Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

Patient Name: |
DcOoBo: i} “
Date: |
| | :
. Today’s Visit
ii
| |
i | «'
| ‘ ;
Reason For Visit: | | ;,
| ‘ !
| | :
] | ;
| | |
Labs — X-Ray — CT scan — MRI need tol%e Reviewed: ..
5% |
| | 'g
| x
Refills needed: ; | ’
u !
:w | ;
\1 | :
|
| |
Any Referral needg}d: | {
| |
I | ;
i . :
! ! :
| i
i | :
! ‘
.“ i
j |
|
| ‘
I |
]
|
| | :
i‘ |
| |
| |
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

f H 17320 RED OAK drive, Suite 260
‘ M . o i n . T;“ ’ o -
Chacke, M.D, PA } 1 Phone: 832-295-9829, Fax: 281- 840-5416

lj ' i

PATIENT REGISTRATION

| i

1 1
Date: Social Security #: j
Patient: 1 DOB:__ / /.
Address: ‘ } Apt. #:
City: ___ State: Zip: H; me Phone:
Employer: | Work Phone:
Spouse: w DOB:__/_ /| SS#
Spouse’s Employer: | Spouse V{ Phone:
Patient’s Cell Phone: Spouse’s} ell Phone:
Movher (if a minor): | DOB: /L StA-
Employer: Work /Cell Phone: !
Father (if a minor):  DOB: __/_/__ SSk
Employer: 1‘ Work Phone: ‘
Address of Policy Holder/Guaromor’s: _| |
Ciey: Stase: Zp: Ham/CcIl: Ehone:

. |

Children | ‘
Name: ; Sex:M / F DOB: _H_ _ SS#
Name: ‘ SexxM/F DOB:__ [ [/ _ SSk
Name: Sexx M/F DOB:__ /[ [/ _ SS#
Emergeacy Contact Person: Relation Phone:
Insurance Information |
Policy Holder/Guarontor’s Name: | Relation to policy holder
Policy Holder's Social Security ¥: Poljcy Holder’s DOB: /_ 1/
Policy Holder’s Employer: 1 ‘

| [
We file your insurance ss a courtesy.
to boeqn famillar with your

1
All Persons Covered Under This Policy:

t is te your sdvantage
insurance benefits.

How did you hear about us?
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Patient: VOLUNTEER, Woodlands And Redoa

k DOB: Jan 1, 1999

A N P AL

SIS 3

|
;3 | 17320 ':fb OAK drive, Suite 250 i
: : ‘ louston. Texas 7709¢.
’ AGING CENTER OF HOUSTON Phons: 832-295-9626. Fax: 261- si051f !
l ! A |-i.
| Bt New Patient Record Today’s Daje: .’ T
1 Name: Sex: M F nmorm 1
¢ ! Medical Ilinesses (Plesse list any chronic medical ilinesses or conditions, Medical Hi
1 ( t any or ) F H
;’- Health Is
g Reistive  Age Good Poor Deceused ;
; Father ’ o a =] i
; i Mother ; a] 3 =] i
i . : , |
] Current Medications 11 Surgeries Brothee __ o o 3 ;
i ot { Prescriptions, over the counter, ; (please list the year) Sister o 2 3
i . . Herbal medication) ; . ‘ Spouse o a a
i ] . ‘ L Child - 2 3
‘ ;5| 2, 2. Cause(s) of Death: .y
i i 3. 3.
' | 4. 4 !
' : : If you (P) or a member of ycur family,
5. s. Father (F), Mother (M), Sibling (Sib).
{ 6. ; 6. Spouse (S), ar Children (C), havebad the
de | Cucrent Alloraies or Semsitivid L ‘ ﬁollom:llmnsorpmblemlmne
ne ¢ urrent Allergies or itivities anything you are allergic to appropriste initials: .
Lﬂ; ‘; and describe how ¥ afTacs o |
‘ Allergies
,',' : Asthma
5 Eczema, Rashes
! Are you: sm/mu/w/va/wmi M""""""‘"“m
Children: Girls__ Boys___ - Workllhhry Areyoucmrﬂy Cholesterol Problem
cmployed? ©Yes oNo oHomemsker ORet o Disabled High Blood Pressure
; Pmcnnypeofw'klemployer
l ’ ‘ g.,..am(antxwk) ‘
{ Woar Seat Bekt
1 I Brush Teeth (twioe daily)
| Sleep Wel
: Eat Balanced Meals v
Foel Lonely il
:f! 5t Use Drugs RN
Smoke/Chew Tobaooo
.\ Drink Alcohol
? — Initial: ‘ Date: Initial: |
e —— :.muMQ j T initial: __|_ Date: Initial: |
]
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

Document:

17320 RED OAK drive, Suite 260

‘ 1!

I
‘ C nte o H‘ u ston | Houston, Texas 77090.
eg ilcl‘g e PA r " f o ; Phone: 832-295-9829, Fax: 281- 840-5416

FINANCIAL POLICY

i i
1. We will file insurance for any PPO, HMO, or other managed care plans with which we are under
contract. All co-payments'and/or deductibles must bF aid at the time of service. It is your
responsibility to make sure Dr. Leena Chacko is in your provider network and your PCP, if
ce, payment is due at time of service.

applicable. If we are not on contract with your ins

2. We do accept assignment for Medicare and file all cl? ‘
insurance billing for Mediﬁ;are. Many times Medic
for processing. j

to Medicare. We do supplemental
sends information to your supplemental carrier

I
3. There will be a thirty dollar ($30) fee assessed for any ed check.
! ‘ »

4. Your insurance policy is aj“contract between you and your insurance company. It is impossible for our
office staff to know all the details of each insurance plan. It is important that you know your coverage
and your policy provisions. State law requires your insurance carrier to process your claim within 45
days. If they fail to do so, you will be responsible for paying all charges within 120 days from the
date of service. :

| |

5. If your account is placed with a collection company for non-payment, there will be a collection

service fee added to your account. | [

" HMO and POS Pattnts Only

] :

1. Precertification of Emergency, Hospital Care - HMO patients with Dr. Chacko as Primary Care
Physician. We must be notified within 48 hours of any| hospital admission or services that you have
received outside of our office. Failure to do so may result in a reduction of benefits. We will not be
responsible for any reduction of benefits and we will“ t retroactively approve any emergency care
that we were not notified of within the allotted time e. .

2. Referrals: One of the physicians at Aging Center of Houston must see all patients whose insurance
plan requires a referral to see a specialist. No phone re errals will be given. This is the policy of your
insurance plan, not our office. Please aliow three daysifor the referral to be processed by your
insurance company. We cannot obtain retroactive referrals from your insurance company.

Initial the blanksﬂi above indicating you a to pnymént and referral policy.

2022 New Patient forms

1{ AUTHORIZATION
I authorize release of medical records to determine liability for payments or treatment, and to obtain
reimbursement. :
I assign all medical benefits for office visits to Dr. Chwléo This assignment will remain in effect until
revoked by me in writing. A plﬂlotocopy of this policy will have the same validity as the original.

Patient’s signature i Date

Page 5 of 13
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Patient:

|
i
i
H
|
|
|

VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

Information jog‘arse Form

Leena Chacko MJD PA

Patient Name:
f
‘\3
I
1%
__Yes___No “
|
__Yes__No - ;
i
Yes __ No |

i
!
|
|
i
|

»

Please list the full name(s) andwI relationship to patient:

|
|

I a‘hrorize AGING CENTER OF HOUSTON to

Mail lab results to me.

rize AGING CENTER OF HOUSTON to
e medical records to other requesting

| [y

I athorize AGING CENTER OF HOUSTON to
discuiss medical issues, records, lab results and
Di?énostic test to the name(s) listed below.

Name: ‘ Name:
g )
Relationship: j Relationship:
| |
| |
Signature: Date:
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

|
!
“ 17320 RED OAK drive, Suite 260
: g Houston, Texas 77090.

Consent To Tre at Phone: 832-295-9829, Fax: 281- 840-5416
Leena Chacko MD, PA 33 |

‘ |

| | . .
I (or my legal guardian) authonze Dr. Leena Chacko M.D, PA to provide medical care
reasonable by today’s standards | ‘

| |

| |

11 |
Signature of Patient /Legal Gu;ardlan |

i?

|
Date -

! |

|

)

| |

!

!

|

|

!

|

|

| H

| |

|

ii |

| |

|

;5 |

i

| |

\§ |

| |

| |

|

| |

ii \
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Patient:

VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

| Mmm:‘ﬁmm.
|

This office is required to keep your s1gnatnte on file authonix
release information to that payor if they require it for the plo

following statement:

g us to file claims to Medicare for you and to
consideration of a claim. Please read and sign the

1 authorize any holder of medlal or other information about me to release to the Center of Medicare and
Medicaid Services or its intermediaries or carrier any information needed for this or a related Medicare claim. I
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 the party who accepts asslgnment.

gulations pertaining to Medicare assignment

of benefits apply. Ixmdetstqndthntlcanrevokcthlsautho ‘ ion in writing at any time.
| |
Signature as it appears on M‘edicare card: * Date
i |
4 |
] 1
i 1
i |
i
i 1
L \
g 1

A MEDIGAP Policy is a supplemental policy that covers the ;

‘' have such a policy, we are reqmred by Medicare to keep a s¢

I request authorized MBDIGAP benefits be made on my bel
services furnished to me. I authonze any holder of medical in
carrier any infoymation needed to determine these benefits or
ae |
S |
Signature as it appears on MEDIGAP card:

ining 20% that Medicare does not. If you
nd signature on file.

to AGING CENTER OF HOUSTON for any

rmation to release to the above MEDIGAP
¢ benefits payable for related services.

Date

Document: 2022 New Patient forms
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

- ‘ -
i
|
‘ ! Leena C | MD PA
17320 I'E OAK DRIVE
2 SUTTE 260
| |
My pharmacy number is _
I authorize Leena Chacke MD PA to my
'} ‘ |
: |
PATEENT SIGNATURE
DATE: | !
;\ |
|
|
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

SCREENING PAPERWORK

1. DEPRESSION SCREEN DONE |

2. FEMALE AGE 41-60 LAST MAMMOGRAM SCREEN

a. IF NOT, ORDERS WERE GIVEN ON

il ‘

b. INITIAL IF REFUSE ORDERS FOR MAMMOGRAM

3. FEMALES AGE 21-64 LAST PAP SMEAR ____

4. FEMALES- DATE OF ANY BREAST SURGERY_

S. FEMALES- DATE OF UTERUS OR OVARIAN SURGERY,

6. ALL PATIENTS 50-75 I.AST COLONSCOPY

a. IF NOT, ORDERS WERE GIVEN ON

| |
b. INITIAL IF REFUSE ORDERS FOR COLONOSCOPY

it “
7. DIABETIC PATIENT? YES___ NO |

a. IF YES, LAST HA1C | (ONCE EVERY 6 MONTHS)

b. IF YES, LAST hl‘d-ICROAI.IUMIN | (ONCE EVERY 6 MONTHS)

8. ALL PATIENTS- LAST LIPID PANEL (YEARLY) _

9. PLEASE INDICATE Wf;lEN THE FOLLOWING V?ACCINATIONS WERE DONE:

a. FLUTEST __ ____(ONCE A YEAR)
: ¢ ! A
b. mEUMOVAxi (HIGH RISK PTS AND PTS 65°YEARS AND OLDER)
c. TETANUS__ . (ONCE EVERY 10 YEARS)
NAME: |- -
SIGNATURE: |
DATE: |
' i |
| \
| |
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

17320 Red Oak Dr  Suite 260
HOUSTON TX 770902633
Ph: 832-

PATIENT %‘I'IEALTH QUESTI | NNAIRE (PHQ-9)
Name: | ] DlJ'[ |

ii 1
Over the last 2 weeks, howoﬁenhaveywbeenboﬂneredbvanyofmefdlowlngmuems? !
(Use "x" to indicate your answer) ‘w {

1 'Lot atall Several days m;:'d'."y;"" "“’L‘;:""V

-

2

O
O
O
a
O
a
O
O
O

w

|
2) Feeling down, depressed, or hopeless
3) Trouble falling or staying asleep, or sleeping too much
4) Feeling tired or having littie energy

; |

1) Little interest or pleasure in doing things "]
I

\

5) Poor appetite or overeating L ;
6) Feeling bad about yourselif-or that you are a fallure or have ‘
1 let yourseif or your family down | i
7) Trouble concentrating on things, such as reading the |
newspaper or watching television g
B)Movlngorspuldngsomtvmatoﬂ\u'peoplecwldhave
noticed. Or the opposite- being so fidgety or restiess that you
havebemmvlngamundllotmmnum -
9)Thoughtsthatywwouldbebetteroﬂ'dud or of hurting ‘
yourself in some way? ] |

I

O 0O O0O000000 -
O O 0OO00O0oooaQ
O O 00O0o0oooao

Interpretation ‘
[ Minimal Depression
O Mild Depression ﬁ ‘
[0 Moderate Depression
O Moderately severe depression
[0 Severe Depression 35

Interpretation of Total Score for Dopruolon Severity
e 1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression :
15-19 Moderately severe depresslon |
20-27 Severe depression “ |

Document: 2022 New Patient forms Printed: 06-20-2023 11:43:36
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

Leena Chacko, M.D.

i
i |
|

. New/Existing Patient Policy
Our relationship with you is one we value and feel that, as with any relationship, it is good
to revisit our agreement and expectations of one another periodically. As regulatory and
insurance coverage changes have occurred over recent years, The Aging Center has'made
some changes to our financial and administrative pojicies. We are hereby notifying you of
recent changes and reminding you of other policies @vhlch may impact you, our patient and
customer. We believe that this communication and E;-ese associated policies will help

provide a better experience for you and will help expedite the check-in process. The
following are policies which may affect you, our valded patient:

Deductibles, Coinsurance and Copays |

Your insurance policy Is a contract between you and| your insurance carrier, and not one
which The Aging Center has control of. Policy benefits/requirements vary greatly from one
carrier/plan to another. It's important that you review and understand your insurance
benefits because some services may not be covered] In addition, your health insurance plan
mandates that you are financially responsible for allldeductibles, coinsurance, co-pays and
non-covered services. The Aging Cénter is contractually obligated to collect these fees and
we are not able to waive them for any reason.

At the start of the New Year, most deductibles rese and, as employers and carriers strive to
reduce overall healthcare costs by increasing “healtlicare consumerism,” most deductibles
are on the rise. Since patients are increasingly becotning financially responsible for a larger
portion of their medical charges, we need to make djustments in how we receive payment
for the services we provide. This is especially important when deductibles reset and we
know that patients will be financially responsible forjthe majority of their charges. One

4

change you'll notice this, year is that we will be revjqwlng transactions from insurances and

swiil be collecting applicable deductible and copay ampounts at the time of service, rather
]

_than mailing you a bill. |
|

i Health Savings Account (HSA) | .
| Many companies are now offering a Health Savings [Account (HSA) in conjunction with their
i high-deductible health plans. The federal government created HSA'’s so that individuals
covered by high-deductible health plans could receive tax-preferred treatment of money
saved for medical expenses. When you receive services@t The Aging Center, you can use
your HSA debit card to pay for out-of-pocket expenses such as copays and deductibles. All
you need to do is present your HSA debit card for payment just as you would with a
standard debit/credit card. To learn more about HSA's, please visit the IRS website or
contact your employer’s benefits coordinator.

Identification : .
At The Aging Center, we take your privacy and secy ﬂty seriously. In order to prevent fraud,
it is important that we are able to properly identify our patients each time they are seen at
The Aging Center or pick up prescriptions/health records. We ask that you please have your
Identification available, upon request, to confirm yio ur identity and protect your information.

Insurance Cards

Document: 2022 New Patient forms Printed: 06-20-2023 11:43:36
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Patient: VOLUNTEER, Woodlands And Redoak DOB: Jan 1, 1999

b
]

L,
b |
2

In order to process your medical claims accuratel y, we also ask that you bring your
insurance card with you to each visit and have Itﬂ?vallable upon request. This provides us
|

the opportunity to confirm the details and identi
claim to be denied.

Third-Party Billing | i

It is sometimes necessary for THE AGING CENTER

any errors that may cause your medical

to acquire services from third-parties in

order to meet some of your healthcare needs. Thq most common third-party services we
ea

use are laboratory and pathology testing. This m
from a third-party for services provided as a part
CENTER. ; ‘

Medicare ! : ‘

ns that you may receive a bill directly
of your visit and care at THE AGING

Patients with Medlcare coverage are asked to sign

an Advanced Beneficiary Notice (ABN)

when receiving certain services at THE AGING CENTER. We are required to have patients
sign the ABN for services that may not be deeme medically necessary by Medicare;
therefore, not covered. The ABN allows patients t know, in advance, what the medical
service(s) may cost them if Medicare denies the cI im.

Medicaid 11

One of the most common Medicaid questions we‘r ceive is “Which managed care plan
should I choose?” Please contact the front office Iffyou have Medicaid questions. Keep in
mind that you requlred to bring your Medicald card at each visit. We may have to
rescheduie your appomtment if you arrive wlthout your Medicaid card.

Prompt Pay i\

If you have no msurance, you may participate in o r Prompt Pay Program, a discounted

medical program. Through the Prompt pay patlent

that pay in full at the time of service are

able to realize a discounted price by eliminating the administrative costs of billing an

insurance and/or sendlng patient statements.
Under our Prompt Pay, patients are charged a ﬂat
or debit/credit card. We do not accept checks as a
Should your visit become more complex and requi
visit, your provider may charge an additional $50.¢
services provided at your visit, such as laboratory

the visit fee. | |

|

fee of $98.00 per visit, payable by cash
method of payment for Prompt Pay fees.
e signlificantly more time than a standard
0 at her discretion. Any additional
ervices, will be charged in addition to

Date _

Print Name j Rolatlollshlp to Patient
!
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