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PATIENT REGISTRATION FORM (12-30-19v)




                     John R. Burroughs, MD, PC  
Today’s Date: ______________________________   Date of Birth: ____________________________    Gender: (circle)  F   M
Patient Name: ____________________________________________________________________________________________________
                    
            

 First  


MI  

Last

      
           Nickname
Address:           ________________________________________________________________________________________________________________________                   

Street


Apt/Ste                                    City


State                         Zip
 
E-MAIL: _______________________________________________________
_____    Preferred method of contact? (circle) EMAIL / TEXT / PHONE 
Home Phone:(______)_____________________________________    Cell Phone:(_____)___________________________________________

May we leave a message/voicemail for you at these phone numbers? (circle)  F   M
Emergency Contact - Close friend or relative that we can contact in the case of an emergency regarding your medical care:
Name:____________________________________________ Relationship: _______________________ Phone: (_____)____________________
              Last 

   First

Emergency Contact - Close friend or relative that we can contact in the case of an emergency regarding your medical care:
Name:____________________________________________ Relationship: _______________________ Phone: (_____)____________________
              Last 

   First

May we leave a message/voicemail with your emergency contact(s) regarding your healthcare?  __________________________

Current insurance card(s) and photo identification are required for scanning.  Please complete the following:

Primary Medical Insurance ________________________________ Policy #/ID_____________________________  Group #  _____________________      

Name of Policy Holder___________________________________________ Date of Birth____________________________  Gender (circle)    F   M 

Relationship to Patient ________________________________  Employer _______________________________ Employer Phone (______)___________________
Secondary  Insurance ____________________________________  Policy #/ID____________________________  Group #  ____________________     

Name of Policy Holder___________________________________________ Date of Birth____________________________  Gender (circle)    F   M 

Relationship to Patient ________________________________  Employer _______________________________ Employer Phone (______)___________________
If patient is a minor, name of Custodial Parent: ____________________________________________________________________________ 

If patient is a military dependent, name of Sponsor: ____________________________________________________________________________ 
Custodial Parent’s/Sponsor’s Primary Phone (______)_________________________________ Secondary Phone (______)______________________________
Custodial Parent’s/Sponsor’s SSN ____________________________________________  Date of Birth ______________________________________
	Race:  

· American Indian, Alaska Native

· Asian

· Black, African American
· Native Hawaiian, Pacific Islander

· White, Caucasian
· Declined/Undetermined
	Ethnicity:

· Hispanic or Latino

· Non-Hispanic or Latino

· Declined/Undetermined
	Preferred Language:

· EN-English

· ES-Spanish

· FR-French

· ZH-Chinese

· KO-Korean

· Other___________________


_____ (Initial) You understand you are entitled to our HIPAA regulations.  [Available by request at any time]
Patient Name:             

                        ______________________________________________________________________________________________________

          First


MI                                     Last



Date of Birth            
Any Family or Personal History of eyelid or anesthesia conditions? If yes, state condition & relative_______________
	Your (PERSONAL) Medical History (circle):                 
Diabetes

         Yes
No  
Thyroid disease

         Yes
No  
Arthritis


         Yes
No 
High blood pressure                Yes
No 
Heart problems
    
         Yes
No
Heart pacemaker                    Yes
No
Indwelling Defibrillator
         Yes
No  
Heart attack
                      Yes
No
Heart murmur/valves               Yes
No  
Stroke                                      Yes
No  
Blood clots         
         Yes
No  
Bleeding disorder
         Yes
No  
Anemia


         Yes
No  
AIDS/HIV

         Yes
No  
Asthma


         Yes
No  
Liver disease/Hepatitis            Yes 
No  
Stomach Ulcers/Reflux
         Yes
No
Keloid/Severe scarring            Yes           No
Pulmonary hypertension         Yes           No
Uncontrolled seizures
         Yes           No
Others: _________________________________  
 _______________________________________
	Have you had within the past year (circle):
(Please write to side for comments)
Blurred vision

           Yes
No
Double vision
 
           Yes
No
Joint pain/swelling
           Yes
No
Muscle pain/weakness
           Yes
No
Loss of skin sensation
           Yes
No
Headaches

           Yes
No
Nosebleeds

           Yes
No
Sinus Trouble

           Yes
No
Chest pain

           Yes
No
High blood pressure
           Yes
No
Chronic cough 
                        Yes
No
Shortness of breath
           Yes
No
Stomach pain

           Yes
No
Heartburn

           Yes
No
Change in skin

           Yes
No
Changes in weight
           Yes
No
Skin, other infections                 Yes
No         
Enlarged glands                         Yes
No    
Anxiety

                         Yes        No
Sadness/Depression
            Yes        No
If Marked Yes, Please Explain: _______________________
_______________________________________


	LIST ALL MEDICATIONS (prescribed/over the counter), SUPPLEMENTS, VITAMINS & HERBALS (e.g., Fish Oil, COQ10 etc) you are CURRENTLY taking: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Major Hospitalizations/Surgeries:
______________________________________________________________________________________________________________________________________________________________________________


	Medication Allergies:
______________________________________________________________________________________________________________________________________________________________________________
Is it possible that you are currently pregnant?   YES   NO                 Have you used Accutane in the last 6 Months?  YES   NO


Do you use tobacco products? (circle) YES  -   NO               Alcohol: None or How much/often? _________________

(Includes Vape/E-Cigarettes, Marijuana)

Eye Doctor Full Name/phone:_______________________________________________ Date of last eye examination: _______________________
Preferred Pharmacy: _____________________________________________________________Phone: ________________________________

Referring Physician: ___________________________________________    Primary Care Physician: ________________________________________

Please provide name and contact information for any Other Physicians (e.g., Dermatologist, Cardiologist, etc.) here. Please use the back of this form if needed __________________________________________________________________ ________________________________________________
Is this work-related?  (circle) YES / NO                 Related to an auto accident? (circle) YES / NO                 If YES on EITHER, please complete Auto/WC Form*
__________________________________________       
__________________________________________
PRINT      First               MI      Last
                          
John R. Burroughs, MD. Signature
         Date

__________________________________________        
Patient Signature

INFORMATION AND FINANCIAL POLICY (03-07-18 v)

             
Springs Aesthetics                                                                                       John R. Burroughs, MD, PC.  
(Print clearly & press firmly in black ink)

Patient Name: _________________________________________________________________________________________________________

                             First                                   MI       Last                                                                                 Date of Birth                           
Thank you for choosing Springs Aesthetics to help you on your healthcare journey.  We know that you have abundant options available to you and we are delighted that you have chosen our practice to serve you on your healthcare journey. We strive to serve you well and we are confident that you will be happy that you chose Springs Aesthetics. The following policies have been developed to be fair to everyone. This includes all of our patients, surgical facilities, anesthesiology staff, our office staff, and your surgeon. We are committed to providing you with the best possible medical and cosmetic care. If you have medical insurance, we would like to help you receive the maximum benefits. In order to achieve this goal, we will need your assistance and understanding of our financial policies.  Please carefully review this information and sign and/or initial where indicated so we can begin this process.

ASSIGNMENT:  I request that the payments and insurance benefits be verified, authorized by and made payable to John R Burroughs, MD, PC on my behalf for services furnished to me. This assignment will remain in effect until revoked by me in writing. A photocopy of this authorization shall be considered as effective and valid as the original. In the event that my account is turned over to a collection agency, I agree to pay all costs for the collections agency and I understand that failure to do so may result in my no longer being a patient at this office.      

                                                                                                                             _____________ (Initial) I have read and agree to the above statement.

CO-PAY/COINSURANCE/DEDUCTIBLE:  I understand that it is my responsibility to provide my valid insurance cards and information so that my primary and secondary insurances may be billed on my behalf, as a courtesy to me. Springs Aesthetics will allow your insurance 45 days to process and issue payment for the services you are provided. If the insurance company does not respond after 45 days, the outstanding bill will become the patients’ responsibility and I will make payment arrangements with the Billing Office to promptly satisfy any outstanding standing account balance with Springs Aesthetics. I accept responsibility for any assigned co-payments, coinsurance and deductible amounts by my primary and/or secondary insurances. Tertiary insurance billing remains my responsibility.
              _____________ (Initial) I have read and agree to the above statement

WAIVER OF SERVICES:  It is my responsibility to ensure that I obtain any and all insurance referrals and authorizations that may be required of me          as per my insurance plan for the services that I receive at Springs Aesthetics. If this is not obtained but required, I understand that I will be financially liable for payment of the services that I may receive, and I agree to make any payments necessary to Springs Aesthetics so that my account remains is good standing.




                              ____________   (Initial) I have read and agree to the above statement.
INSURANCE-COVERED SURGERY SCHEDULING:  Scheduling of surgery requires that your cost-share and/or deductible be paid prior to scheduling surgery, if they have not been met, per discretion of my specific insurance plan.  Surgery may be cancelled up to 2 weeks before the scheduled date without penalty, however, if it is cancelled or rescheduled for non-medical and/or non-emergent reasons less than 2 weeks before the surgery date, there is a $150 fee. This administrative fee is charged to the account to compensate for the burden caused. It takes considerable staff resources to submit medical documentation, obtain authorization, and schedule surgery.  These administrative fees are not covered by insurance.                                                                                                                                                                                                                       _____________ (Initial) I have read and agree to the above statement.

ADDITIONAL SERVICES THAT WILL BE SUBMITTED TO INSURANCE: In addition to Springs Aesthetics’ professional service fees, there will also be fees from the surgery center, anesthesiologist, and/or any other providers required for my surgery. It will be my sole responsibility to contact these additional providers and make any payment arrangements required. These costs are separate from any payments made to Springs Aesthetics.                                                                                             ____________ (Initial) I have read and agree to the above statement.

COSMETIC CONSULTATION:  I understand the cosmetic consultation charge is $100.00. This fee will be applied towards any procedure or surgery if performed within 90 days by Dr. John Burroughs.  After 90 days the $100.00 will be applied to Dr. Burroughs’ professional fees and will no longer be a credit on the account.  To be clear, this fee will not be applied to any SPA services or products.    
                                                               ____________ (Initial) I have read and agree to the above statement.

COSMETIC SURGERY SCHEDULING:  We require $500, of your total cosmetic surgery quote, to be paid prior to scheduling your cosmetic surgery. This $500 payment is fully refundable if surgery is cancelled greater than 4 weeks out and is 50% refundable if cancelled between 2-4 weeks. For cancellations less than 2 weeks there is no refund unless there has been a medical emergency requiring the cancellation of prearranged services.  If product was received, its’ price will be subtracted from any refund due. PLEASE NOTE: If your appointment was originally scheduled as a cosmetic consultation and you schedule your surgery within three (3) months of receiving your cosmetic quote, your $100 consult fee will apply towards your cosmetic quote total as long as it has not already been applied to another service.







                 ____________(Initial) I have read and agree to the above statement.

COSMETIC REVISIONAL SURGERY FEES:  Very rarely, after complete healing from surgery, it may happen that Dr. Burroughs and I both agree that some cosmetic revision surgery is necessary. There will be a $500 office facility fee to cover costs of suture, supplies, and office time. If I wish to have cosmetic revision at a surgery facility, then additional facility/anesthesia fees will apply. If revision surgery is needed and is medically necessary (not cosmetic) then my insurance will be billed for these services                                ____________(Initial) I have read and agree to the above statement.

RELEASE OF INFORMATION:  I authorize the holder of  my medical information pertaining to my healthcare and/or treatment, to release any and all information to the requesting or referring entity, as necessary, this includes the Centers for Medicare and Medicaid Services, and its agents, my insurance carrier(s), and/or other entities as needed and for benefit determination for myself and/or my dependents. I authorize John R Burroughs, MD, PC to release information concerning my diagnosis and treatment plan to other provider(s), involved with my healthcare after each visit, as necessary. I may be required to sign additional releases to grant another person/provider access to such information.  

                        ____________ (Initial) I have read and agree to the above statement.

REQUESTS FOR INFORMATION:  Should I receive any requests from my insurance company regarding services that I have or plan to receive by this office, I will respond to that correspondence immediately so that any outstanding claims on my account can be processed and paid.
               _____________ (Initial) I have read and agree to the above statement
SELF-PAY:  Self-pay balances are due, in full, at the time of service.                _____________ (Initial) I have read and agree to the above statement.

WORKERS’ COMPENSATION: I will provide written approval/authorization from my Workers’ Compensation carrier at my initial visit. If the claim is involved in court litigations, Springs Aesthetics will not hold our claims or wait for any lien settlements to resolve before payment to our office is made. Private medical insurance will be billed. I understand if the workers compensation claim is denied, I will be responsible for payment in full immediately.
             ____________ (Initial) I have read and agree to the above statement.

RETURNED CHECKS/NO SHOW POLICY:  I understand I will be responsible to pay a returned check fee of $35.00 for any check that is returned by the bank and not paid.  I agree to pay the amount of the check plus the service charge within 30 days of receipt of notification. I understand that if a check that I should write to Springs Aesthetics gets returned as unpayable, Springs Aesthetics reserves the right to refuse further care to me until my debt is settled and any outstanding balances on my account are paid in full. If any check payments that I write to Springs Aesthetics get returned by bank as unpayable, any outstanding account balances will need to be paid for from a different payment source other than by a check. Furthermore, Springs Aesthetics reserves the right to refuse any future payments made by check.  I understand and agree to pay a $75.00 charge for appointments that I do not honor or do not cancel within 48 hours prior to the scheduled appointment. 

              _____________ (Initial) I have read and agree to the above statement.

PHOTOGRAPHY RESEARCH: In order to be a patient client at Springs Aesthetics, I consent to medical photography and/or video for medical documentation, insurance payment, research, and educational purposes. Dr. Burroughs and staff may use these for: obtaining insurance authorizations; educational seminars; medical articles; digital/printed materials for the office; website; newsletters to current and prospective patients; letters to my doctors; and digital images to be uploaded to the broader internet. These images WILL be cropped (e.g., NOT whole face) as to be largely non-identifiable to others unless I consent otherwise. These will remain the property of Springs Aesthetics. I can request a separate, detailed release/permission form to exclude any of the above by asking. Dr. Burroughs respects the privacy of his patients and is a surgical professor, published physician, international speaker and he conducts clinical research studies, which mostly involve non-identifying, general data collection.  I hereby grant permission to use my treatment data for these studies. I understand that Dr. Burroughs’ research attempts to the full extent possible adhere to the World Medical Association’s Declaration of Helsinki-Ethical Principles of Medical Research Involving Human Subjects (www.wma.net).
           



                                                                                               ____________ (Initial) I have read and agree to the above statement.

PAPERWORK (e.g., FMLA) FEE:  There is a $25 fee per incident to fill out paperwork for FMLA, work-related, or other non-health insurance forms.

 






                ____________ (Initial) I have read and agree to the above statement.

PRIVACY POLICY:  I have been made aware of the privacy policy of Springs Aesthetics, John R Burroughs, MD, PC and have received (or reviewed and been given the option to receive) a copy of the HIPAA Compliance Patient Consent Form - Notice of Privacy Practices. 

                                                                                                                             ____________ (Initial) I have read and agree to the above statement.
_______________________________________________


  _____________________________________________________

Written Name & Signature



 
                 Witness
Name & Signature




 

______________________________________________


 _____________________________________________________

 Date







 Date
I have read and agree to the above information and I, the undersigned/patient, am ultimately responsible for the fees. By signing below, I consent to be contacted by regular mail, by email or by telephone (including a cell phone number) regarding any matter related to the above referenced account by the creditor, its successors or assigns. This consent includes any updated or additional contact information that I may provide and includes contact that employs auto-dialer technology and/or prerecorded messages. Your attending physician has an ownership interest in one or more Ambulatory Surgery Centers. Please contact office personnel if you have any questions.
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Itemized Photography-Videography Consent Form

John R. Burroughs, M.D., P.C.
Initial Only Next To The Below Item(s) Which You Approve AND Write ​NO​ Next To Those You Disapprove:
_______ Medical documentation/insurance purposes related to case

_______ Scientific purposes, including seminars, lectures and medical articles

_______ Digital or printed materials to be used in the office

_______ Digital or printed materials to be included in newsletter format to be sent to current or   

               prospective patients

_______ Digital images/video to be included on our website

_______ Digital images/video to be uploaded to the broader Internet (e.g., informational blog)

_______ Full-Face (identifiable) images/video are okay for any of the above or specify any exclusions 
               (e.g., not for a newsletter)

_______ Other non-facial body areas that are being treated

I have initialed only next to those forms of use and release that I agree to. My images will be cropped so as to be essentially non-identifiable unless I have initialed to specifically allow.
______________________________________________________________________________________ 

Printed Name                                              Signature                                                     Date
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE READ IT CAREFULLY
The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a Federal program that requests that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential. The Act gives you, the patient, the right to understand and control how your protected health information (“PHI”) is used. HIPAA provides penalties for covered entities that misused protected information.

As required by HIPAA, here is the explanation of how we are to maintain the privacy of your health information, and how we may disclose your personal information.

We may use and disclose your medical records only for each of the following purposes: treatment, payment, and health care operation.

· Treatment means providing, coordinating, or managing health care and related services by one or more healthcare providers. 

· Payment means activities such as obtaining reimbursement for services, confirming insurance coverage, billing or collections activities, and utilization review. 

· Health Care Operations include business aspects of running our practice, such as conducting quality assessments and improving activities, auditing functions, cost management analysis, and customer service.

· The practice may also disclose your PHI for law enforcement and other legitimate reasons although we do our best to assure its continued confidentiality to the extent possible.

We may also create and distribute de-identified health information by removing all individually identifiable information.

We may contact you, by phone or in writing, to provide appointment reminders or information about treatment alternatives, or other health-related benefits and services, that may be of interest to you. 

The following use and disclosures of PHI will only be made upon our practice receiving a written authorization from you: 

· Most uses and disclosures of psychotherapy notes;

· Uses and disclosures of your PHI for marketing purposes, including subsidized treatment and health care operations;

· Disclosures that constitute a sale of PHI under HIPAA; and

· Other uses and disclosures not described in this notice.

You may revoke such authorization in writing, and we are required to honor your written request, except to the extent that we have already taken actions relying on your authorization.

You may have the following rights with respect to your PHI:

*
The right to request restrictions on certain uses and disclosures of PHI, including those related to disclosures of family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to honor a request restriction except in limited circumstances which we shall explain if you ask. If we do agree to the restriction, we must abide by it unless you agree in writing to remove it. 

· The right to reasonable requests to receive confidential communications of PHI by alternative means or at alternative locations.

· The right to inspect and copy your PHI

· The right to amend your PHI

· The right to receive an accounting of disclosures of your PHI

· The right to obtain a paper copy of this notice from us upon request

· The right to be advised if your unprotected PHI is intentionally or unintentionally disclosed

If you paid for services “out of pocket”, in full, and you request that we do not disclose PHI related solely to those services to a health plan, we will accommodate your request as permissible by law.

We are required by law to maintain the privacy of your PHI and to provide you the notice of our legal duties and our privacy practices with respect to PHI.

This notice is effective as of January 1, 2020, and it is our intention to abide by the terms of the Notice of Privacy Practices and HIPAA Regulations currently in effect. We reserve the right to change the terms of our Notice of Privacy Practice and to make the new notice provisions effective for all PHI that we maintain. We will post and you may request a written copy of the revised Notice of Privacy Practice from our office.

You have recourse if you feel your protections have been violated by our office. You have the right to file a formal, written complaint with the office and with the Department of Health and Human Services, Office of Civil Rights. We will not retaliate against you for filing a complaint.

You may contact the Practice Compliance Officer, at 300 Garden of the Gods Rd., Ste. 100, Colorado Springs, CO 80907 or (719) 473-8801 for more information, in person or in writing.

