Westerville Surgical Associates
Dr. Grischow
Dr. Davanzo
Dr. Brown
Dr. Murphy
Dr. Giammar
Appointment: _____________

Please mark the box next to your doctor

PATIENT INFORMATION SHEET
PATIENT INFORMATION (Please Print and Complete Fully)
Legal Name:
(Last)

(First)

(Middle Initial)

(Maiden)

Address:
(Street Address)

(State)

Birth date:

SS#:
Gender: Male
Phone:

(City)

Female

Marital Status:

Home

(Zip)

Age:

Single

Married

Widowed

Cell

Divorced

Separated

Work

Emergency Contact: ________________________________ Relationship: ______________________________
Emergency Contact Phone: _____________________________________________________________________
Email address:
Occupation:

Employer:

Phone: __________________________

Pharmacy Name:
Primary Care/Family Physician:

Phone: ___________________

(FIRST AND LAST NAME)

Phone: __________________

Referring Physician (if different):
(FIRST AND LAST NAME)

INSURANCE INFORMATION
**It is the patient's responsibility to determine network coverage/benefits at the time of service**

Do you have insurance?

Yes

No

PRIMARY INSURANCE: __________________________________________________________________
SECONDARY INSURANCE: _______________________________________________________________
TRICARE INSURANCE MEMBERS ONLY
Sponsor Name: _____________________________ Birthdate: _____________ SS#: ______________

Updated 8/7/2017

Westerville Surgical Associates
RELEVANT MEDICAL HISTORY
Have you had any of the following imaging in the past year? (check all that apply)
Facility

Body Part

(example: neck, abdomen)

(example: COPC, St. Ann's, etc.)

MRI

__________

_________________________

CT/CAT Scan

__________

_________________________

X-Ray

__________

_________________________

Ultrasound

__________

_________________________

EKG/ECG

_________________________

HIDA Scan

_________________________

Mammogram

_________________________

Other:

_________________________

When was the last time you had bloodwork: ______________ Where: _____________________
Have you ever had a blood transfusion?

Yes

No

When: ______________________

Have you had any of the following procedures in the past 5 years? (please check all that apply)

EGD

Doctor:________________ Facility: _______________________

Upper GI

Doctor:________________ Facility: _______________________

Colonoscopy

Doctor:________________ Facility: _______________________

Have you ever had a hernia repair surgery before?

Yes

No

If yes, which hospital? _____________________________ Year: _____
Surgeon's Name: ____________________________________________

Have you been to the Emergency Room in the past year?
Yes

No

If yes, where? ____________________________________________
Reason: __________________________________________________

Westerville Surgical Associates
Patient Acknowledgement of Receipt of the Notice of Privacy Practices,
Medical Records Release, Approval of Contact and Financial Responsibilty
I, the undersigned, authorize the release of medical information to my primary care or referring physician and to
consultants if necessary, including work release forms. By listing authorized parties and signing this form, I am
acknowledging receipt of the Notice of Privacy Practices of Westerville Surgical Associates. Any additional persons/
groups not listed in those which you wish to receive medical information, will require additional authorization by the
patient. I may revoke this authorization in writing at any time, except for information, which has already been
released in accordance with this authorization prior to my revocation. Westerville Surgical Associates reserves the
right to change the privacy practices that are described in the Notice of Privacy Practices and I may contact the
office to obtain a revised Notice of Privacy Practices.
*Please indicate ALL PERSONS/GROUPS YOU WISH TO RELEASE your records to:
*Please indicate ALL PERSONS/GROUPS YOU DO NOT WISH TO RELEASE your records to:

I authorize my healthcare provider and/or any entity authorized by my healthcare provider, including those using
automated dialing systems, automated messages, email, text messaging and/or other electronic communication to
contact me or any contacts provided by me, insurance, or other healthcare providers, for any reason by using any
telephone number, email address and/or mailing address associated with my account.
I, the undersigned, certify that I (or my dependent) have health insurance or Medicare/Medicaid and assign directly to
Westerville Surgical Associates all of these benefits, if any, otherwise payable to me for services rendered. I
understand that it is my responsibility to ensure that I have insurance coverage with my provider and that I am
financially responsible for all in or out-of-network services provided by Westerville Surgical Associates. I am
responsible for providing accurate and up-to-date insurance and identifying information. I understand that I am
financially responsible for any deductibles, coinsurance, co-pays, non-covered services, and anything considered
“not medically necessary” by my insurance company, or charges that are not paid by my specific insurance company.
I understand that if I do not have health insurance I am financially responsible for any and all charges for services
rendered by Westerville Surgical Associates. If I am unable to provide proper identification or cannot present a
physical insurance card and proof of insurance at the time of service, I will be treated as if I do not have health
insurance and am financially responsible for any and all charges for services rendered by Westerville Surgical
Associates. I understand that all copays and fees are due at the time of service. I certify that the information provided
by me for payment and services is correct. I authorize Westerville Surgical Associates to release any necessary
information needed to determine liability for payment and to obtain reimbursement on any claim.
I acknowledge that upon signing, I have been made aware of Westerville Surgical Associates' cancellation policy.
Under this policy, after two instances of canceling less than 48 hours prior, or not arriving to my office visit I will be
charged $25. I also acknowledge that I will be charged $150 for canceling less than 48 hours prior or not arriving to
any anesthetic procedure. These charges must be paid in full before I am able to reschedule an appointment or
anesthetic procedure.

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY

DATE

PRINTED NAME

DATE OF BIRTH

HEALTH HISTORY
Confidential

Patient Name

Birthdate

Today's Date

What is your reason for visit?

SYMPTOMS Check(./) symptoms you currently have or have had in the past year.
GENERAL
0 Chills
0 Dizziness
0 Fainting
0 Fever
0 Headache
0 Loss of sleep
0 Loss of weight
0 Numbness
0 Sweats
GENITO-URINARY
0 Blood in urine
D Frequent urination
D Lack of bladder control
D Painful urination

CARDIOVASCULAR
D Chest pain
D High blood pressure
D Irregular heart beat
0 Low blood pressure
0 Poor circulation
0 Rapid heart beat
0 Swelling of ankles
0 Varicose veins

GASTROINTESTINAL
D Appetite poor
D Bloating
D Bowel changes
D Constipation
0 Diarrhea
0 Excessive hunger
0 Excessive thirst
0 Gas
0 Hemorrhoids
0 Indigestion
0 Nausea
D Rectal bleeding
0 Stomach pain
0 Vomiting
0 Vomiting blood

D
D
D
D
0

MEN only
Breast lump
Erection difficulties
Lump in testicles
Penis discharge
Sore on penis

0 Bulimia
0 Cancer
0 Diabetes
0 Emphysema
0 Epilepsy
0 Heart Disease
0 Hepatitis

D Hernia
0
0
0
0
0
0

0 Multiple Sclerosis
0 Pacemaker
0 Pneumonia
0 Prostate Problem
0 Stroke
0 Thyroid Problems
0 Ulcers

High Cholesterol
HIV Positive
Kidney Disease
Liver Disease
Miscarriage
Mononucleosis

Relation

Age

Diagnosis

O Hot flashes
O Nipple discharge
O Painful intercourse
O Vaginal discharge

D Other _____
Last menstrual period
Last Pap Smear
Are you pregnant?

Year

Vaginal or C-Section?

PAST SURGICAL HISTORY

FAMILY HISTORY of disease (ex. Cancer)
State of
Health

D Breast lump
O Extreme menstrual pain

PREGNANCY HISTORY

CONDITIONS Check (.I) conditions you have or have had in the past.
0 Anemia
0 Anorexia
0 Appendicitis
0 Arthritis
0 Asthma
0 Bleeding Disorders
0 Breast Lump

WOMEN only

O Abnormal Pap Smear
O Bleeding between periods

Year Hospital/Surgical Center

Reason

HOSPITALIZATIONS in the last 10 years

MEDICATIONS List medications you are currently taking (or attach)

ALLERGIES To medications or substances

To the best of my knowledge, the above information is complete and correct. I understand that ii is my responsibility to inform my doctor ii I, or my minor child, 8\ler have a
change in health.
Signature of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

Date

