Patient’s Full Name Birthdate

Address Home Phone
City State. Zip Cell Phone
E-mail Address
Have you ever been seen by any of our physicians? QO Yes 1 No
Emergency Phone # ( Relative (O Friend QO Other
Patient’s Social security # W Retired QO Disabled
Patient’s Employer Work Phone
Employer Address Phone Extension
Sex Age O Married U Divorced O Separated U Single (1 Widowed

Responsible Party’s Name

(Responsible Party Signature Required at Bottom of Form)

Address (if different) City State Zip
Employer Work Phone

3.8, # of Spouse of Patient or Spouse of Responsible Party

Primary Insaurance Company
Address City State Zip
Insured’s Insured’s Insured’s
Name Employer - Birthday.
Contract # Group # Effective Date

***How Much Is Your Co-Payment $

Secondary Insurance Company
Address City State Zip
Insured’s Insured’s Insured’s
Name Employer Birthday.
Contract # Group # Effective Date

#++*How Much Is Your Co-Payment $

*¥*¥Drug Allergies™**

Who Referred You to Horizon Surgical?

Who is Your Primary Care Physician?

Your Pharmacy Name and Phone Number:

PAYMENT - IN FULL - DUE 90 DAYS REGARPLESS OF INSURANCE STATUS
In the event this acceunt is not paid in full within 90 days, the undersigned agrees to pay all costs of collection inciuding reasonable
attorney fees/court costs. I understand that any “hold harmless” clause included in my insurance contract does not apply unless Horizon
Surgical is a member of the insurance plan. I also authorize release of medical records to patient’s physicians and insurance carriers.

Date Responsible Party’s Signature

Required
#798-26 ( eq ) 5022-3002



Name: .

Please circle the following as they apply
Constitutional: - ‘
fever, night sweats, significant weight gain (___1bs), significant weightloss {__ ),
exercise intolerance )
Eyes:
drg; eyes, irmitation, vision change
ENMT:
Ears: difficulty hearing, ear pain
Nose:  frequent nose:b'léeds, nose/sinus problems

- Mouth/Throat: sore throat, bleeding gums, snoring, dry mouth, .oral abnormalities, mouth ulcer,
teeth abnormalities, mouth breathing

Cardiovascular :

chest pain on exertion, arm pain on exertion, shortness of breath when walking , shortness of
breath when Iymg down, palpltatlons known heart murmur, light-headed on standing

Respiratory:
cough, wheezing, shortness of breath, coughing up blood, sleep apnea
Gastrointestinal:

abdominal pain , vomiting , change in appetite , black or tarry stools , frequent diarrhea ,
vomiting blood

Genitourinary:

urinary loss of control, difficulty urmatmg, increased urinary frequency , blood in urine ,
incomplete emptying

Musculoskeletal: _

muscle aches, muscle weakness , joint pain, back pain, swelling in the extremities
Integumentary:

abnormal mole, yellowing of the skin, rash, itching, dry skin, growths/lesions
Neurol;)gic H

weakness, numbness, semlres dizziness, frequent or severe headaches migraines,
restless legs

Psychiatric :

depression, sleep disturbances, restless sleep, feeling unsafe in relaﬁonship, alcohol abuse
Endocrine: ‘

fatigue, increased thirst, hair loss, increased hair growth, cold intolerance
Hematologic/Lymphatic : |

swollen glands, easy bruising, excessive bleeding
Allergic/Immunologic:

runny nose, sinus pressure, itching, hives, frequent sneezing

If none apply please initial



NOTIGE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Horizon Surgical, P.C. is dedicated to protecting the privacy of each and every patient. It is
your right to receive quality care without concern that your personal health information will be
shared or disclosed with others. Your medical information is protected by law and will only be
used in treatment, payment and healthcare operation scenarios. Employees of Horizon Surgical,
P.C. and affiliated business associates have signed confidentiality statements and contractual
agreements agreeing to follow the policies and procedures often necessary for treatment, your
medical information will not be sold to any outside agency or pharmaceutical company nor
will it be released for any reason other than treatment, payment, healthcare operations or when
required by state and federal laws without your written authorization. You have the right to
access and request changes to your medical record, find out what disclosures have been made,
and request restrictions on users and disclosures of your health information. If at any time you
have any questions or concerns, you may contact our Compliance Officer at (256)736-2263.
This privacy notice is subject to change.

List names and relationships of anyone (i.e. spouse, child) that may contact us about your
appointments, tests, or treatment: Please list phone numbers.

1

2)

3)

4)

Initial Here




AUTHORIZATION FOR DIAGNOSTIC SERVICES AND/OR MEDICAL TREATMENT

|, the undersigned, a patient of HORIZON SURGICAL, P.C., hereby authorize this clinic to administer such diag-
nostic/medical services considered necessary based on findings of the attending physician. | understand that no
guarantee has been (or will be) made to me as a result of diagnostic findings and/or medical treatment. | hereby

certify that | have read and fully understand this Authorization for Diagnostic Services and/or Medical Treatment.
AUTHORIZATION MUST BE SIGNED PRIOR TO DIAGNOSTIC/MEDICAL SERVICES.

PATIENT'S SIGNATURE (or Mark)

SIGNATURE OF PARENT/GUARDIAN/RELATIVE
(REQUIRED if patient is a minor or physically/mentally unable to sign Authorization)

RELATIONSHIP TO PATIENT DATE

SIGNATURE OF WITNESS

CONCERNING INSURANCE

All professional services are charged to the patient. Necessary forms will be submitted to your insurance
carrier(s) based on the information you have furnished. We are REQUIRED to submit claims to ALL insurance
carriers with which you are enrolled for MEDICAL benefits. If you are covered by more than one policy, we
MUST file with your PRIMARY carrier first, SECONDARY next, etc. Should payment be made directly to
patient, you must send us a copy of the EXPLANATION OF BENEFITS before we will be able to file with any
other insurance company. As a service, at no charge to you, we file claims with all carriers you list on our
information sheet. If you have not given us all information at the time of service, there will be a charge for other
claims filed - due to additional time involved in reprocessing notifying first carrier of other coverage, possible
refilings/refunds to companies with which we originally filed, etc.).

The patient (parent/guardian) is responsible for all fees-regardless of insurance coverage. Should benefits be
paid directly to policy holder by insurance company, you should forward payment to Horizon Surgical, P.C.,
(along with a copy of the EXPLANATION OF BENEFITS) to be applied to any unpaid balance on your account.
“*WE CANNOT FILE WITH YOUR SECONDARY CARRIER WITHOUT A COPY OF THE EXPLANATION OF
BENEFITS. **Please READ and SIGN the following authorization and assignment.

INSURANCE AUTHORIZATION AND ASSIGNMENT

| hereby authorize HORIZON SURGICAL, P.C., to furnish information to insurance carriers concerning my
iliness and treatments and | hereby assign to HORIZON SURGICAL, P.C., all payments for medical services
rendered to myself or my dependent. | understand that any “Hold Harmless” provision written into the contract
does not apply unless HORIZON SURGICAL, P.C., is a member of the carrier’s plan. | understand that | am
- responsible for any amount not covered by insurance. | agree to pay the difference or the entire balance, if
necessary.

PATIENT'S SIGNATURE

INSURED'S SIGNATURE

Insured or Responsible Party

INSURANCE AUTHORIZATION MUST BE SIGNED PRIOR TO SERVICES BE!ING RENDERED,

#792-1 5022-3001



1890 AL Hwy. 157 K. McCLAIN COTTINGHAM, M.D., FA.C.S. Phone {256) 736-2263
POB II, Suite 420-B General Surgery ¢ Bariatric Surgery Fax (256) 736-2265
Cullman, AL 35058

Release of Information

I authorize the release of protected health information to be disclosed and used by the following:

To: From:
Name:; HORIZON SURGICAL Physician or Facifity:
Address: 1890 AL HWY 157, Suite 4208 Address:
City, State: CULLMAN, ALABAMA City:
ZIP CODE; 35058 State, Zip:
Patient Name Date of Birth
Address
City State Zip
Social Security Number Daytime Phone Number

1. lauthorize the use or disclosure of the above named individual’s health information as described

below,
2. The type and amount of information to be used or disclosed is as follows, inciuding dates:

Face sheet _ Progress Notes
Discharge Summary Physician Orders
History & Physical Lab Reporis
Emergency Dept. Report X-Ray Report
Operative Report Entire Report
Signature uf Patient or Legal Representative Date

Witness: Date:




