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Name: ‘ Date of Birth:

Age: Circle: Male Female ‘ Present Occupation:

Circle your current marital status: Single Divorced  Married  Other

Current Physician Referred By

What conditions would you like to address with us today?

1.) 2.)

3) 4)

Preferred Pharmacy:

List Current Medication or Circle NONE Dose Frequency

1)

2)

3)

4)

5)

6)

7)

List Allergies or Circle: NONE

Drug and/or food Reaction Drug and/or food Reaction
1) 4)
2) 5)
3) 6)
Social History
Do you currently smoke? Yes No If so, how many cigarettes per day?
If so, what age did you start?
Have you previously smoked? Yes No If so, when did you quit and how much did you smoke?

How would you rate your level of physical activity? None Light Moderate Intense




Medical Conditions:

Circle the appropriate boxes.

HTN Thyroid Disease Palpitations Psoriasis Swelling of feet and Ankles
Chest Pain Arthritis Diabetes Migraines Frequent throat clearing
Hives Liver Disease Kidney Disease Eczema HX of pneumonia
Headaches Seizures Acid Reflux Frequent Infections Irregular Heartbeat
Chronic sinus HX of Coronary Other

infection

Artery Disease

List Surgeries and Hospitalizations or circle: NONE

Year

Operation or illness

Location

1)

2)

3)

4)

5)

List any specialists or other healthcare providers involved in your care

Specialty Healthcare Provider
1)
2)
3)
Family Living Asthma CcopPD Eczema Heart Cancer; Other
Relation disease type
Birth YorN
Mother
Birth YorN
Father
Sister YorN
Brother YorN
YorN
Children YorN
Children YorN
Children YorN




Living Environment (circle House (age of house) Apartment Trailor
one)
Type of Heating Gas forced Electric Wood burning
Steam Propane Other
Air Condition None Central Room
Bedroom Bed Conventional mattress  Air mattress Memory Foam
Pillow Polyester fill Foam Down
Flooring Carpet Hardwood Linoleum Vinyl
Basement None Finished Full Partial
Pets Cat Dogs Bird Fish Other
If you are here for Severity (circle one)
Skin Conditions Daily Weekly Monthly
Rash none mild moderate severe
Hives none mild moderate severe
Itching none mild moderate severe
none mild moderate severe
If you are here for Severity (circle one) Daily | Weekly Monthly
Breathing Conditions
Wheezing none mild moderate severe
Coughing none mild moderate severe
Shortness of Breath none mild moderate severe
Throat clearing none mild moderate severe
Steroid Use Steroid use in the past year
If you are here for Severity (circle one) Winter | Spring | Summer | Fall All
Allergies year
Sneezing none mild moderate severe
Itchy eye none mild moderate severe
Itchy nose none mild moderate severe
Runny nose none mild moderate severe
Congestion none mild moderate severe
Nose bleeds none mild moderate severe




2 Allergy Asthma Care, P.C.

2802 Leonard Drive 11039 Broadway Ste B
Valparaiso, IN 46383 Crown Point, IN 46307
(219) 531-5855 (219) 756-6100

Patient Information:

Name DOB: / / Age SexxM__F
Address City State Zip

Social Security No Home Phone Cell Phone

Employer Work Phone Email

Insurance Information:

Primary Insurance Policy ID No

Address Group No Effective Date /[
Policy Holder’s Name DOB_/ /  Social Security No

Secondary Insurance Policy ID No

Address Group No Effective Date /[
Policy Holder’s Name DOB__ /| Social Security No

Responsible Party:

Name DOB__ / |/ Social Security No

Address Home No Cell No

Emergency Contact

Name Relationship to Patient Phone

By my signature below I:
(A) Authorize payment directly to Allergy Asthma Care, P.C., for the surgical and/or medical benefits, if any
otherwise payable to me for the services; and
(B) Authorize to release information acquired in the course of my examination or treatment to referral
physician or your insurance company.
(C) I have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Name Signature Date /[




2802 Leonard Drive
Valparaiso, IN 46383
PH (219) 531-5855
Fax (219) 531-1617

1,

ALLERGY ASTHMA CARE, P.C.
Allergy, Asthma, and Clinical Immunology
www.nwi-asthma.com
Kenneth W. Blumenthal, D.O.
Lauren Rigg, MD
Kathy DeCorte, FNP-C

Matyt Adler, DNP, FNP-C

1039 Broadway Ste B
Crown Point, IN 46307
PH (219) 756-6100

Fax (219) 756-6111

P.C. and signed the authorization for the following:

Please list below whom we can speak with and release information to:
(Please Understand a Medical Records release will need to be signed)

, have been offered or received the Privacy Notice for Allergy Asthma Care,

Family or Friend
Name:

Relationship | Phone Leave Review Your
to the Number: Messages and | Account with:
Patient: Speak with:

Ok to Pick up
Prescriptions,
Orders, and
Medical
Records:

| allow messages to be left on the telephone number | provided on the patient information form.

Yes

Signature

No

Date

Relationship to the Patient:

Refusal of Above:
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Kenneth W. Blumenthal and staff are committed to providing you and your family with quality medical care at a reasonable
cost. This Allergy Asthma Care, P.C. Financial Policy outlines your financial responsibilities. It has been created to avoid
any misunderstanding or disagreement concerning payment for professional services provided by Allergy Asthma Care,
P.C. and staff.

1)

2)

3)

4)

5)

6)

7

8)

Allergy Asthma Care, P.C. participates in many insurance plans and managed health care programs. Our office
will submit a claim on your behalf for services rendered in our office with our providers. It is your responsibility
to:

a) Provide our office with accurate, updated and complete insurance information.

b)  Bring insurance card(s) to every visit.

c) Pay any co-pay, coinsurance, and/or deductible at each visit.

d) Make payment in full at the time of each visit for medical care and office procedures that are not
covered by your insurance plan.

If you have insurance for which we are not a participating provider, our office will gladly file your claim upon
request. Payment for the office visit and any procedures performed is expected in full, at the time that services
are rendered.

Patients that do not have insurance are expected to pay for all professional services provided at the time
service is rendered.

If you are unable to pay in full for medical services provided to you and your family, it is your responsibility to
call our office and make necessary arrangements with our staff in advance.

It is your responsibility to bring any referrals that may be required by your insurance companion the day of, or
prior to your office visit. If you do not have the necessary referral at the time of service, your appointment may
be cancelled or you may be held fully responsible for all charges incurred at that time.

If the patient is a minor (17 years old or younger), the patient’s parent or legal guardian is financially responsible
for any charges due at the time of service. Treatment will be denied for minors not accompanied by a parent or
guardian without prior legal arrangements. The parent or legal guardian is responsible for providing complete
and accurate insurance information and any necessary referrals.

Account balances not paid in full, may be transferred to a collection agency and/or an attorney. The collection
agency or attorney will charge additional fees that will be added to your balance. If this occurs, the
patient/guarantor will be responsible to pay additional costs of collection, including collection agency fees,
attorney fees and interest at one and one-half percent (11/2%) per month.

If you have any questions about your insurance, we are happy to be of assistance. Specific coverage issues
however, should be directed to your insurance company.

We at Allergy Asthma Care, P.C. firmly believe that a good patient-physician relationship requires understanding and
good communication. Please sign below, indicating that you have read, understand, and agree to the Allergy Asthma
Care, P.C. Financial Policy.

Print Name of Patient Date

Signature of Patient or Responsible Party
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The purpose of this form is to inform you about medical insurance, eligibility, cover and our policy regarding
payment for medical services.

1.

2.

All insurance policies are different and coverage of medical benefits can change without warning.

We render our services on the basis that insurance companies may or may not pay for all, or a portion of
our charges.

. You are personally responsible for knowing and understanding your own insurance policy, coverage,

and benefits.

Not all insurance companies or third party payers pay for all services, each policy has its own particular
stipulations regarding covered services, or amount of coverage.

All insurance companies state that verification of coverage is not a guarantee of coverage or payment.
Actual benefits are determined by your insurance company after a claim is received.

You are financially responsible for payments of all non-covered procedures or services, including but
not limited to Allergy Injections and Allergy Testing.

In the event of ineligibility for coverage of plan benefits, as well as non-authorized or non-covered
procedures or services, you understand you are fully financially responsible for payment.

If you have questions about your insurance, we are happy to be of assistance. Specific coverage
however, should be directed to your insurance company.

We at Allergy Asthma Care, P.C. firmly believe that a good patient-physician relationship requires understanding
and good communication. Please sign below, indicating you have read, understand, and agree to this financial
agreement with Allergy Asthma Care, P.C.

Print Name of Patient Date

Signature of Patient or Guardian Date
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STATEMENT TO PERMIT PAYMENT OF MEDICARE BENEFITS

Date:

Name of Beneficiary: Date of Birth:

HICN (Medicare Number):

Signature of Patient:

| authorize payment of Medicare benefits be made to Allergy Asthma Care, P.C. on behalf of Dr.
Blumenthal, Dr. Rigg, Kathy DeCorte, Matyt Adler for medical services provided to me. |
authorize my medical records may be released to Medicare or its agents to determine benefit or
related services. This reassignment of benefits does not have an expiration date unless the patient
revokes it.
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ALLERGY ASTHMA CARE, P.C.

PRIVACY PRACTICES ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy Practices and | have been provided the opportunity to review it.7

Name Date

Signature Date of Birth



