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Please complete the enclosed allergy questionnaire and return it by mail (if

time permits) or bring it with you to your appointment.
time to complete it before your appointment,
minutes early so that it will be ready when you meet with Dr.

If you do not have
please come by our office 30
Rogers.

If you are taking any antihistamines or other hay fever medications, please

discontinue them for 48 hours before the appointment.
THE ASTHMA MEDiCATIONS
or other cortisone derivatives and antibiotics should be continued also.

DO NOT DISCONTINUE
Steroid medications such as Medrol, prednisone,
ALL

MEDICATIONS YOU ARE NOW TAKING FOR NON-ALLERGY RELATED

TREATMENT SHOULD BE CONTINUED.
medications should or should not be taken before your appointment,
Patients may. have their usual diet.

our office.

If you have any questions about which
please call

AN ALLERGY EVALUATION CAN TAKE UP TO THREE HOURS.

As such,
with your

it is best. not to schedule any other appointments that may conflict
"evaluation time".
office and advise us of the possible conflict.

If it is necessary to do so, please contact our
The initial allergy workup will

consist of two components -- "history" taking and presentation of findings with

a péFsonal discussion of potentially beneficial treatments.

Dr. Rogers will

usually (though not always) order skin tests to improve his ability to evaluate

your medical condition.

The type and number of skin tests depends on many

factors, includirlg the nature of your allergy condition(s) and your age.

Allergy testing is a complex procedure and can be important in terms of

prov:dmg you effective medical care.
“that will improve your health and make life more enjoyable.

These tests can result in treatments
Testing fees vary

from _$50.00 for a specific testing to $400.00 for a comprehensive program of

tests.

of "your “visit: :

If you have questions about allergy testing procedures,
.them with your nurse prior to testing.

please discuss
We require your copayment at the time

Please notn‘y our ofhce at least 24 hours before your appointment if you are

unabl.e to keep it
allergies.

W'lth ‘best .regards,
Allergy Associates of Utah

+ . Charles M. Rogers, M.D.

We “look forward to meeting you and helping you with your
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ALLERGY ASSOCIATES OF UTAH

Datien‘i: | n{o‘r-m ation

Account #
Date:

Patient’s Name: Sex: Age: Birth date:

Address: City: State: Zip:

Home phone: Cell Phone: Occupation:

Name of nearest relative not living with you:

Relationship: Phone: Address:

Personal Physician: Address:

Referred by: Address:

Please list other family members who have been seen by Dr. Rogers:

Responsible Party Information

Name: Home phone: SS#:

Address: City: State: Zip:

Employer: Work Phone:

Spouse: Employer: Work Phone:

Insurance Information

1% Insurance Company 2" Insurance Company,
Subscriber Name: Subscriber Name:
Subscriber Birth date: Subscriber Birth date:
Subscriber ID# Subscriber ID#
Subscriber SS# Subscriber SS#
Subscriber/Group# Subscriber/Group#

NOTE: IF YOUR INSURANCE COMPANY REQUIRES A REFERRAL, PLEASE GIVE YOUR CURRENT, COMPLETED
REFERRAL FORMS FROM YOU PRIMARY CARE PHYSICIAN AS WELL AS YOUR INSURANCE ID CARD TO THE REPTIONIST BEFORE
YOU SEE THE DOCTOR. IT IS YOUR RESPONSIBILITY TO COMPLY WITH THE TERMS OF YOUR CONTRACT WITH YOUR
INSURANCE COMPANY.

CREDIT POLICIES
1. PAYMENT IS REQUESTED AT THE TIME OF TREATMENT UNLESS SPECIAL ARRANGEMENTS ARE MADE.
2. PAYMENT ON ACCOUNTS BILLED IS EXPECTED WITHIN 30 DAYS.

No finance chare will be made unless the account is not discharged as per agreement, in which case a Repeat Billing Charge of $2.00 per
month will be charged to your account at 60 days.

I/We acknowledge this agreement and agree to pay collection costs and/or reasonable attorney's fees if any delinquent balance is placed with
an agency or attorney for collection suit.

Date: Responsible Party:
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1
:ALLERGY ASSOCIATES of UTAH

~ ALLERGY QUESTIONNAIRE -~

Patient Name Date

Which symptoms cause the most concern?

Symptoms began: ' Month Year
Symptoms year-round or seasonal?

What month do symptoms occur? Best month __ Worst
Frequency of attacks: Daily Weekly Monthly

What time of day or night are symptoms worse?

Duration of symptoms:

Longest period symptom-free without medication:

Progression: Are symptoms better, worse, same?

Has patient ever had a reaction or allergy to any drug or medication?

DRUG DATE REACTION

Food allergy: What now or in the past has caused trouble?

Does patient experience more than 3-4 “colds” per year?

Is patient prone to frequent infections? TypelFrequency:

Is nervousness a problem? : Describe:

Has patient ever had a severe reaction to a bee, wasp or hornet sting?

Describe:
Has patient ever had tuberculosis? Ulcers? Diabetes?
Glaucoma? High blood pressure? Urinary retention?

Other diseases?

0l

Ha:pf\%?zmrzwgs

How much:sc work has been missed in the past year because of allergy or asthma?

ézﬁergyar asthma:
- DATE - HOSPITAL PHYSICIAN
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Describe the typical symptoms in your own words:

i D

SYMPTOMS:
CHEST NOSE EARS EYES THROAT SKIN OTHER
O asthma O hay fever O itching Oizching O zzching O itching O headache
O cough [ congestion [ blockage Otearing O hoarseness Ohives O fatigue
[ wheeze [ sneezing O frequent Oswelling O voice loss eczema [ loss of
infection appetite
[] excess [ running Oldischarge [redness O frequent O:nfection [ Joss of
O mucus infection weight
O rightness Olbleeding Obearing Oblurring [ postnasal O sinus
loss " vision drip
O shortness O pelyps O earaches [ sties Osoreness
af breath
O frequent Oloss of [ mattering O dryness
infection smell
O congestion Olizching \
Which of the following appear to be a cause of the allergy symptoms?
DUSTS: - O House O Ourside O Grain O Shop
ANIMAL HAIR/IDANDER: [ Cats O Dogs O Cartle O Horse
. ' Other.
ODORS: [ Christmas trees [ Detergents O Soaps O Hair sprays
O Paint fumes - [ Cosmetics Ol Tobacco smoke
[ Trees O Grasses [ Weeds OAir Conditioning
O Exertion O Fatigue Ol Excitement OZension (anxiety)
O Laughing O Chilling O Infection ClMenses (periods)
O Dampness OAspirin O Wind
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pﬂmNam Ll . - o e
HOME ENVIRONMENT
1. PATIENT'S BEDROOM (These questions concern the patients bedroom only)
A. Does patient share a bedroom? [ Yes CINe
B. How many beds?
C Mattresses
Patient has: [ Cotton O Foam rubber Other
Others are: O Cotton O Foam rubber Other
D. Bed springs
Patient has: O1Box springs OOpen springs  OBunk board
Others are: O Box springs OOpen springs OBunk board
E Pillows
Patient’s are: OFeathers O Feam OSynthetic
Others are: [Feathers O Foeam
Synthetic
E Blankets: OWaol [Cotton [Ozher
G. Carpet: COWool O Cotron O O0zher O Ne carpet
Carpet Pad: O Foam rubber [ Hair O Other 1 Only washable rugs
: “are used
H. Number of stuffed toys in patient’s bedroom: OOne CNone O Several
Stuffing in stuffed toys is
2. CARPETS IN HOUSE
A Living room: O Waol [ Cotton O0Ozher Rug pad:
B. Other rooms: O Wool O Cotton OOzher Rug pad:
3. OVERSTUFFED FURNITURE
A Approximate age:
B. Stuffing: . O Foam O Other
C. Upholstery: O Synthetic O Wool OOzher
A e OGas Qoil O Electric OOther
B/ { nace filters present? OYes ONe
; | / Hawoﬁ‘eﬂ aré filters changed or cleaned?
d ; As ? _:q_?'zdérz'ming? YesO 0O Ne Swamp Cooler? O Yes O Ne
D. Efecémmuzzr cleaners? Yes[ O Ne
E 7 Humidifiers? Yes O] ONo

i
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5. MISCELLANEOUS
A Age of home:

B. Type of construction:
C Has basement or home ever smelled moldy or musty? [ Yes O Ne

Basement: O Finished OUnfinished
D. Years ar present address:
E Previous residences:

CITY STATE HOW LONG?

E Has change in locale affected your symptoms? [ Yes ONe

How?
G. Neighborhood contains (circle, and name type if known)

Trees:

Lawns:

Fields:

Farms:

Water:

6. LIST ALL ANIMALS PRESENT

Indoors Outdoors

7. List anything else you feel may be-a factor in causingyour allergy or making it worse:

Year in school:

2 : ;Heat_mg?.b’{fte??é:
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Patient Name __

D. Air conditioning:

E Humidification:

WORK EXPOSURE (continued)
F Air filters:

Dusts:

G.
H. Odors:
I

Fumes (smoke)

PREVIOUS ALLERGY STUDIES

Have skin tests been done before?  OYes O No Doctor:

Date: Results:

Duration of injections or treatments:

Has a gamma globulin (electrophoresis) test been done? DOYes O No

When, where, and results:

DIET ;

FOOD ELIMINATED DURATION RESULTS
MEDICATIONS
List medications currently used including over the counter products (for any reason) and frequency of use.
' DRUG FREQUENCY

Have you-used-any of the following? (circle)
OPrednisone = [ Cortisone O Naphcon O Kenalog
DAfffr_‘es: / _ |:| Visine Deltasone O Bronkaid
O Decadron. :

Dare;ﬁrsr:qnﬁ last used: __
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Frequency of use:

List medications used in the past for treatment of allergies:

Has adrenaline been used? OYes TNe  Results:

FAMILY HISTORY
LIVING OR AGE NOW OR HEALTH (GOOD, ALLERGIES? OTHER
DECEASED AT DEATH ; FAIR, POOR) (LIST) DISEASES

RELATIVE

Father

Mother

Brothers

Sisters

Is patient married? OYes DONo Number of é};rildren:

List allergies in children

If married, does spouse have any allergies? QYes DONo
Type:

IMMUNIZATIONS . (List last vaccination date for each. If none, indicate with N)

Small pox Typhoid German measles (Rubella)
Diphtheria Polio Whooping cough
Influenza Mumps _ - Yellow fever
Tetanus Red Measles . Other
Has there ever been a severe reaction to immunizations’ [lYes - CINo \
Describe: ' '
Last tuberculin test: ~ Date Result

Type: Mantoux ' Tine PPD

YEAR PHYSICIAN REASON



Dr. Rogers
Rectangle


Patient Name __

OPERATIONS AND HOSPITALIZATIONS (continued from last page)
HOSPITAL YEAR PHYSICIAN REASON
INJURIES
TYPE OF ACCIDENT YEAR NATURE OF INJURY?
HEALTH HABITS
1. Drink alcohol? O Yes ONe Daily amount:
2. Smoke tobacco? OYes ONe Daily amount:
3. Drink coffee? O Yes ONe Daily amount:
4. Drink tea? Oves ONe Daily amount:
5. Exercise? ORegularly OOccasionally O Never
6. Take vitamins? OYes ONe Brand:
¥4 Do others smoke in your home? . O¥es ONo
ANY OTHER COMMENTS?

e -
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PATIENT CONSENT FORM

The Department of Health and Human Services has established a “Privacy Rule” to help insure
that personal health care information is protected for privacy: The Privacy Rule was also created in
order to provide a standard for certain health care providers to obtain their patients’ consent for
uses and disclosures of health information about the patient to carry out treatment, payment, or
health care operations.

As our patient we want you to know that we respect the privacy of your personal medical
records and will do all we can to secure and protect that privacy. We strive to always take reasonable
precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum
necessary information to only those we feel are in need of your health care information and
information about treatment, payment or health care operations, in order to provide health care
that is in your best interest.

We also want you to know that we support your full access to your personal medical records.
We may have indirect treatment relationships with you (such as laboratories that only interact with
physicians and not patients), and may have to disclose personal health information for purposes of
treatment, payment, or health care operations. These entities are most often not required to obtain
patient consent.

You may refuse to consent to the use or disclosure of your personal health information, but this
must be in writing. Under this law, we have the right to refuse to treat you should you choose to
refuse to disclose your Personal Health nformation (PHI). If you choose to give consent in this
document, at some future time you may request to refuse all or part of your PHI. You may not revoke
actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with our HIPPA Compliance Officer.

You have the right to review our privacy notice, to request restrictions and revoke consent in
writing after you have reviewed our privacy notice.

Print Name: Signature: LN ) 1 -

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS

To Our Valued Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem
causing patients inconvenience, aggravation, and money. We want you to know that all of our
employees, managers and doctors continually undergo training so that they may understand and
comply with government rules and regulations regarding the Health Insurance Portability and
Accountability Act (HIPPA) with particular emphasis on the “Privacy Rule”. We strive to achieve the
very highest standards of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate uses of PHI in accordance with the
governmental rules, laws and regulations. We want to ensure that our practice never contributes in
any way to the growing problem of improper disclosure of PHI. As part of this plan, we have
implemented a Compliance Program that we believe will help us prevent any inappropriate use of
PHI.

We also know that we are not perfect! Because of this fact, our policy is to listen to our
employees and our patients without any thought of penalization if they feel that an event in any way
compromises our policy of integrity. More so, we welcome your input regarding any service
problem so that we may remedy the situation promptly.

Thank you for being one of our highly valued patients.

Allergy Associates of Utah
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MEDICAL & FINANCIAL INFORMATION AUTHORIZATION & RELEASE

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and
disclosures of their protected health information (PHI). The individual is also provided the right to
request confidential communications or that a communication of PHI is made by alternative means,
such as sending correspondence to the individual’s office instead of the individual's home. We will
release information ONLY by the authorized means you have chosen. We will take reasonable steps
to limit the use or disclosure of and request for PHI to the minimum necessary to accomplish the
intended purpose. These provisions do not apply to uses or disclosures made pursuant to an
authorization requested by the individual. We will keep a record of all PHI disclosures. Uses and
disclosures may be permitted without prior consent in an emergency.

I authorize the staff of Allergy Associates of Utah to release any financial information
to the following people:
Name of Spouse:
Partner:
Parent or Guardian:
Other:

I authorize the staff of Allergy Associates of Utah to release any medical information
to the following people:
Name of Spouse:
Partner:
Parent or Guardian:
Other:

Please check all that apply:

Telephone Communication: Written Communication:
00 Home telephone: O O.K.to mail to my home address.
O Cell phone: O O.K.to mail to my work/office address.
O O.XK.to leave detailed message on 0O OK.to fax to this number:
answering machine.
O O.K.to leave message with call back O O.K.to mail promotional material.
number only. O O.K.to mail information regarding Research
Q Work telephone: Studies.
O OX.to leave detailed message on 0O Other/list any restrictions:
answering machine.
O O.K.to leave message with call back
number only.

I have received the Notice of Privacy Practices of Allergy Associates of Utah and I have been
provided an opportunity to review it. I understand I may revoke any part of this authorization at any
time by giving written notice to the Privacy/Security Officer at Allergy Associates of Utah.

Patient Signature: - Date:

Allergy Associates of Utab
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ALLERGY ASSOSCIATES OF UTAH

INSURANCE AUTHORIZATION
1.1 authorize the release of any medical information necessary to process this claim. I

also request payment of government benefits or other healthcare insurance plans
to Dr. Charles M. Rogers, M.D. if he accepts assignment for my insurance.

2.1 authorize payment of medical benefits to Dr. Charles M. Rogers, M.D. for
services described below.

Signed (Insured or authorized person)

DATE:

PATIENTS NAME:
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