‘ E ’ 286 16th Street, Burlington, CO 80807 | 719-346-531
KC C MH kcchsd.org
L
Dr. Kevin Blue
Orthopedic Center of Colorado
" ORTHOPEDIC CENTERS Fax: 303-848 3022
g» OF COLORADO Phone: 303-305-7206
Regarding: Foot and Ankle Ortho Referral / Appointment

Has an appointment with___ DR. BLUE on

@ At the KCCMH Specialty Clinic in Burlington, Co.

You will need to bring the following items with you to this appointment:

New patient paperwork

ID / Drivers Licenses

Insurance cards

Co-pay / payment (if self-pay, please bring a $250 payment, prior to consult)
Current Medication list

o O O ©

If you have any of the following medical records or test result from a different facility, please bring a copy of
the result with you or request that facility to fax them to us @ 970-692-2655

Lab results (within the last current year)

CT/ MRI / Ultra Sound/ Xray ( Report/ Disc with images)

EKG/ ECHO/ Stress test/ Event Monitor

Sleep Study / Pft's/EMGs/EEGs

Provider Consult notes from

O O O O O

Please arrive 15 minutes prior to your appointment time to check in and register with Admissions. If you
have any questions regarding your upcoming appointment or if you need to cancel or reschedule please call
us @ 719-346-4780.

Mission:
To improve the health and lives in our communities by providing high quality healthcare close to home.
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Notice of Privacy Practices for Protected Health Information
Effective Date: April 14, 2003 ;

Is otice describes bow medical into ation about you ma be usell and disclosed an
mwngwt arefnlly!

The office/hospital is permitted by federal privacy laws to make uses s 1d disclosures of you
health information for purposes of treatment, payment, and health casef|operatlons. Protected
health information iy the information we create qud obtain in providing oulf services to you. Such
information may include disgnoses, treatment, and applying for future catle or treatment, It also
includes billing documents for those services,

Exumples of Uses of Your Health Information for Treatment Purposegjare;

* A nume or medical assistant obtains treatment information about y& and records it in a
health record. ‘

" During the course of your txeatmeat, tho physician determines he/slle will need fo consult
with another specialist in the area. He/she will shere the information) with such specialist
tnd obtain his/her input, .

Example of Use of Your Health Information for Payment Purposes:

We submit requests for payment to your health insurance company.h ¢ health insurance
company (or othier business assoclate helping us obtain payment) requests information from us
rogarding your medical dare given, We will provide information to them gbout you and the care
givon !

Exumple of Use of Your Information for Health Care Operations:

We obtain services frotn our insyrers or other business associates such quality assessment,
quality improvement, outcome evaluation, protocol and clinical guideline [flevelopment, training
programs, credentialing, medical review, legal tervices, and insurance, We fvill share information
about you with such insurers or other business associates as necessary to o these services,

}

0 ealth Information Righ

The health and billing records we malntain are the physical property of the doctor’s
uffice/hospital, The information iy ity however belongs to you. You huvy a right to:

" Request a restriotion ou certain uses and disclosures of your health fhformeiion by
delivering the reyuust to our office/hospital—we are not required grant the request but
we will comply with any request granted; |
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* Obtaiu a paper copy of the current Notice of Privacy Praoﬁcleor ﬂmtected Health
Information (“Notice”) by makiqg a request at our offics; - |

*  Request that you be sllowed to inspcctand copy your health recdrdland billing record-
you may exercise this right by delivering the rédiiest to our office;

-

Appeal a denial of acoess to your protected health information excehit in certain
circumstances; |

Request that your health care i'ei:'ord be smended to correct incom}: eté or incorrect
information by delivering a written Tequest to our office, We mey deny your request if
you ssk us to amend information thatt . ... . . o

o Was not created by us, unless the persori or extity that created the information is

-...ho longer avajlable to make the smendment; R

o Isnot part of the health information that would be permitted to impact and copy;
ot oL . y Z

0 . Is accurate and complete, . . ,i

o Ifyour request is denied, you will be informed of the reagor for the denial and
will have an opportunity to submit a statement of disagresment to be maintained
with your records; XTI : e e

*  Request that 8 communication of your health information be made By alternative means
o at an alternative location by delivering the request in writing to olr office;

* Obtain an accounting of disclosures of your health information as rdquired to be
maintained by law by delivering a tequest to our office, An accounting will not include
interaal uses of information for treatment, payment, or operations, disclosures mpde to
you.or made at you request, uses or disclosures mado pursuant to ag authorization signed
by you, uses or disclosures made in a facility directory or to family embers or friendy
relevant to that person’s involvement In your care or in payment for such care; Or, uses or

. disclosures to notify family or others responsible for your care of yaur location,

., condition, or death, . .. el e

*  Kevoke authorizations that you mads previously to uss or disclose if formation by
delivering a written revocation to our office, except to the extent information or action
has already been taken. : v : AR o

If you wanf to exercise any of the above rights, please contact the Privacy C fﬁcor for Advanced
Orthopedic and Sports Medicine Specialiats, P.C,, in Ppetson or in writing, regular business
hours. You will be informed of the stepg that need to be taken to exercise y ur rights.

i
i
.
ll
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ur Responsibllitie |
Advanced Orthopedic and Sports Medlcine sbeciaﬁstq,_r.c. Is g'eqnireb to:
*  Maintain the privacy of your health information as tequired by Iaw{ -

«  Provide'you with a notios s to our duties and privacy practices a5 tp the information we
collect and matntain about you; "

*  Abide by the terms of this Notice; |
*  Notify you if we cannot accommodate o request restriction or reqi&t; and

" Accommodate your reasonable requests regarding methods to comuumicats health
information with you, f

We reserve the right to amend, change, or eliminate provisions in our priv
access practices and to enact new provisions regarding tho proteoted health
maintain, If our information practices change, we will amend our Notice.
vooeive arevised copy of the Notice by calling and requesting a copy of o
visiting our office aud picking up a copy. , n

|
|
|
|

To Reque: ormation or File i

If you have quastions, would Like additional information, o want to rcportf problern regarding
the handling of your ormation, you may contact Advanced Orthopedic and Sports Medicine
Specialists, P,C. and ask to speak with the Privacy Officer. 5

Additionally, i you believe your privasy rights have heen violated, you may file a written

complaint at our office by delivering the written complaint to {list interual member}, You
and Human

Services whose stract address apd e-tnail address is: Office for Civil Rights|- U'S. Department of

Health and Ilutnan Setvices - 2~Independence Avenie 8.W. - Room 5 09%, HHH Building ~
Washington, D.,C, 20201. |

" We cannot, and will not, require you to waive the right to file a conflaint with the
Secretary of Health and Human Services (HHS) as a coudition of r eiving treatment

|

*  We cannot, and will not, retaliate against you for filing a complaint‘flwith the Secretaty of
Health and Human Services. : |

i oy Uses |
Commupication with Family

*  Using our best judgment we may di;olose to a family member, or other relative, close
personal friend, or any other person you identify, health informiation] relevant to that
person’s involvernent b your cars or in payment for such care if yoy do not object or are

e
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i

Notification |
*  Unless you object, we may use or disclose your protected heslth :xfrﬁ&ﬂéh'to notify, or

asslsl iu nolifying a family member, personal representative, or othir person responsible
for yonr care, sbout your location, and about Yyour general condition, or your death,
Research S e e .

*  We may disclose information to researchers when their research hag been gpproved by an
institutional review board that has reviewed the resenreh proposal?d hag established
protocols to ensure the privacy of your protected health informatiod, |

Disaster Relief .. .. ST o :
*  Wernay use and disclose your protected health information to asgisk in disnster reliaf
o efforts, S TP . :

Organ Procurement Qrganizations - S
*.. Consistent with applicable law, we may disolose Yyour protected health information to
Ofgan procurement organizations o other entities engaged in the procurement, banking,
‘or trangplantation of organs, eyes, or tissue tor the purpose of donatjon and transplant,

Food and Drng”&ﬁﬁié&hﬁdu (FDA) L PR e v
*  We may disclose to the FDA your protected health information relaking to adverse events
with respeot to food, supplements, products and proguct defects, or post-marketing

surveillunce information to enable product recalls, tepairs, or replacements,
Workers Compensation . ... . AN
* Ifyou are seeking compensation through Workers Compensation, xTe may disclose your
protected health information to the extent necessary to commply with|laws relating to
Workers Compensation, . . ... . e L :
A |

.*  As authorized by law, we may diselose your protected health infornjation to public health
-.; or legal authorities oharged with preventing or controlling digease, jury, or disability; to
© report reactions to medications or problems with products; to notify people of recalls; to
notify a person who may have been exposed to a disease or who is gt risk for contracting
, or spreading u disease or condition. R T

Abuse & ﬁbﬁlecf o ' ' A |
*  Wo can disclose protected health information to public athorities th report sbuse or

Employers

*  We may release health information about you to your employer if we provide bealth care
services 10 you at the request of your employer, and the health care Services are provided
cither to conduct an evaluation relating to medical surveillance of the workplace or to
evaluste whether you have a work-telated illness or itfury; In such iroumstances, we

* will give you vritten notice of Such release of information to your epuployer. Any other

disclosures to yout eniployer will be made anly if yon execute a spepific suthorization for
tho releasc of that inforination to your employer. .
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Correctional Institutions b .
* Ifyou ars an inmate of & cotrectional institution, we may disclose lti: the institution or its
agents the protected health information necegsary for your health and the health and
safety of other individuals, r

Law Enforcement b
*  Wemay disclose your protected health information for Iaw enforcefuent purposes as
required by law, such as when roquired by court order, including laivs that require
reporting of certain types of wounds or other physical injury,

Health Oversight ;

* Federal law allows us to releage your pratected health information t appropriate health
oversight agencies or for health oversight activities to include audi$ civil, administrative
or criminal fuvestigations: inspections: Hcensures o disciplinary actions, and for similar
reasons related to the administration of health care, :

JudicialAdministrative Proceedings ,

*  We may disclose your protected health information in the course o any judicial or
admizistrative proceeding as allowed or required by law, or as diredted by a proper court
order or adwinistrative tribunal, provided that only the protected heplih information
released iy expressly authorized by such order, or in response to s bpoena, discovery
request or other lawful process. !

1
I

Serions Threat :
* To avert a serious threat to hoalth or safety, we may disolose your ‘pjotccted health
information consistent with applicable law to provent or lessen a sexious, imminent threat
to tho health or safety of a person o the public, 7

For Specialized Governmental Functions

*  Wo may disclose your protected health information for specializﬁovcmment fanctions
a3 authorized by law such as to Armed Forces personnel, for nationdl security purposee,
ot to public assistance program personzel. |

Coroner, Medical Examiners, and Funera] Directors }
*  We may disclose your protected health information to funeral direijors Ot coroners
consistent with applicable law to allow them to carry out their dutf 3

Other Uses |

* Otheruses and disclosres besides those identified in this Notice wifl be made only as
otherwise authorized by law or with your wtitten authorization whigh may tevoke except
to the extent information or astion hag already been taken, ]

Wehsite _
You can also get a copy of this Notice through our website,

8101 € Lowy Bival, Sulte 230, Denver, CO 80250 11940 Lioness Way, q{ﬂe 260, Petker, CO 80134
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& Sports Medicine Specialists

PATIENT NAME (PRINT):
DATR OF BIRTH;

lacknowledgk receipt of cogy of tha Privacy Progtices for Protected Health
Information for Advanced Orthopedic & Sporis Medicine Specialists, P.C, and
understand that if1 have any questions or concerns regarding the content of this
matter; I will speak with the appropriate person as so stated in the agreement:

SIGNATDRE , " DATE

_ |

’ a]ol! E. I-DWBM. SHDJDM [ W
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PAYMENT POLICY AND AGREEMENT - In order to prevent any misunderstanding about medical
insurance, we wish to polnt out that: |
(1) All madical services furnished are charged diractly to the patients.
(2) Payment is requested at the time of service unless you have HMO or PPO insurance.
(3) Patients are personally responsible for payment of bills,
(4) if due to unforeseen circumstances, additfonal procedures and/or treatments are done, patients
must make arrangements for payment, j
(5) Patients are expected to keep thelr accounts current while waiting for their insurance company
to make payments, :

Your insurance covarage Is a contract between you and your insurance campany to help you meet
medical expenses. It is not possible for us to provide services on the basis that your insurance will
pay all charges because coverages vary 5o greatly, Please feel free to discuss charges with us at any
time. '

You will continue to recelve statements for your account if you have an outstanding balance even
though an insurance claim has been filed.

METHODS OF PAYMENT « Wa accept payments by Cash, Check or Credit Card, We tharge a Return
Chack Fee of $25.00 per check for any check returned unpaid by your bank for any reason.

ASSIGNMENTS OF BENEFITS « | hereby authorize ADVANCED ORTHOPEDIC & SPORTS MEDICIN E
SPECIALISTS, P.C. to release necessary medical information to my Insurance carrier to pay any benefits
directly to ADVANCED QRTHOPEDIC & SPORTS MEDICINE SPECIALISTS, P.C. :

FINANCIAL DISCLOSURE TO PATIENTS: This is to inform you that the physicians of Advanced Orthapedic
& Sports Medicine Speclalists, P.C. use licensed physician assistants and nurse practitioners to assist
them In surgery, in the hospital and the office, The physician assistant or nurse practitioner may also
perform history and physical exams. Your Insurance company may or may not cover all charges for your
surgery, including those of the surgeon and the physician assistant. These Surgery charges are
considered usual and customary, but the insurance company may deny payment based on any number
of reasons. You agree to be financially responsible for any charges denied by the insurance company,
Your signature will acknowledge recelpt of this information, ’

|, the undersigned, have read and understand the above policy and agreement and hereby consent 1o the above.

Signature:

Printed:

If under 18, Parent or Guardian Signature;

Dated:




ORTHOPEDIC CENTERS OF
COLORADO
PATIENT INTAKE AND EISTORY FORM

Today’s Date:
Name: | Date of Birth:
Primary Care Physician; _ . Tel:
Primary Care Physician City: S ZIp:
Referral Source: _ o Tel:
Have you been trested ut any Orthnpédlt Centers of Colorado division in the last 3 years?
[ Advanced Orthopedic OCotnerstone Orthopsadies Orthopedic Assaciates
U CCOE [) Deaver Spine Specialists {3 Peak Orthopedics
0 Colorado Orthopedic Consultants (7 Hand Surgery Associates
Local Pharmacy; :

(Name/City/Phono #)

Mail Order Pharmacy:

(Name/City/Phone #)

ASON FOR COMING OCTOR TODAY; e B

Reason for Today's Visit;

Hand Dominance: O Left Hand [ Right Hand 0 Ambidextas Shoe Size:

How did the problem start? [J Gradual (1 Suddenly [ Exacerbation of an 6ld injury/issue
‘When did the problem start?

[ during recreational activities (7 in a motor vehicle aceident
Please describe the progression of the problem: D unchanged O fluctuating [ resolved (1 stable
L] improving  £J worsening

Describe the severity of the Symptoms/pains 0 tild O mildto moderate 0 maderate 0 moderate to severe

O interfering with sleep 0 incapacitating
How would you describe your pain? [J aching Oadeepache O shooting [ a burning sensation

O throbbing O superficial () a discomfort O & dull sche CObuming O cremping Osharp [ stabbing
How often does your pain occur? (3 intermittently O occasionally () frequently U constantly [ rarely

U during the day €1 nocturnatly
What makes the condition feel worse?

hour(s) ago day(s) ago week(s) ago mouth(s) ago
Where did the injury take place? O athome () at work O atschool (1 while playing sparts () ‘while playing

What makes the condition feel better?

Have you seen another physician for this issue? Ono 0 yes, when and who?

What treatments bave you tried in fhe past? Onone O spplication of ice 1 appiication of heat
Opliysical therapy O exercise 0 activity modification D abrace O NSAID 0O other mediontion
U corticosteroid injections  [J acupuncture  [1 chiropractic care ) other non-surgical treatment;

L1 surgicsl repair:
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ALLERGY HISTORY:

0 Nene 0 NKDA (Nv Known Drug Allergles)

Metal Allergies: - ONo 11 Yes (Details/Reaction):
Laiea Allergicy; ONo 0 Yes (Detalls/Reaction);
Cement Allargies: ONo ' 0 Yes (Details/Reaction);
Medication Allergies: DONo [ Yes (Details/Reaction):

Other Alletgies: ONo [JYes (Details/Reaction):

MEDICATION HISTORY:

0 | amn not currently taking any medications _ '
List any medications, vitamins, minerals, supplements, and alternative/herba] medications that you are currently taking:

Nzme of Medication Uose Frequency Resson

FROB [PAS DI STORY: .
Have you been diagnosed with any of the following (currently or i the past)?

e Alzheimer Disease e Degenerative Diso Disease ___ High Cholestaro] — Seoliosis

e ADEMiA . Pepression -~ IBS o Seizures

o Arthritis . . Disbetes e, Liver Dizeaga e S8 Apmea

e Asthin . Drug Abuse — Lupus e Spinal Stenngis

<. Blood Clots/DVT .. Fibrorayalgia w Lyme Discase " e Spondyloarthropathy
— Concer: L T . Heart Attack (MI) — Stroke

e Chest Paing . Gout e Obegity e Thyroid Diseage

— Congestive Heart Feilure  ____ Headache . Qsteoporasis e VasGUlar Diseass
e COPD e Heart Digseage e Parkinson Digesse ... Hist, of Diabetes

.. Cotonary Disease . Heart Murmur e Peptic Ulcer ?

. Crohn's Disense e High Blood Pressure e P80OCIRSHS

—. Other:

Do you bave any of the following:

e History of Joint Infection? ~ History of Benign Tumor? e History of Cncer?

If yes, please give detailed informating, including body location and time period:

Name: 0oB: ... : Paca} néa

e




K. TORY:

Place an “X” under the correot family

to that condition, - :
Mother / Futher / Sibling Mother /Father/Sibling
Alcohol Abuge Gout
Anemia - Heart Digaase -
Arthritly Hypertension
Anesgthetic Complications - High Cholesterol -
Anxiety — Kidney Disease —
Asthma e Lung/Resp Discase : —
Birth Defects Migraines
Blood Disorder Osteoporosis
Cancer " o Selzure Digorder
Depression ' | Severe Allergies —
Diabetes, Type [ . - Stroke
Dishetes, Type I : Substance Abuse oot S snems vt
Gengtic Discuse — - Thyroid Probleray
Other:

member with the condition and indicate “P* if the family member passed sway due

i

PAST SURGICAL HISTORY: O None

. Procedure Year  Procedure

< ACL Repalt — Lot s Catdine Bypass Surgery

3 ACL Repair - Right {2 Cardiac Pacemaker Insertion
1 Amputation . £1'Cardiac Valve Replacement
< Angioplsaty 0 Cerpal Tuanel Surgery ~ Left
- Appendectomy 0 Carpal Tunnel Surgery - Right
4 Arthroscopic Ankle - Left .0 Catarsct Surgery

Q Arthroscopic Ankle - Right ’ 0 Choleoystectomy/Gallbladder
0 Arthroscopic Knee - Left 0 Colectomy

0 Arthroscopic Kuee — Right : Q Colostomy

O Arthroscopic Shoulder ~ Left 0 Gastric Bypass

O Asthrotoopic Shoulder - Right . 0 Hernis Repals '

O Back Surgery ., O Hip Replacement ~ Left

0 Blood Transfusion

U Hip Roplacetment ~ Right

(Please mark as applicable, date does not need to be oxact)

Year Procedure Year
O Knee Replaceraent - Left
e 3 Kaie% Replacement — Right .
O Meniscus — Left ]
0 Menisgus - Right ]
O ORIF Fracturs - Left i
U ORIF Fracture ~ Right |
O Rotator Cuff Repair — Laft _
' U Rotator Cuff Repair — Right
0 Small Bowel
O Thyroidectomy :
. O Orthopedic:
0 Other:
O Other;

Have you experienced apy adverse events ussoclated with surgery or anesthesia?
0 No 1 Yes, if so, please give pertinent details;

Name:

DOB:
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soct RY:

Pleage describe your current smoking habit:

U Never {1 Former

Curreat: [} Cigurettes (1 Veping ) Martjuana

Fre'gtieﬁcy: 0 Current every day 1) Light Occasional 0 Heavy

Do you drink alcobolie beverages? OYes [INo
If yos, please indicate what type of beverage and how many servings per day:

Have you ever used any illicit drugs? OYes (No
If yes, please indicate what type of drug and how often;

How would you rate your exercise level? [J Sedentary O Mild (Y Moderate D Vigorons

W OF SYSTEMS:

Please place'n check mark in the box pext to any of the following symptoms or problems if you have experienced thern
recently or have concerns about them, Your dootor will discuss any positive responses with you.

O Marijuana Edibles Chew/Dip

General; ONormal Cardlovascular:  ©Normal Psychiatric; QNormal
0 Fatigue Q Chest Pain ' B Anxiety
Q Chills O Fainting O Depression
O Fever 0 Dizziness @ Drug/Alcohol Abuse
Q Unexplained Weight Loss O Murmur
0 Unexplained Welght Gain Endocrine/Glands: ONormal
Gastrointestinal:  ONormal B Unexplained Weight Loss
Skin: ONormal @ Nausea ‘O Unexplained Welght Gain
o Blisters @ Vomiting 0 Fever
0 Rash Q  Stomach Ulcer ‘0 Thyrold Problems
O  Infection or history of 0 Heartburn O Diabetes
MRSA
O Uler Neurological: ONormal Hematology: LNormal
0 Headaches O Anemia
HEENT: ONormal O Numbness O EasyBleeding
O Blurred Vision O Dizziness O Blood Clots
O Vision Loss Q Frequent Falls :
: Q Fainting MSK: UNormal
Respiratory: UNormal Q Seizures O  Negative except noted in
Q Cough Q  Weakness . reason for visit
O Wheezing @ Tremors - & Arthritls
0 Shortness of Breath Q  Unsteadiness n  Qsteoporosis
Q  Difficulty Breathing
Q  Recent Respiratory
Infection
@ Sleep Apnea
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PAYMENT POLICY AND AGREEMENT - In order to prevent any misunderstanding about medical
insurance, we wish to point out that: ,
(1) All madical services furnished are charged directly to the patients.
(2) Paymentis requested at the time of service unless you have HMO or PPO insurance,
(3) Patients are personally responsible for payment of bills,
(4) If due to unforeseen circumstances, additional procedures and/or treatments are done, patients
must make arrangements for payment, :
(5) Patients are expected to keep thelr accounts current while waiting for thelr insurance company
to make payments,

Your insurance covarage Is a contract between you and your insurance company to help you meet
medical expenses. It is not possible for us to provide services on the basis that your insurance will
pay all charges because caverages vary 5o greatly. Please feel free to discuss charges with us at any
time,

You will continue to recelve statements for your account if you have an outstanding balance even
though an Insurance claim has hesn filed.

METHORS OF PAYMENT « Wa acce pt payments by Cash, Check or Credit Card. We tharge a Returh
Chack Fee of $25.00 per check for any check returned unpaid by your bank for any reason.

ASSIGNMENTS OF BENEFITS « | hereby authorize ADVANCED ORTHOPEDIC & SPORTS MEDICINE
SPECIALISTS, P.C. to release necessary medical information to my Insurance carrier to pay any benefits
directly to ADVANCED ORTHOPEDIC & SPORTS MEDICINE SPECIALISTS, P.C.

FINANCIAL DISCLOSURE TO PATIENTS: This is to infarm you that the physicians of Advanced Orthapedic
& Sports Medicine Speclalists, P.C. use licensed physician assistants and nurse practitioners to assist
them in surgery, in the hospital and the office, The physiclan assistant or nurse practitioner may also
perform history and physical exams. Your insurance company may or may not cover all charges for your
surgery, including those of the surgeon and the physician assistant. These surgery charges are
considered usual and customary, but the insurance company may deny payment based on any number
of reasons. You agree to be financially responsible for any charges denied by the insurance company,
Your signature will acknowledge raceipt of this information, '

|, the undersigned, have read and understand the above policy and agreement and hereby consent to the above.

Signature:

Printed:

If under 18, Parent or Guardian Signature;

Dated:




