286 16th Street, Burlington, CO 80807 | 719-346-5311
kcchsd.org

Dr. Jacob Oppenheimer
KCCMH Specialty Clinic

C§O|Orad0 Colorado Urology

LUROLOGY Phone: 719-346-4780

Regarding: U rologv Referral / Appointment

Has an appointment with DR. Oppen heimer on

@ At the KCCMH Specialty Clinic in Burlington, Co.

You will need to bring the following items with you to this appointment:
o New patient paperwork
ID / Drivers Licenses

Insurance cards
Co-pay / payment (if self-pay, please bring a $ 125 payment prior to consult, cash or check)

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
o 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

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.
*updated 12/2025

Mission:
To improve the health and lives in our communities by providing high quality healthcare close to home,
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%”%ELQ%gQ Kit Carson County Memorial Hospital KC C M H
286 16th Street
Phone: 303-985-2550 Fax: 303-985-2586 Burlington, CO 80807 SPECIALTY CL'N'C
719-346-5311 Phone: 719-346-4780 Fax: 970-692-2655

Dr. Jacob Oppenheimer

PATIENT REGISTRATION

PLEASEPRINT CLEARLY -~ — " Today's Date:

PatiehtNaine: | _ o L _ |

| DOB: /_4_>___‘/ Age____ Gender. DMale L'.]Female DTransgender' DMtoF OFtoM
SSN: - f Ceil Phone'("’ _ ) v '_ ; Phone.(k )

Cly e S __ State: . Zip Code:

Secondary Address: _ e - e kk s
Oy s Zip Code:

“Preferred Language o \
Ethnicny/Hace‘ ElWhite i:i Hispamc/Latino i‘;'iBiack/Afrlcan Amencan DNative Amencan ,

DAsian/Paciiic Islander EIOther et

0ccupation
o Employed/Seif Employed El Unemployed l'_‘] Retired El Disabled

_ Work Phone: )

Name of Employer: _ L .
Relationship Status: El Married Ei Smgle o Widowed I.'.i Divorced Ei Other

Living situation' O Lives Aione D Lives wnth Famliy Ci Lives in Nursang Home

Ei Wmter Resident Ei Year Round Resndent :

Are you currently receiving home health? D Yes Ei No o

Children: C1Yes [ No ifyes, how many? —

Primary Care Physician; ___ PR o o Phone#
Referring Physician (lfdiﬁerent) o i e Phone# '
Oncoiogust. _ - ‘Phone #
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Colorado

CHEETOREY

MEDICAL HISTORY FORM P! 53052550 Fuc 3005052586

Dr. Jacob Oppenheimer

Reason For This Visit:

SURGICAL HISTORY l:l No Past Surgery

Procedure o - Date Performed By Whom

.Do you have an implanted device, such as a pacemaker? OYes O No o
Ifyes, please provide a copy of your device card for our records :

Have you ever been dnagnosed with cancer? O Yes CINo
Have you had radiation or chemotherapy treatment in the past? O Yes O'No

Have you ever had a colonoscopy or colon cancer screen? El Yes a No Date‘

ALLERGIES AND SENS]TNlTES (List Allergres you have and how each affeols you)

DNQ known,allergues _ o No known drug allergles DLatex
Allergy e Reactnon R o

Have you ever had a reaction to enesfhetic?. OYes ONo

AM"'Y MEDICL H|STORY v kidney.or utenne cancer, blood disease or other disease.
Age: Disease. S If deceased cause of death:

Father:

Indicale any lamrly members wrth breast, ovarian, pancreauc. prostale, melanoma, colon, ‘

Mother:

Maternal Grandparents:
Paternal Grandparents:
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MEDICAL HISTORY FORM

Colorado
OOy

Piong: 103 906 1550 Fac 20N Neb 146
Dy. Jacoh Opponhoimat

T s (Ll (Please checkaany past or current symptoms you have)

nesplratory:

Ol Pneumonia.

0O Tuberculosis
O Emphysema
O Asthma

I Chronic Cough

O Short of Breath .-~

O Wheezing

HEENT: . -
1 Blurred Vision
O Double Vision
- Glaucoma.:
O Cataract: -
O Hearing Loss -

- Endocrine:.
O Dlabetes.

O Thyroid Disorder . -

[ Hot Flashes

O Night'Sweats o

O Hormone.
Replacement

Hematological:
- O’‘Anemia
0 Swollen
- Lymph nodes -
0O Blood Clots

MEDICATION LIST:

O Platelet pfoblems :
. 01 Surgical bleeding.

O Abnormal bruising
O Bleeding-gums

.0 Blood transfusions

O Bleeding disorder -

OHV/AIDS

Cardiovascular:
-0 Chest Pain
- O Palpitations

[1 Heart Attacks

. OHypertension . -
'O HeartFailure/

Heart Disease

.2 O Pacemaker .

O Hepatitls
[ Reflux disease

O Black stools
‘0 Bowel changes

OAbdominal pain -

= Hemorrhoids
‘[0 Nausea

Genitourinary:
O Urinary Loss

" O Frequent Urination

O Pain with Urination
0 Blood in Urine -

0O Bladder Problems
O Kidney Stones

- O Incontinence

.0 Numbness

[ Balance / Dizziness
0 Stroke / TIA -
1 Seizure -

‘0O Memory loss

[ Confusion

O Tingling

Psychiatric:
[ Depression

- O Anxiety
O Appetite changes

0O Suicidal thoughts

.00 Panic disorder

‘Integumentary (Skih):

Mail order Name:

-0 Heart Stent DO Erectile Problems - O Rash |
O Leg / feet swelling * - . [J Lump, Bump or curve . Oltching
OO HeartMurmur - with erection ~ O Skin Lesions -
"ORhythmProblems .-~ * i G logic:
OHigh Cholesterol ~ Musculoskeletal:. o ‘g?;f:gﬁgnil os:
O High Blood Pressure : gg:: ;m:’:ih‘ ' ~ # of Deliveries: '
%‘?J?etes - Typej / 0 Gout P # of Cesarean Sections:
- C 0 Osteoporosis. - :
* Gastrointestinal: 0O Back pain Abortions /
'O Constipation - , : - Miscarriages?
OVomiting © ‘Neurological: " OYes ONo
" O Rectal bleeding - D Headache / Migraine o
Please list all medications: Prescription / over the counter / vitamins / supplements
List dosage and how often you take (example: Flomax 0.4mg, 1 tablet a day) '
,'Phone:‘( )
City: ___ Phone: (. )_

Local Pharmacy Name; k
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AUTHOIATION F REATENT & PAYMENT OF MEDICAL BENEFITS

| give permission to Dr. Jacob Oppenheimer to provide medical services for diagnosis and

treatment. | authorize the release of medical information necessary to process any claims for

services rendered and for payment from my insurance company to be made directly to g
E

KCCHSD / Dr. Jacob Oppenheimer.

e-PRESCRIPTION FOR MEDICATION HISTORY

We may request and use your prescription medication history information using our e-
prescription feature, This is for only informational purposes so that an up-to-date record of

your medication is available for your treatment and safety.

PATIENT AUTHORIZATIONS

e By my signature below, | hereby authorize KCCHSD / Dr. Jacob Oppenheimer to release medical
and other information to the necessary insurance companies and third party payers requires for
payment or rendered health services.

* By my signature below, | hereby authorize assignment of financial benefits directly to KCCHSD /
Dr. Jacob Oppenheimer. | understand that | am financially responsible for charges not covered or
denied in full or in part by my insurance plan(s).

| have read, understand, and agree to the provisions of this Authorization for Treatment &
Payment of Medical Benefits form.

Signature of Patient: Date:
Cgﬁlc%[()aégq Kit Catson County Memorial Hospital KCC M H [
B 286 16th Street ’ v i
Phona: 303-985-2550  Fax: 303-585-2586 Burlington, CO 80807 SPECIALTY CLINIC ‘

Dr. Jacob Oppenheimer 719-346-5311 Phone: 719-346-4780  Fax: 970-692-2655
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