Kidney Care
Specialists, LLC

Delaware Vatley Nephrology

10 East Moreland Avenue, Suite 100 | Philadelphia, PA 19118
125 Medical Campus Drive, Suite 300 Lansdale, PA 19446

PATIENT DEMOGRAPHIC SHEET

Referring Doctor; Phone:

Family Doctor; Phone;

{ast Name: First Name:

Address:

City: State; Zin Code;
Home Phone #: Cali Phone #:

Work Phone #:

Date of Birth:

Sex; QM QF
Emall Address:

Marital Status: 1S OM UD W

Emergency Phone #:

Sacial Security #:

Spouse’s Name:

Emergency Contact

Name:

Relationship:

Phone:

Primary Insurance

Company Name:

iD Number:

Group Number:

Subscriber's Name:

Subscriber's DOB:

Secondary Insurance

Company Name:

D Nurmber:

Group Number:

Subscriber's Name:

Subscriber's DOB:

Pharmacy

Name:

Addirass:

Phone:

MEDICARE AND MEDICAID AUTHORIZATION AND ASSIGNMENT

| request payment of authorized Medicare/insurance benefits be made on my behalf to Kidney Care Specialists, LLC
for any medical services Jurnished to me, | authorize Kidnhey Care Specialists, LLC o release my medical information
necessary {o determine benefit coverage to the Centers of Medicare and Medicaid Services and/or its agents,

Signature; Date:

ALL PATIENTS TREATMENT AUTHORIZATION AND ASSIGNMENT

My signature authorizes the physicians of Kidney Care Specialists, LLC to provide medical treatment to me and submit
claims {o my insurance for freatment on my behaif. | understand that | am financially responsible for the medical care
provided to me, and any balances hot covered by insurance are due in full to Kidney Care Specialists, LL.C.

F
Signature: Date: ‘
COMPLETE BOTH SIDES |



Kidney Care

a N t
pemahs S, LLC 10 East Moreland Avenue, Suite 100 | Philadelphia, PA 19118
Delaware Valley Nephrology 125 Medical Campus Drive, Suite 300 | Lansdale, PA 19446

| authorize Kidney Care Specialists, LLC to leave personal,
medicat information about myself at the following numbers. | understand that this option is voluntary and by checking “DECLINE”,
Kidney Care Speclalists, LLC will only give personal, medical information to myself or my chosen personal representative.

U Cell Phone: (number)

U Home answering machine: {number)

0 At work: {(number)

Ll Personal Representative: (See Privacy Rule Form)

U Decline all of the above optlons

Signature: Date:

rOS Heorder # 1823295



y
pecialists, LLC

Delaware Valley Nephrology

10 East Moretand Avenue, Suite 100 | Philadelphia, PA 19118
- 125 Medical Campus Drive, Suite 300 | Lansdale, PA 19446

Name:

MEDICAL HISTORY

DOB:

Please place a check next to any illnesses that apply to you.

Heart related illnesses:
LI Chest pain {Angina)

LI Surgery (bypass or valve replacement)

L Heart attack (M1)

U Cardiac catheterization or angioplasty

0 High blood pressure

0 Stroke

U Peripheral Vascular Disease
Pulmonary (LUNG) problems:
LI Pneumonia

LI Emphysema

LI Bronchitis

L1 Cancer

LI TB

{ Blood clots
Gastro-intestinal illnesses:

(1 Chronic constipation / diarrhea
Q1 frritable bowel

[ Ulcerative colitis or Crohn's
[ Diverticulitis

U1 Bowel obstructions

LI Gallbladder surgery or stones
2 Gastric refiux (GERD)

0 Ulcers

Ll Cancer

Ll Bowe! surgery

Liver related ilinesses:

U Hepatitis

0 Cirrhosis

L1 Cancer

Kidney related illnesses:

L1 Stones

Q1 Infections

(1 Kidney faiture

O Dialysis (peritoneal or hemo)
A Visible blood in urine

Endocrine related illnesses:

L1 Diabetes — insulin or non insulin dependent
(1 Hypothyroid

O Hyperthyroid

Joint or bone related ilnesses:

O Arthritls

O Osteoporosis

U Lupus

0 Gout

Bleeding disorders:

01 Chronic ansmia

U Clotting problems

U Leukemia

LI Previous blood transfusions

Skin disorders:

1 New rash

{1 Rash that comes & goes

{1 Cancer

Eve disorders;

[ Diabetic retinopathy

L1 Glaucoma

Ll Evye surgery / aser treatment
Family history of Kidney Disease:
(] Stones

() Kidney Failure
O Dialysis / Transplant
Social history
[ Smoker

{1 Alcohol use
U lllicit drug use
U Surgeries (please list):

PLEASE COMPLETE AND BRING TO YOUR APPOINTMENT



10 East Moreland Avenue, Suite 100 | Philadelphia, PA 19118
Detaware Valley Nephrology 125 Medical Campus Drive, Suite 300 | Lansdale, PA 19446

MEDICATION HISTORY

Namae: DoB:

Please list all of the medications (both prescription and non-prescription medications) that you are currently taking:
For example, do you lake medications such as Motrin, lbuprofen or Advil?

fedication Dose How often

Please list any vitamins / supplements thai you are currently taking:

Please list any allergies thal you have:

HOSPITALIZATION HISTORY
Please list your most recent hospiltalizations:
When;

Where:

Why:

PHYSICIAN HISTORY

Please list the complete name of all the physicians that you currently see:

FPhysician Phone Number

PLEASE COMPLETE AND BRING TO YOUR APPOINTMENT

oS Reonder # 1823205
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CONSENT & ACKNOWLEDGEMENT FORM

I. INSURANCE AUTHORIZATION

i have completed the attached forms to the best of my ability. | authorize Kidney Care Specialists-Delaware
Valley Nephrology to bill the Insurance indicated as my primary insurance carrier,

| hereby authorize directly to Kidney Care Specialists-Delaware Valley Nephrology of the group insurance
benefits otherwise payable to me. | authorize release of all information relating te this claim. | understand that
| am responsible for all costs of treatment.

Patient Signature: Bate:

MEMCARE PATIENTS ONLY:

authorize any holder of medical or other information about me {o release to the Social Security Administration
and Health Care Financing Administration or its intermediaries or carrier, any information needed for this or
a related Medicare or insurance claim. | permit a copy of this authorization to be used in place of the original
and request payment of medical insurance benefits either to myself or to the party who accepts assignment.
P understand that I must inform-my physician if I know that a party other than Medicare is responsible for
naying for my treaiment. Regulations pertaining to Medicare assignment of benefits apply.

Patient Signature: Date:

I CONSENT 70 USE & DISCLGSE HEALTH INFORMATION

This consent authorizes Kidney Care Specialisis-Delaware Valloy Nephrology to use or disclose health
information about you for treatment, payment, and health care operations purposes.

Notice of Privacy Practice

Kidney Care Specialists-Delaware Valley Nephrolegy has a Notice of Privacy Practices, which describes how
we may use and disclose your protected health infermation and how you can access your protected health
information and exercise other rights concerning your protected health informaticn. You may review our
current notice prior to signing this acknowledgement and consent. A copy of this Notice is available on our
website, in our office as well as in copy form.

Rtevisions to Notice of Privacy Praclices

We reserve the right to change our Notice of Privacy Practices and to make the terms of any change effective
for all protected healih information that we maintain, including information created or obtained prior to the
date of the effective date of the change. Copies of revised notices will be available on our website, in our office
as well as in copy form.

i have received the Notice of Privacy Practices for Kidney Care Specialisis-Delaware Valley Nephrology, Kidney
Care Specialists-Delaware Valley Nephrology is authorized to use and disclose health information about me for
treatment, payment, and heallth care operations purposes consistent with its Notice of Privacy Practices.

Patient Name:

Patient Signature: Date:

Name of Personal Representative (if applicable):

Relationship to patient (or other authority}:

PLEASE COMPLETE BOTH S1DES AND BRING TO YOUR APPOINTMENT
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pecialists, LLC 10 East Moreland Avenue, Suite 100 | Philadelphia, PA 19118
Delaware Valley Nephrology 125 Medical Campus Drive, Suite 300 | Lansdale, PA 19446

CONSENT & ACKNOWLEDGEMENT FORM

HI. NOTICE OF APPOINTMENT CANCELLATION / NO SHOW FOR SCHEDULED APPOINTMENT / PATIENTS WHO
ARE RUNNING LATE FOR THEIR APPOINTMENT

We are always happy to be able to work with you and your health care needs and reserve a time in our
providers schedule just far you, However, in consideration of others we do request 48 hours notice if at all
possible, but no less than 24 hours notice prior to cancellation of appointments. We do understand that there
are circumstances that may prevent you from keeping your appoeintment, however in providing us with as
much notice as possible; we may be able to contact another patient who rieeded an appointment on the day
yours was scheduled,

Appointments fill quickly, and canceling with less than 24 hours notice does not allow us enough time to
schedule another patient in need of treatment, therefore a cancellation or no show fee of $50 witl apply if our
office is not notified that you will be unable to make your appointment.

Patients, who are more than 10 minutes late for their appointment, will need to be re-scheduled to the next
available appointment, in consideration of other patients and their scheduled appointment times.

We greatly appreciate your understanding and cooperation with our office policies and thank you for your
assistance with accommodating our patients scheduling needs. Please acknowledge receipt of this policy by
signing your name betow. Thank You.

Patient Signature: Date:

POS Reorder # 1823207



