOSEPH GHALY, M.D.
PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected health
information about you. The Notice contains a Patient’s Rights section describing your rights under law.
You have the right to review our Notice before signing this Consent. The terms of our Notice may change.
If we change our Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed
for treatment, payment, or healthcare operations. We are not required to agree to this restriction, but if we
do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for
treatment, payment, and healthcare operations. You have the right to revoke this Consent, in writing signed
by you. However, such revocation shall not affect any disclosures we have already made based on your prior
Consent. The Practice provides this form to comply with the Health Insurance Portability and Accountability
Act of 1996 (HIPAA).

The patient understands that:

> Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

> The Practice has a Notice of Privacy Practices and that the patient had the opportunity to
review this notice.

> The Practice reserves the right to change the Notice of Privacy Policies.

> The patient has the right to restrict the use of his/her information, but the Practice does not
have to agree to those restrictions.

> The patient may revoke this Consent in writing at any time and all future disclosures will
then cease.

> The Practice may condition treatment upon the execution of this Consent.

Patient or representative’s name (please print) Date

Patient or representative’s signature

Relationship to patient: (If patient is a minor- Example: mother, father, etc)

*** Please list here any person (s) with whom you wish for us to discuss your medical history,
appointments and billing matters, ***

Name/Relationship to Patient

Name/Relationship to Patient




ThePatient Health Questionnaire (PHQ-9)

Patient Name Date of Visit
Over the past 2 weeks, how often have Not  Several More  Nearly
you been bothered by any of the At all Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0 ] R
2. Feeling down, depressed or hopeless 0 1 2 .3 3
3. Trouble falling asleep, staying asleep, or 0 i - R .‘ 3
sleeping too much i |
4. Feeling tired or having little energy 0 1 o2 3
5. Poor appetite or overeating 0 1 3
6. Feeling bad about yourself - or that you're a 0 1 2 1 3 ”
failure or have let yourself or your family down y
7. Trouble concentrating on things, such as 0 1 L I A
reading the newspaper or watching television :
8. Moving or speaking so slowly that other 0 1 2 3 h
people could have noticed. Or, the opposite -
being so fidgety or restless that you have
been moving around a lot more than usual ‘ 1
9. Thoughts that you would be better off dead 0 f.3. L ) <3

or of hurting yourself in some way

Column Totals 4 +

Add Totals Together

10. If you checked off any problems, how difficult have those problems made it for you to
Do your work, take care of things at home, or get along with other people?
(L] Not difficult atall  [_] Somewhat difficult [ ] Very difficult [ Extremely difficult




Alcohol screening questionnaire (AUDIT)
Our clinic asks all patients about alcohol use at least once a year.
Drinking alcohol can affect your health and some medications you
may take. Please help us provide you with the best medical care by

answering the questions below.

Patient name:

Date of birth:

oy 1.5 oz,
One drink equals: e liquor
wine :
(one shot)
2-4 2-3 4 or more
av i ini Monthl : . ‘
1. How C)‘ft(‘:n do you have a drink containing - y —p times a times 3
alcohol? or less
month week week
2. How many drinks containing alcohol do you have 0-2 3ord 5 o6 7.9 10 or
on a typical day when you are drinking? more
’ ; Daily or
3. How vou have four or more drink Less than
How oftep d;}}ot ave four or more s on Never Monthly Weekly eyt
one occasion? monthly 5
daily
4. How often during the last year have you found s Wi Daily or
that you were not able to stop drinking once you Never monthl Monthly Weekly almost
had started? y daily
5. How often during the last year have you failed to Lessehan Daily or
do what was normally expected of you because of Never thi Monthly Weekly almost
drinking? AR daily
6. How often during the last year have you needed a P Daily or
first drink in the morning to get yourself going Never monthl Monthly Weekly almost
after a heavy drinking session? ontaty daily
; Daily or
7. How often during the last year have you had a Less than
feeling of guilt or remorse after drinking? Never monthly ekt R a;n;;?;,t
8. How often during the last year have you been P Daily or
unable to remember what happened the night Never Ny Monthly Weekly almost
before because of your drinking? Y dail
J \
i Yes, but .
9. Have you or someone else been injured because No B t;we Yes, in the
of your drinking? |
Y & last year wstyear
10. Has a relative, friend, doctor, or other health Yes, but Vs, i1 il
care worker been concerned about your drinking No not in the !es, kg
or suggested you cut down? last year e
0 i 2 3 4

Have you ever been in treatment for an alcohol problem?

I 1 nr v
M: 0-4  5-14 15-19 20+
Wi 0-3 4-12 13-19 20+

I Never

O Currently

[ In the past




