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"Providing Compassionate Physician Care

 to

 the Homebound Patient"
Dear Patient,

Please fill out the information forms for Dr. Dietlein.  When you have completed them, please send them to:

PO BOX 712270

Salt Lake City, UT 84171

Or Fax to: 801-944-3553

When we receive the forms back I will call to set up an appointment for Dr. Dietlein to visit with you in your home.

Be sure to fill out the insurance information completely.  Keep the Privacy Practices for your records.  Send the signed consent form along with the other paperwork.  If you have any questions you can call # 944-0095 Monday – Friday 9am – 4:30pm

Thank You,

Tami

Office Manager
Physician Home Care of Utah, L.C.

Patient Information

Name (last)_________________(first)___________  (m)____________

Address______________________________________________

City_______________ State____ Zip_______ Phone___________

Date of Birth___________ Social Security #_________________

Sex (F)_____(M)______

Marital Status - Single, Married, Widow, Divorced (circle one)

Insurance Information

Primary Insurance Company - Policy #__________________________

(if this is Medicare please give your full Medicare #)

Address__________________________________________________

Phone#______________________

Secondary Insurance Company _______________________________

Policy # __________________________________________________

Address __________________________________________________

Phone #__________________________

Emergency Contact Information

Name________________________ Relationship_____________

Address______________________________________________

Home Phone_____________________

Work Phone_________________

Cell Phone _________________________

New Patient Medical History

Dear _____________________,


Please take a few minutes to inform me of your medical history.  This information becomes a very important part of your medical record.  By completing this questionnaire now, it gives you a chance to think about the questions and your answers in an unhurried way and it allows me to become familiar with your medical history before my visit with you. 

Thank you,

Dr. John Dietlein

Name______________________________________  Date of Birth_________________

1.  Do you have any chronic (on going ) medical problems or illness? Please list and include the approximate age at which you were diagnosed with the illness.

________________________________________________________________________

________________________________________________________________________

2.  Have you had any surgeries?  Please list and include your approximate age.____________________________________________________________________

________________________________________________________________________

________________________________________________________________________

3. Have you ever been hospitalized? Please list and include approximate age.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

4.  Have you had any serious injuries? Please list the type of injury and approximate age.____________________________________________________________________

_______________________________________________________________________

5. Family History:


Has anyone in your family ever been diagnosed with the following diseases?


Please list them ( for example - Father - prostate cancer)


A. Cancer ( type) -


B. Diabetes -


C. Heart Disease ( Heart attack, Stroke, Pacemaker) -


D. Alcoholism or Drug Abuse -


E. Depression or Mental Health problems -


F. Other Diseases

6. Personal History :


A. Marital Status _________________________________________________


B. Occupation ___________________________________________________


C. Habits :



Alcohol -  if you drink, what is the average amount you drink? (per day, per week, per year)  ______________________per_____________________________.



Tobacco -  if you smoke, how many packs do you smoke and for how many years? __________ packs  _________years.  If you smoke a pipe, cigars or chew, how much per day and for how many years? ______________________________________.

7.  Medications:  Do you take any prescribed medications?  Please list them exactly as it is written on the label.

Name of Medication


Dose


Directions for use

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Do you take any over “Over the Counter Medication” / products from the drug store?

________________________________________________________________________

________________________________________________________________________

Do you take any herbal or “natural” health food products or vitamins?

________________________________________________________________________

________________________________________________________________________

8. Do you have any allergies to medication, food, plants or animals?


Medication / Food / Other --------------------------------------Type of reaction


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________                               

Authorization For Release of Medical Records

I hereby authorize the release of the entire medical record for:

________________________________________

Patients name

_______________________________________

Date of birth

Be released    Doctor Name:___________________________________________

From:            Address :_______________________________________________

                     Phone :__________________Fax:__________________________

Send to:                                  Dr. John R. Dietlein  

                                              Physician Home Care of Utah

                                             PO  Box  712270   

                                             Salt Lake City, Utah  84171

Or Fax to:                           (801)  944-3553

Responsible    Name:________________________________________________

 Party            

                      Address _______________________________________________

                      Phone _________________________

_________________________________________   Date ____________

Signature of Patient, Parent or Guardian

_________________________________________  Date_____________

Witness of Signature

Consent and Conditions of Service

As either the Patient or the legally authorized representative of the Patient, on behalf of the Patient receiving care from Physician Home Care of Utah L.C. (PHCU), I make the following consents, understandings and agreements on my own behalf and on behalf of the patient.

Consent for Services: I hereby give consent to PHCU, its contractors, physicians and employees to provide health care services to the patient and to administer Physician orders for the benefit of the Patient for this visit and any subsequent visits. I understand this consent may be revoked in writing at any time.  No promise of any particular outcome or successful result have been made. I understand and accept that there is some uncertainty involved in the health care services for which this consent is given.

Release of Information:  PHCU, is required by law to make and keep records of the Patient’s medical treatment. PHCU safeguards those records and its uses and discloses such records and the information they contain only in accordance with the State and federal privacy laws. These uses and disclosures are explained in the Privacy  Practices Notice, which may be amended from time to time. I understand that either I or the Patient may request to see a copy of the current notice at any time.

Assignment of Benefits: Any and all benefits from Insurance companies and other third party payors  that are payable on behalf of the Patient for health care services provided by  PHCU are hereby  transferred and assigned to PHCU for the exclusive purpose of paying for charges  incurred. I understand and intend that all insurance companies and other third party payors will pay benefits directly to PHCU , for all charges incurred by the Patient.

Financial Responsibility: Patient’s are responsible for their own bill. PHCU will submit your insurance claim to any insurance company we contract with, if you have provided us with the necessary information to do so. We primarily bill to Medicare and accept assignment. We will bill to the secondary insurance as well. If there is not a secondary insurance, the Patient will be responsible for the balance after Medicare pays. The Patient is responsible for all deductibles and all charges not covered by your insurance company. Personal balances over 60 days will be charged and interest rate of 1.5% per month (18% per annum). If the balance is not paid as agreed, the account will be charged a 35% collection fee and any legal costs.

Medicare / Medicaid / Tricare Patient’s Certification:  I certify that the information given by me in applying for payment under Titles XVIII and XIX of the Social Security Act or in connection with any other government program is correct.  I authorize any holder of medical or other information about me to release to the Social Security Administration, other intermediaries or carriers, or the State any information needed to process a claim for this or any related service. I request that payment of authorized charges be made in my behalf directly to PHCU for its charges and for any charges of physicians or other providers for whom PHCU is authorized to bill in connection with its service.

The undersigned signs this document either as the Patient or Patient’s representative authorized to execute this document and to accept and agree to its terms on behalf of the Patient. I have read the foregoing and indicate my understanding by signing below. I acknowledge that I have received a copy of the Privacy Practices Notice for PHCU and a copy of the Consent and Conditions of Service agreement.  This document will remain in effect unless revoked in writing. 

Date_______________Signature_____________________________________

Relationship if other than Patient:_____________________________________
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