
COLON & RECTAL SURGERY ASSOCIATES

PATIENT INFORMATION

,PLEASE PRINT,, ONd in ALL oces

PATIENT NAME:

HOME#: ( )

E-MAIL ADDRESS

DOB /--J-AGE:- SEX:M/F SS#:

PLACE OF EMPLOYMENT:

SPOUSE NAME:

REFERRING DR.

PHARMACY

DATE

STATE: 

-ZlPBEST DAYTIME PH# I HOME / n CELL

(for patient Portal)

MARITALSTATUS: M S W D

WORK#

CITYADDRESS

CELL#: ( )

OCCUPATION

CELL#: ( )
DoB: /--J-

PRIMARY DR

PH# or ADDRESS:

INSURANCE INFORMA TION

ts INSURANCE lN PATIENTS NAME? YES / NO lF NO, PLEASE LiST FOLLOW INFORMATTON:

PRIMARY CARDHOLDER,S NAME EMPLOYER:

DoB: / --J 
-

EMPLOYER PH#:

HIPAA INFORMATION

ical rm a ur
ves frien m uu

Name:

Name:

( READ & lNlrlAL ) lr lS oUR oFFlcE PoLlcY THAT YoUR coPAY, DEDUCTIBLE &/0R co- INSURANCE BE PAID AT

EACH OFFICE VISIT. IF SURGERY/PROC EDURE IS SCHEDULED WE REQUEST ANY DEDUCTIBLE &/OR COI NSURANCE BE PAID

BEFORE THE SURGERY/PROCEDURE. YO UAREALSoRESPoNSIBLEFoRANYBALANCESNoTPAID/coV
ERED BY YOUR

INSURANCE COMPANY.
***TH|soFFIcEDoEsNoTAccEPTMEDICAIDPRIMARY***

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled' including

Medicare, private insurance and any other health plans to:

SEAN MAYFIELD, M.D., JENNIFER SILINSKY, M'D"

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered valid as

an original. I hereby authorize said assignee to release all information necessary to secure this payment'

Relation:

Relation:

Phone: (

Phone: (

SIGNATURE OF PATIENT OR LEAGAL GAURDIAN DATE



ACKNOWLEDGEMENT OF REC EIPT OF NOTICE OF PRIVACY PRACTICES

SEAN MAYFIELD, M.D. JENNIFER SILINSKY, M.D.

Notice to our Patients

We are required to provide you with a copy of our Notice of Privacy Practices upon request, which states

how we may use and/or disclose your health information. Please sign this form to acknowledge receipt

of the Notice. You may refuse to sign the acknowledgement, if you wish.

I acknowledge that I have received a copy of this office's Notice of Privacy Practices

Please print your nome here

Signature

Dote

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices

This form does not constitute legal advice ond covers only federol, not stote, law.

FOR OFFIGE USE ONLY

We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy

from this patient but it could not be obtained because:

l The patient refused to sign.

I Due to an emergency situation it was not possible to obtain an acknowledgement'

n We weren't able to communicate with the patient.

n Other (Please provide specific details)

DoteEmployee signoture



COLON AND RECTAL SURGERY ASSOCIATES

HISTORY AND PHYSICAL

Sex: M F
Name

Reason for visit:
Primary is Dr

Dr

Referred by:

I also see Dr

Occupation: Place of emPlovment:

Medications: (separate list if necessary)

1.)
2.)
3.)

g times/daY
times/d ay

times/day

4.

5.

6.

)

)

)

mg times/daY

mg times/daY

mg times/daY

Medication Allergies & Reaction:

Golon exam: Last colonoscopy:(year) performed by Barium enema:(Yea

lf having colonoscopy specify type: Screening (preventive Diagnostic (previous polyps, etc.) -----
Familv Historv: (blood relation): Colon Gancer Colon Polyps

Breast Gancer: Uterine or Ovarian Cancer: Other serious ailments

Past Surqeries: (with approx. date)-

Social historv: At home I live'... alone / with

Tobacco: No_ Yes _J 
-packs 

per day. Alcohol: No- Yes 

-/ 
drinks/beers per week'

REVIEW OF SYSTEMS: GHEGK ALL THAT APPLY

Gastrointestinal
n Bleeding with BMs
n Constipation
n Change in bowel habits
r Diarrhea
r Rectal pain
o Soiling/ lncontinence
n Heartburn
n Abdominal pain

Skin
o Bruise easily
l Rashes

Endocrine
r Diabetes
n Hypo/hyperthyroid
r Steroid use

General
l Fevers
n Chills
n Sweats
n Weight loss
n Bleeding history
r lmmune DeficiencY

Urinarv
r Painful Urination
o Blood in Urine
r Air in Urine
n Recurrent lnfections
n lncontinence
o Dialysis

Muscle/Joint
a Arthritis
r Weakness tn --

Respiratorv
n Asthma
o Bronchitis
n Shortness of breath
n Productive cough

Cardiovascular
n High Blood Pressure
n Heart Attack
c lrregular Heart Beat
r Rapid Heart Beat
r MitralValve ProlaPse
r Valve Disease
n Leg Swelling

Neuroloqical
l Permanent stroke
n Transient stroke
n Seizures

Cancer Treatment
n Chemo o Radiation
(area treated & Year)

Blood Disorders:

r HIV/AIDS

Reproductive
(men only)

n Erectile dysfunction

(women only)
n Hysterectomy
n Childbirth

# children
n Difficult delivery

(tearing)
n C-section: #-
n Still Menstruating

Other Medical Problems:

Reviewed with Patient and agree with above

DATE:

S

Physician Signature

r S. MAYFIELD, MD I J. SILINSKY, MD



COLCN & RECTAL SURGERY ASSOCIATES

PAYM EN T POLICY

OF FICE VISITS

$/e will be happy to file your- ciaim +riln ycur- insurance company bu+' we do require paVment of al! CO'

PAYS, DEDUCTIBTES AND CO-INSURANCE PERCE.NTAGES BE MADE ON THE DATE OF

SERVICE

PROCEDURE S PERF ORMED IN OFFICE

SOME PROCEDIJR.ES PER,FORMED iN THE OFFICE ARE NOT COVER'ED BY YOUR CO'PAY

YOUR insurance company may consider them to be a medical procedure and pay under ycur

medical plan with deductible and percentage being applred. These possibilities and rnostcommon

are EXAM WITH ANOScOPY OR PROCiOSCOPY, EXCISIONS, DRAINAGES, BANDING OF

HEMORRHOIDS, etc.

FOR C LON coP ES

PI-EASE CALL YOUR INSURANCE COMPANY AND FIND OUT HOW THEY COVER THE TYPE

OF SCOPE YOU WILL BE HAVING lnsurance companies pay differently depending on the

diag NOSIS ASK HOW THEY PAY WHEN HAVING A "SCREENING'' (preventative) or

"DIAGN (previous polyps,etc) We need to know how they cove r and you need to state the
OSTIC''

type on your history and physical form

SUR ERY PROCEDUR OR oLo COPY

have read and agree to the terms above

PRINT PATIENT NAME

V/e ri.,rill, when scheduled, verify your coverage The amount that lS NOT COVEREE by-Y?"

insurance and therefore due FROM you, THE PATTENT, will be required to be pard IN'FULL

BEFOR.E the date of procedure. someone from our office will call you a few days prior to surgery to

let you know the amount, if any, due from you.

PATIENT SIGNATURE

Date



ln offi ce Proce dure Informed Con sent

Patient Name
D.O.B

IMPoRTANTINFoRfitATIoNABoUTTHsoocuuENTREADCAREFULLYBEFoRESIGNIHG

To the patient: you have bcen tord lhar you shourr, considcr mediCar ti"eatrnent / surgcr;-. Louisiana larv r':quircs us io tell vou

( t ) .L . *^/;^^t rrparmenl i qirrzcrv. (i l thc rlsRs ol In' ProPU)E

the narure ol you r ccn,l it ion. (l ) rhe general natu re tr I the med ical trealmenl i surgcLa ' (i l the risks o t' the proposed

treatmenvsurgery.
as defined by the Louisiana lvledical Disclosure panel or as dcterminerl by- your docror. and (l) rcasonable therapeutic altcrnative

and

matcrial risks associated rvith such ullsmslives

you hale the right. as a parirnt. to be informed about your condition and the recommended surgical' mcdical or diagnosttc

procedure
io be used so that 

'vou 
may make rhe decision whether or not to un'lergo the procedure uXtl Snorving tlre risks and hazards

involved.

tn keeping rvirh the Louisiana larv of informed conJent, you are being asked to sign a confirmation that rve have dirussed all

these

maners- we have already discussed wirh you the common problems and 
lisks, 

lv\e wish ro inform you a: completely as possible'

pleaserearlthcformcarelully. AskaboutanythingyouJol'otunderstand'andwe 
will be pleasedtoexplainit'

possible ln olfice Frocedures, such as: Ligatiorr of Hesnorrhoid(s! lncision and Drainage of an Abscess' Ercision of r

Thrombose Hemorrboid, Excision of rn Anar t"*,;Tilil.*i"iaii. "t 
-*r"ir-*ri"ri?"titn of wound' granulation

tissue, condyloma. etc. or Anal Biopsy'

1' ""t:flh [':JH'"J Iffi,T:Illlfil"t"F""iffi; u:l-*?:ro* are those risks ass-ociated w*h this

procedure thar we betieve 
" 
,-":;'"1i;;*ii1 r;v"1t $J'p"tiu"ttt 

position woutd tikelv

.onsider sisnincant *r.,"n ou"iJ,i-s ffiG F nry-1fia5il;-ilr;!* l"::v Prease ask

vour phvsiiian if vou wourd titJ'aioitionar information fXllo;li"t$.ffiiJi:ff"til""t;"X"ffiii..--

[::"**l;:jntf,n:;::mfJf; 'fli;riffi 
il;1;;6""rnuouv*'"Lo'utsianJtuteoicar

Disctosure panet are : er*"0'nJ'J;p*r;t# Jit" tno post-procedure pain'

(b)Risksgenerallyassociatedwithanysurgicaltreatment/procedure,includinglocalare'infection,
bleeding and Pain'

Reasonabletherapeuticalternative.therisksassociatedwithsuchalternativesandriskoftreatmentisare:
possible in{ection or continuation of symptoms'

Bysigningthisinformedconsent,youconsenttoanin.o{Ticeprocedureasdescribedabove.

Patient Signature (Autho rized rePresentativ e. if minor) Date



eP d

D ate

ucnc

Due to recent events in our region, we have composed this code of Conduct with the hope that it will encourage and provide a

safe and healthy environment for physicians, staff, visitors' patients' and their families Colon & Rectal Surgery

Associates expects visrtors, patients, und ,tto,.nf,u"vtg i"'rv me.1blrs to refrain from unacceptable behaviors that are

disruptive or pose u tf'"ui to tfre rigfrts or safety oi pnysicians' patients' and staff'

The following behaviors are prohibited:

. Possessing firearms or any weapon

:'il:il"-',il:;::?T:i:l?:lxT;JrTli::X':TL: rerters, voicemair, emair, or orher forms of written' verbar' or erectronic

communication
. ptrysicatty assaulting or threatening to inflict bodily harm

. Making verbal threats to harm 
'nothut 

individual or destroy property

. Oamaging business equipment or property

. Making menacing or derogatory gestures

;,y:xi:t::;":l;xl;i}?".::T.xi:::::1"#""'J:illoo,"o,.,u;rbehavior, 
p,ease report to anv staff member Viorators

are subject to removal from ttre facility and/or discharge from our practice'

office tffin*:;:"#n::'.,',"-11;r,. 
c,..,.:l:,lod ror arrivar rr vou arrive more than 1s minutes after vour

appointment, yo' *itt likely have to reschedule' bject to a 3 5% service fee except for

rourofficetakescashandcreoitcardsasaformofpayment.Allcreditcardsaresu
HSA cards.

. A, our physicians are BOARD CERTIFTED ..LORECTAL SURGEONS' and it is our poricy that once you establish care with

one of our physicians, you cannot r*n.f',,o another pf,y'itln in our practice Established care means you've seen one

ofourphysiciansinthehospital,intheofficeorhadasurgicalprocedurebyoneofthephysicians.

As a patient visiting our practice' please consider the following:

. prease communicate alr issues that you wish to discuss with the doctor at the time of your apporntment'

Due to the delrcate nature of our specialty, |.nor, qu"riions not asked while in the office may require

another visit so that the doctor can provide tr,. unr*ul, you ,nuy need and the quality of care you deserve'

.ourpracticefollowsazero-tolerancepolicyforaggressiu"u.r,u;io'directedbypatientsagainstour
physicians and/or staff. ,^,, ^,.^^. : devices. When interacting with any

.Pleasebecourteouswiththeuseofyourcellphoneandotherelectrontc
of our staff, prease put your devices away. set the ,'ng., to vibrate before storing it away and entering our

exam rooms.
our available appointment time is very important' as such we will charge a $50 no show fee for missed

appointments and afrer 3 no show uppoinl*.nrr, you will be discharged from our practice'

outstanding balances owed to our office wi' be forwarded to a colrection agency, if no arrangements are

ff:: ili*:fi"illli,liJr3:i?;:j,:'ii:,.:"llun.o* with the service received in our office' prease

contact our practice manager before yori"*u our office so that any crarifications about your care or the

services you received can be addressed'

By signing this document, you agree to abide by this patient code of conduct and the poricies of this office

Print Patient Nam

Patient Signature
RetationshlP to Patient


