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ADULT AND PEDIATRIC ALLERGY, ASTHMA AND CLINICAL IMMUNOLOGY

Allergy Questionnaire DATE
Patient’'s Name Date of Birth Sex
Is this visit ~ Your Idea [J Your Physicians Idea [] Both
INSTRUCTIONS: PLEASE ANSWER THE QUESTIONS AS THEY RELATE TO THE PERSON BEING EVALUATED. AN ACCURATE RECORD IS IMPORTANT IN
LEARNING ABOUT YOUR ALLERGY PROBLEM.
Briefly describe the reason for your allergy visit and what you hope to accomplish
PROBLEMS: Have you ever had the following conditions? For Physician
Age at Severity

Yes No (Check all items) Onset Mild Mod Sev

Asthma (wheezing or chest tightness)

Hay Fever (runny, stuffy, itchy nose, sneezing)

Sinus trouble

Eczema or other rashes

Hives or swelling

Frequent infections

Insect reactions

Drug reactions: Which meds

Latex (rubber) reaction
SYMPTOMS: Have you had any of the following?

How many days Severity
in the last month Mild Mod Sev Circle Months Effected

Ear problems JFMAMJIJASOND
ltichy throat JFMAMJIJIASOND
Runny or stuffy nose JFMAMJIJASOND
lichy nose JFMAMJIJIASOND
Sneezing JFMAMJIJIASOND
ltchy eyes JFMAMJIJAS OND
Wheezing JFMAMJJASOND
Coughing or chest tightness JFMAMJIJA SOND
Wheezing or coughing with exercise JFMAMJJASOND
Skin problems JFMAMJJASOND
Headaches or sinus pain JFMAMJJASOND
For Physician (leave blank)
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THERAPY List all current medications (please bring in prescription medicines)
1 2 3

4 5 6
Name
Dose or Strength
Usual frequency
Does it help
Side effects
Have you ever been treated with Prednisone or other steroids? Yes No If so, when
Medications tried previously
PRECIPITATING FACTORS/TRIGGERS
Condition Condition No Condition Condition No

made worse  improved change
Cutting or playing in grass Animals

Raking leaves

]

“Colds” or viruses
High winds !

Exercise
Other outdoor exposure

Moldy/mildewed areas Cold weather
(basement, attic)
Emotional stress

Dusting or vacuuming

made worse  improved change

Do dono

DOooDdondn
Ooododn

Menstruation
Air conditioning or heating

Foods
Cleaning agents, soaps (Please list)
detergents, etc.
Paint, motor fumes,
insect sprays, etc. Other

ODUOouoodod
OO0 don
Do nodnn

Cigarette smoke

HESIDENCE & TRAVEL HISTORY: LIST MOST RECENT FIRST

City & State Effect on Symptoms (better, worse, no change)

o > b =

PREVIOUS ALLERGY EVALUATION AND THERAPY

Have you ever had allergy skin tests?
O Yes [ONo If yes, date Physician’s Name

Results of these tests: (if possible, please provide us with a copy)

Have you ever received injections:?
[ Yes [JNo If yes, give dates Did they help? [ Yes

O No

IMMUNIZATIONS UP 70 DATE O Yes ONo

List Reactions, if any




Kansas City Allergy & Asthma Associates, PA
AUTHORIZATIONS and FINANCIAL POLICY

Patient Name: Date of Birth:

Notice: During a visit to our office, patients may receive several different kinds of services, each one may
have a separate charge.

ITEM 1 - Consent to Treat
Initials I hereby authorize/consent Kansas City Allergy & Asthma Associates, PA (KCAA) and its physicians to treat me/my child.

ITEM 2 — Assignment of Insurance Benefits

Initials I hereby authorize and assign, my insurance carrier(s), to make payment directly to KCAA of insurance benefits for services
herein specified and otherwise payable to the insured. KCAA files both primary and secondary insurance as a courtesy to
patients. I understand and agree that I am financially responsible to KCAA for all charges incurred regardless of potential
insurance benefits, including but not limited to Co-Payments, Co-Insurance, Deductibles, Pre-Existing and Non-Covered
services. I understand KCAA will not become involved in disputes between the patient and the insurance company. I
understand it is my responsibility to verify with my insurance company the physician(s) treating me are covered under my
insurance and to get referrals and/or authorization for services.

ITEM 3 — Requirements at Time of Service

Initials [ understand insurance cards must be presented at time of service or patient will be self pay until cards are presented or if
insurance changes within treatment, cards must be presented before KCAA will file claims to new insurance. Co-Payments,
Co-Insurance, Deductibles and Non-Covered services are due at time of service. I understand my insurance company may
require a referral before being seen — If not obtained I will be responsible for incurred charges until a referral is obtained. I
understand that I will receive monthly billing statements. After 60 days, unpaid balances may be transferred to a collection
agency with an additional rebilling fee of $25.00.

ITEM 4 — Minor Patients (Patients under age 18)

Initials ~ Any patient under the age of 18 must be accompanied by a parent/guardian to each visit. I understand by signing KCAA’s
financial policy, I am solely responsible for any incurred charges for the below named patient. Patients under the age of 18
may not cancel or change an appointment in this office.

ITEM S — Returned Check Fee
Initials I understand if KCAA receives a returned check I will be charged an additional $25 of the amount on the check and will be
on a cash only basis thereafter.
ITEM 6 — Noncompliance
Initials I understand KCAA has the right to discharge any patient from this practice at anytime due to non-compliance. If this occurs,
records will be released to a physician of my choice only when a signed release of information is received in this office.
ITEM 7 — Appointments
Iitials I understand KCAA will charge $40 if I no-show or fail to cancel an appointment without giving 24 hours advanced notice.
I understand this charge is not covered by my insurance policy. I understand that if I arrive 15 minutes or more late for an
appointment, I may be asked to see an extender or reschedule your appointment.
ITEM 8 — Housecalls
Initials [ understand KCAA may call the patient’s home and/or leave a message to confirm the appointment date, time, location, or
any applicable medical instructions. In addition, I understand KCAA may leave a detailed message on my telephone number
relating to any lab, x-ray results, and instructions for medical care. I also understand KCAA may send any written
communication to my home address.
ITEM 9 - Notice of Privacy Practices
Iitials [ acknowledge that I have read or received a copy of KCAA’s Notice of Privacy Practices.

Patient’s Signature Initials Date
Guardian or
Other Responsible Party Initials Date

Please List Persons to Whom Protected Health Information May Be Disclosed:

Revised 7/7/2010



HIPAA Notice of Privacy Practices

Effective as of March/1/2010

Kansas City Allergy and Asthma Associates, PA
8675 College Blvd., Suite 200, Overland Park, KS 66210
913-491-5501

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry
out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It
also describes your rights to access and control your protected health information. “Protected health information™ is
information about you, including demographic information, that may identify you and that relates to your past, present or
future physical or mental health condition and related health care services.

USES AND DISCLOSURES OF PROTECTED HEALH INFORMATION

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your
health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that
the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment,
employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that see patients at
our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and
indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We
may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment,
and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as required by law, public health issues as required by law, communicable diseases, health oversight,
abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral
directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation,
inmates, and other required uses and disclosures. Under the law, we must make disclosures to you upon your request.
Under the law, we must also disclose your protected health information when required by the Secretary of the Department
of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.
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Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or
opportunity to object unless required by law. You may revoke the authorization, at any time, in writing, except to the
extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in
the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may apply) — Under federal law,
however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable
anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted
by law, information that is related to medical research in which you have agreed to participate, information whose
disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of
confidentiality.

You have the right to request a restriction of your protected health information — This means you may ask us not to
use or disclose any part of your protected health information and by law we must comply. You may also request that any
part of your protected health information not be disclosed to family members or friends who may be involved in your care
or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction
requested and to whom you want the restriction to apply. By law, you may not request that we restrict the disclosure of
your PHI for treatment purposes.

You have the right to request to receive confidential communications — You have the right to request confidential
communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of
this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.

You have the right to request an amendment to your protected health information — If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your
statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures — You have the right to receive an accounting of all
disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations;
required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request.

You have the right to obtain a paper copy of this notice may from us even if you have agreed to receive the notice
electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on the
following appointment. We will also make available copies of our new notice if you wish to obtain one.

COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not
retaliate against you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. We are also required to abide by the terms of the
notice currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number.

Please sign the accompanying “Acknowledgment” form. Please note that by signing the Acknowledgment form
you are only acknowledging that you have received or been given the opportunity to receive a copy of our Notice of
Privacy Practices.
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