Lung and Sleep Center, PC


                                       lungandsleepcenter.com

A. Desai, MD   A. Sethi, MD   U. Dhanjal, MD

4000 Highland, Suite 130

Waterford, MI  48328

Tel: (248) 681-7909 Fax: (248) 681-0455

Date:  _________________ 

Name: __________________________________________________    Marital Status [ S   M  W  D]

Address:  _______________________________________________ Date of Birth:  _________________
City: __________________________    State: __________________  
Zip code: __________________   
Home Phone: (      ) ________________________ Cell Phone: (     ) ______________________________    

Social Security Number:  _________________________ Email: _________________________________
Occupation:  _______________________________     Employer: ________________________________
Personal Physician:  _________________________   Referred here by: __________________________
Spouse’s Name:  ___________________________      Spouse’s Date of Birth: _____________________
Emergency Contact: ____________________________________   Relation: _______________________
Phone & Address:    _____________________________________________________________________ 

Reason for visit: ________________________________________________________________________
Allergies:   Yes      No
    List All Allergies ___________________________________________________
Consent to Treatment and Medication Therapies
 Consent to Treatment, Procedure(s) and Medications Therapies:  I request and authorize outpatient care as my physician, his/her assistant or designee (collectively called the physicians) may deem necessary or advisable.  These include but are not limited to routine diagnostic radiology and laboratory procedures, routine drugs, and other therapeutic applications.  Also, routine medical, nursing and facility care.  I understand that in emergency situations it may be necessary or advisable for the physician to perform other additional or extended services beyond those contemplated at time of admission to preserve my (the patient's) life or health.  I consent to these treatment services, procedures and medication therapies.  I understand that facility care is directed by me (the patient), the physician and the facility personnel rendering care and services to me (the patient) according to the physician’s instructions.

I understand that it is my responsibility to know my insurance and the rules of payment.  If my insurance does not pay for services, I understand it is my sole responsibility and I will obtain any referrals required for same. 

Signature:  ________________________________

Date: _________________________ 
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Medication List

Patient Name:  _________________________________ 
Date:
___________
	Medication
	Strength
	Directions
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Lung and Sleep Center, P.C.

Dear Patient:

We are introducing a computerized prescription program that will improve both the accuracy and convenience of prescribing medications.  This program will allow for the electronic transmission of most of your prescriptions directly to your pharmacy of choice and will eliminate your waiting time.  It will also accommodate the transmissions of your prescription to mail order pharmacies. 

To implement this program, we need to collect some information from you on your pharmacies of choice.  We will define one pharmacy as your main pharmacy; however, you may also provide the information for additional pharmacies to be used as an alternative.  In addition, if you have a mail order benefit program, please provide that information by selecting the appropriate box below. 

We understand that you may not have the complete pharmacy information with you today. Please provide any information possible regarding the location (street, city, phone, fax) as any information provided will be helpful. 

Date: ____________________

Patient Name: _______________________________Date of Birth _____/_____/____

Main Pharmacy:


Name (CVS, Rite-Aid, etc): _______________________________________

Street Name & City:________________________________________________

Phone:_____________________________ Fax:__________________________

Name (CVS, Rite-Aid, etc): _______________________________________

Street Name & City:________________________________________________

Phone:_____________________________ Fax:__________________________

Mail Order:

· Medco

· Caremark/ Pharmacare

· Express Scripts, Inc

· Other __________________________
RX Member ID #____________________
Please list your drug allergies: 
__________________________________________________________________________________________________________________________________________________
Lung and Sleep Center, PC
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Notice of Privacy Practices Patient Acknowledgement

Patient Name:  ___________________________________________

Date of Birth: ____________________________________________ 

I have received this practice’s Notice of Privacy Practices written in plain language.  The Notice provides in detail the uses and disclosures of my protected health information that may be made by this practice, my individual rights, how I may exercise these rights, and the practice’s legal duties with respect to my information.

I understand that this practice reserves the right to change the terms of its Notice of Privacy Practice and to make changes regarding all protected health information resident at, or controlled by, this practice.  I understand I can obtain this practice’s current Notice of Privacy Practices on request.

Signature:  ______________________________________________

Date: ______________________________________________ 

Relationship to patient (if signed by a personal representative of patient):

__________________________________________________________

Npppa/02/2006

