BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C.

Joanne Halbrecht, M.D.

3000 CENTER GREEN DRIVE,  SUITE 150  (  BOULDER, CO 80301

PHONE: (303) 449-8807    FAX:  (303) 247-1232

Welcome to the Boulder Institute for Sports Medicine. Please take a few moments to complete the following forms. If you have any questions or require assistance, please do not hesitate to contact our office.  

*If you need to cancel or reschedule your appointment we require at least 24 hours notice, a $50 fee will be imposed if this requirement is not met*
Please check in 10 minutes prior to your scheduled appointment and bring the following:

· Insurance card

· Valid photo id

· X-rays, MRI’s, scans related to this condition

· Completed paperwork
· Co-pay

· Deductible - these fees will be calculated at applicable contracted rates.
We look forward to seeing you,

Boulder Institute Staff

(PLEASE USE INK ONLY}

LAST NAME:




  FIRST NAME: ______________________MIDDLE:___ 
DOB: _______
 SS#:



                     MARITAL STATUS:    M      D      W      S      P
MAILING ADDRESS:













CITY:






STATE:



ZIP:



HOME PHONE:


   
WORK PHONE:



CELL PHONE:




OCCUPATION:





EMPLOYER:






WORK ADDRESS:












EMAIL ADDRESS_____________________________________________________________________________________              
EMERGENCY CONTACT NOT LIVING W/ YOU: __________________________________________________________
 THEIR PHONE #:

                          

RELATIONSHIP TO YOU: ____________________________
▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪


Please circle one of the choices below:

YES – I authorize Boulder Institute for Sports Medicine to bill my insurance company (as listed below) for services provided and 
authorize my insurance carrier to make payment of medical benefits to Boulder Institute for Sports Medicine.
NO - I would not like Boulder Institute for Sports Medicine to bill my insurance company for services provided.

□ I do not have insurance and will be paying Boulder Institute for Sports Medicine directly for services provided.
WORK RELATED?  (Yes 
( No
INSURANCE COMPANY:












SUBSCRIBER NAME:



DOB:


RELATIONSHIP TO PATIENT


ADDRESS (if different from patient)











EMPLOYER:













PLAN/MEMBER #






GROUP #





INSURANCE CUSTOMER SERVICE PHONE NUMBER:







 

SIGNED













Patient/Guardian                                                                       
Date

BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C.

ORTHOPEDIC HISTORY

Name: ____________________________________ 
Date:









Date of Birth:

  Sex M/F   Height_________ Weight________    Occupation


Referred By:   
( Doctor (Therapist   (Friend Name:









( Insurance    (Yellow Pages   (Internet    (Returning Patient
Family Doctor:












Chief Complaint

Why are you seeing the doctor today? _________________________________________⁮Right ⁮Left ⁮Both
How did your injury/pain happen?  _____________________________________________________________

When did this happen? _______________________________________________________________________
Current problem is the result of a (n): Check all that apply

□
Car Accident

□
Work Accident
□
Accident
□
Other

	ALL Medication/Herbal Supplements
	Dose
	Reason for Medication

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


MEDICATION ALLERGIES:
□ No Known Allergies
□ Yes, Please list medication(s) and your Reaction(s):  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are all immunizations up to date?
□
Yes □ No, If no, which immunizations are due?




Past Medical History

Surgeries/Hospitalizations
Year


Complications 

Have you ever had general anesthesia?
□
No
□Yes

Have any problems with anesthesia?
□No
□Yes
Describe:






Have you ever had a reaction to tape or iodine on your skin?
□
No □Yes 
Have you ever had a reaction to Latex?  □
No
□Yes

Have you ever had a Blood Transfusion?     □No     □Yes
When?






REVIEW OF SYSTEMS

Are you currently having or have you had problems with your:





Check

Describe all Yes responses

Eyes
□No
□Yes 






                                      

Ears, Nose, Throat
□No
□Yes 






  

Lungs, Breathing
□No
□Yes 






             

Digestion/Stomach
□No 
□Yes 






         

Bowel movement
□No
□Yes 






        

Bladder problem
□No
□Yes







Liver
□No
□Yes 






                               

Kidneys
□No
□Yes 






                              

Diabetes
□No 
□Yes







Heart problems
□No   □Yes 

 

High blood pressure
□No
□Yes 






        

Bleeding problems
□No
□Yes 






           

Balance problems
□No
□Yes 







Numbness/tingle
□No
□Yes






           

Ulcers
□No
□Yes 






                                

Blackouts/faint
□No
□Yes 






           

Psychological problems
□No 
□Yes 







AIDS
□No
□Yes 






                                 

Hepatitis
□No
□Yes 






                          

Cancer
□No
□Yes 






                              

Arthritis
□No 
□Yes 






                           

Polio
□No
□Yes 






                               

TB
□No
□Yes 






                                  

Epilepsy
□No
□Yes 






                          

Blood Clots
□No
□Yes 






                       

Family History of Blood Clots
□No
□Yes 






                     

Claustrophobia
□No
□Yes 






              

Metal Objects in Body
□No
□Yes 







Other
□No
□Yes ________________________________

                    

Patient Name (Please Print): _______________________________

Family History

	Member
              
 Alive
 Deceased
Age
Health status or cause of death

	Maternal Grandmother
 A
 D



	Maternal Grandfather  
 A
 D



	Paternal Grandmother
 A
 D



	Paternal Grandfather                A
 D



	Father

              
 A
 D



	Mother


              A
 D



	Sister/Brother

              A
 D



	Sister/Brother

              A
 D



	Sister/Brother

              A
 D



	Sister/Brother

              A
 D




Social History

Children?

□ No □ Yes # _____________

Do you live alone?
□ No □ Yes ________________________

Exercise? □ Daily
□ Weekly
□ Monthly
□ Rarely
□ Never

What type of exercise?









________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you participate in sports?
□ No    □ Yes


If yes---List sport(s) and estimated number of hours per week/ month / season you devote to this activity

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of substance abuse?
□ No    □ Yes
If Yes - What?








______________________________________________________________________________

Never Smoked? □ 
Smoke currently?  □ No           □ Yes
_____Packs per day for _____years
Quit smoking? □ No    □ Yes □ this year
□ >1 year
□ >5years
□ > 10 years
Previously smoked ______packs per day for ______years.

Drink alcohol? □ Daily □ 1-2x/week
□ 1-2x/month
□ 1-2x/year □ none
Patient /Guardian Initial: _________________________________
Date: 




BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C.

CONSENT TO MEDICAL TREATMENT
I, ________________________________________, knowing that I am suffering from a condition requiring medical care, do hereby voluntarily consent to such medical care including but not limited to:  diagnostic procedures, use of medications, local anesthesia, medical and surgical treatment my attending physician, her assistants or designees as is necessary in her judgment.

I understand that any x-rays obtained will be interpreted by Dr. Halbrecht.

I understand that the practice of medicine and surgery is not an exact science and that no guarantees can be made as to the results of medical treatment.

I understand that, if my treatment is being requested by my employer or any other agent or agency, information relevant to my evaluation will be sent to that employer, agent or agency.  I also understand that all necessary information will be sent to my insurance carrier or other reimbursing agencies.

I understand that if I have been referred to Dr. Halbrecht by another physician or health care provider, that information regarding my condition may be sent to the referring health care provider.

In the event that I am unavailable for direct contact, I authorize the medical and professional staff of BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C. to release any medical information to the following person(s):

1.  Name





 phone number 





2.  Name





 phone number 






In addition, I authorize the staff to leave messages on voicemail at the following phone number(s): 

I hereby agree to the release of this information and release the medical and professional staff of the BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C. from all liabilities that may arise from the authorized release of this information 

I also certify that I understand this consent form and have been given the opportunity to ask any questions regarding its meaning and utilization.

SIGNED













Patient/Guardian                                                                       
Date

SIGNED












                            Witness (In-office personnel only)




Date

BOULDER INSTITUTE FOR SPORTS MEDICINE, P.C.

ACKNOWLEDGMENT OF FINANCIAL RESPONSIBILTY

(This Document is not applicable to approved Worker Compensation claims)

1. You are ultimately responsible for payment of medical charges regardless of the type of medical insurance which you may have.

2. If a deductible or coinsurance applies to office visits, x-rays, or any treatment performed by the doctor, payment is due at the time of service.  If Boulder Institute is contracted with your insurance, the amount collected at the time of service will be based on the current contract rate.  Our office will bill the carrier, and if the allowed amount on the explanation of benefits (this is a form we receive from the insurance carrier after your claim processes) is different than the amount collected at the time of service, you will be balance billed.   

3. Outstanding balances accrue a 1% interest fee per month, 12% per annum.

4. Colorado law mandates that we receive payment within 45 days of submitting your insurance claim.  If you have Medicare as your primary insurance coverage with a secondary supplemental plan such as AARP, and we do not receive payment from your supplemental carrier, you will need to pay your account balance and receive reimbursement from your insurance carrier.

5. If you will be needing surgery, your insurance benefits will be verified and you may need to remit a deposit for your scheduled surgery.  You will then be responsible for payment of the balance of your account once your primary insurance pays on the surgery.  Pre-verification is not a guarantee of payment to us; therefore, if your insurance does not pay on your surgery for any reason, you will be responsible for payment of all surgery charges.

6. If your account is not paid and if payment arrangements have not been made, your account may be turned over to our collection agency to pursue payment, you will be responsible for all charges incurred as well as all collection costs and fees.

7.
Occasionally, patients request completion of miscellaneous forms for various purposes.  Form completion fees are between $15 - $75, and are payable from the patient.  These services are not billable to the insurance carrier.

8.
We may charge a reasonable fee for copying of patient records and may ask for payment in advance.  It is customary for physicians, when transferring care, to provide copies of the patient’s records to another physician’s office free of charge.  The patient must complete a release of medical records form.

I acknowledge that I have read and understand the above financial policies of Boulder Institute for Sports Medicine, P.C.

Patient/Guardian Signature_________________________________  
 Date


 

PATIENT NOTIFICATION OF PRIVACY RIGHTS

The Health Insurance Portability and Accountability Act (HIPAA) provides patient protections related to the electronic transmission of data, the keeping and use of patient records, and storage and access to health care records.  HIPAA applies to all healthcare providers.  

By law, we are required to secure your signature indicating you have had a chance to review our Notification of Privacy Rights Document and are available upon request.
I,                                                                        , understand and have been offered a copy of Boulder Institute for Sports Medicine’s Notice of Privacy Practices which provides a detailed description of the potential uses and disclosures of my protected health information as well as my rights on these matters.  I understand I have the right to review this document before signing this acknowledgement form.

Patient/Guardian Initial                              
Date ___________________  
Boulder Institute for Sports Medicine EZ Pay Consent Form

Boulder Institute for Sports Medicine will submit claims to your insurance company following your visit.  Once the billing office receives final payment and/or disposition from your insurance carrier the office will balance bill your payment card on file for any amounts not paid by your insurance carrier that are considered patient responsibility, providing you have agreed to this arrangement by signing below.  Examples of these unpaid amounts may be co-pays, co-insurance, and deductible responsibilities not collected at the time of your visit. There will be a $5.00 charge to generate an invoice.
If these unpaid amounts exceed $75.00 the office will call to inform you of the amount charged to your payment card.  A receipt will be mailed to you along with a statement for any amounts billed to your payment card for your records.  

Authorization:

I authorize Boulder Institute for Sports Medicine to charge my payment card for the balance of fees not paid by my insurance carrier.  I understand that if the amount is greater than $75.00 I will be called and informed of the amount charged to my payment card.  In all instances a receipt and itemized statement will be mailed to me.

_____________________​​​​​​​​​_______________
____________________________________

Card Holder Name & Zip Code


Card Holder Signature

Date

_______________________________________________

__________________

Card Number







Expiration Date

Card Type: 
Visa

MasterCard
This information is kept strictly confidential and will only be used for payment of fees to Boulder Institute for Sports Medicine.

DIRECTIONS TO

BOULDER INSTITUTE FOR SPORTS MEDICINE

3000 Center Green Drive, Suite 150  (  Boulder, CO  80301

Phone: (303) 449-8807     Fax: (303) 247-1232

BISM is located on the northwest corner of Foothills Parkway and Valmont Road

FROM DENVER / SUPERIOR:

-Take Highway 36 to Foothills Parkway Exit (Hwy 157)

-Go north on Foothills Parkway to Valmont Road (4th light)

-Turn left (west) on Valmont Road 

-Take the first right (north) on to Center Green Drive

-Take first right into the parking lot, second entrance to the building

FROM LONGMONT:

-Take Highway 119 to Foothills Parkway (Hwy 157)

-Turn right (west) on Valmont Road 

-take the first right (north) on to Center Green Drive

-Take first right into the parking lot, second entrance to the building

FROM BOULDER:

-Heading East on Valmont Road from 30th Street, cross the RR tracks

-Take immediate left turn lane (north) after the stoplight at Wilderness onto Center Green Drive

-Take first right into the parking lot, second entrance to the building

-Heading West on Valmont Road from 55th, cross Foothills Parkway

-take the first right (north) on to Center Green Drive

-Take first right into the parking lot, second entrance to the building

FROM LOUISVILLE / LAFAYETTE
-Head West on South Boulder Road 

-Merge right onto Foothills Parkway (CO-157)

-Turn left (west) on Valmont Road

-take the first right (north) on to Center Green Drive

-Take first right into the parking lot, second entrance to the building
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