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	Allergy, Asthma & Immunology Institute of St. Louis

Elyra D. Figueroa, MD
10000 Watson Rd. Suite 2S, St. Louis, MO 63126

314-822-5309



We are very pleased that you have chosen Dr. Figueroa to be a part of your medical care.  Please answer ALL the following questions as completely and accurately as possible. The information you give is very important in learning more about your allergy and how to control it. Circle or check items that apply to you and explain as needed.  Please place an X under "No" if you have not suffered with the condition or it does not apply to you. This way we will know you reviewed each entry. If any of the information requested does not pertain to you, please skip that section.
Your first visit with Dr. Figueroa will include a detailed history of your problem, followed by a physical examination, and perhaps allergy testing.  If you have any questions, please do not hesitate to contact the office prior to your visit at 314-822-5309.  

	Name
	Birth Date 
	Appointment Date



	Occupation (describe)
	Age       
	Gender     M     F

	Referred By
	Primary Care Doctor

	Do you have any relatives that come here?  Names:


	When and where did your allergy symptoms start?   Year                    State                            How long have you lived in this state?


	BRIEFLY DESCRIBE YOUR REASON FOR THE  ALLERGY VISIT & WHAT YOU WISH TO ACCOMPLISH



SYMPTOMS:  Check each box that applies to the symptoms you experience

	(
	NOSE
	(
	SINUS
	(
	CHEST

	
	Stuffy nose (Congestion)
	
	Headaches
	
	Tightness

	
	Sneezing
	
	Sore throats
	
	Wheezing

	
	Itchy (Pruritus)
	
	Postnasal drainage
	
	Wheezing with colds/infections

	
	Clear/colorless drainage (Rhinorrhea)
	
	Throat clearing
	
	Wheezing/cough with exercise

	
	Thick/colored drainage
	
	Sniffles
	
	Shortness of breath

	
	Mouth breathing
	
	Hoarseness
	
	Productive cough

	
	Snoring
	
	Bad breath (Halitosis)
	
	Dry cough

	
	Loss/decreased sense of smell
	
	Frequent sinus infections
	
	Cough at night

	
	Nose bleeds (epistaxis)
	
	Sinus pressure
	
	Bronchitis

	(
	EYES
	(
	Ears
	(
	SKIN

	
	Red
	
	Itchy (Pruritus)
	
	Rash

	
	Itchy (Pruritus)
	
	Fullness/popping
	
	Hives (Urticaria)

	
	Watery
	
	Painful (Otalgia)
	
	Atopic dermatitis (Eczema)

	
	Dark Circles (Allergic Shiners)
	
	Ringing/hearing loss 
	
	Swelling (Angioedema)

	
	Puffiness
	
	Frequent ear infections
	
	Itchy (Pruritus)


--------------*****STAFF ONLY – DO NOT WRITE BELOW THIS LINE*****--------------
Vitals:  Wt. _____  Ht. _____ BP _____  PR _____ RR _____  FEV1 (Pre) _____  (Post) ______

Clinical Summary:  ____________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________© AAIISTL EDF – Rev. 10/2014 
Patient Name: ____________________________________

TRIGGERS OF YOUR SYMPTOMS:  

Are your symptoms:
 ( Year-round  (Seasonal  ( Both  (Unsure

During what months:
 ( Jan  ( Feb  ( Mar  ( Mar  ( Apr  ( May  ( June  ( July  
 ( Aug  ( Sept    ( Oct  ( Nov  ( Dec

Which of the following trigger your symptoms or makes them worse: (Check each box that applies).

	
	Mowing lawn/yard work
	
	Weather changes
	
	Smoke 
	
	Alcohol

	
	Vacuuming/house dust
	
	After a rain
	
	Cleaning agents
	
	Beer

	
	Cedar
	
	Dry weather
	
	Newspaper
	
	Wine

	
	Pollens
	
	Windy day
	
	Indoors
	
	Stress

	
	Mold or Mildew
	
	Hot day
	
	Outdoors
	
	Other:

	
	Damp areas
	
	Cold day
	
	At home
	
	

	
	Dogs
	
	Air-conditioning
	
	At work
	
	

	
	Cats
	
	Air pollution
	
	Morning
	
	

	
	Other furry animals:
	
	Perfume
	
	Afternoon
	
	

	
	
	
	Chemical fumes
	
	Night
	
	


DURATION/SEVERITY OF SYMPTOMS:

Have your symptoms been present:
( all your life  ( _____ months
( _____ years

Are your symptoms:
( mild
( moderate  ( Severe
( Rare
( Frequent  ( Constant  ( Interfering with life




(Preventing normal activities  ( Embarrassing

Do you experience:
Excessive daytime sleepiness  ( Yes  ( No




Difficulty concentrating during the daytime  ( Yes  ( No




Loud snoring that interrupts sleep  ( Yes  ( No




Restless sleep  ( Yes  ( No




Headache in the morning  ( Yes  ( No 



Do you have frequent episodes of cough associate with phlegm production  ( Yes  ( No




Have a cough on most days, for 3 consecutive months or more  ( Yes  ( No




Have you coughed-up blood  ( Yes  ( No




Do you have indigestion or reflux  ( Yes  ( No
SINUS

Have you been treated with antibiotic for sinusitis  ( Yes  ( No

If yes, how often have you been treated in the past year:  _____________________________________________________________
Please list the antibiotics prescribed:  _____________________________________________________________________________
Do you require more than 1 course of antibiotic to treat an infection  ( Yes  ( No  If Yes, how many  __________________________
Have you been diagnosed with nasal polyps  ( Yes  ( No   Any course of treatment  _______________________________________
Any CT scan or X-ray of the sinuses  ( Yes  ( No

Date obtained, where & results:  _________________________________________________________________________________
___________________________________________________________________________________________________________
Have you ever had sinus surgery  ( Yes  ( No

If Yes, Date, Surgeon & procedure  ______________________________________________________________________________
___________________________________________________________________________________________________________
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Patient Name: ____________________________________
ASTHMA
Symptom frequency:  ( <2 days/wk  (>2 days/wk  ( Daily  ( Throughout the day

Symptom control: ( <2 days/wk  (>2 days/wk or multiple times on <2 days/wk  ( throughout the day 

Nighttime awakening:  ( 0  (1-2x/month  ( 3-4x/month    ( >1x/wk

Nighttime awakening control:  ( <1/month  ( >1/month  ( >1x/wk

Albuterol use:  ( <2 days/wk  (>2 days ( Daily  ( Several times per day

Interference with activity:  ( None  (Minor limitation ( Some limitation  ( Extremely limited

Exacerbations requiring oral steroids:  ( 0-1/yr  (2-3x/yr ( >3x/yr

Have your symptoms for you to change your occupation or quit work:  ( Yes  ( No

Have your symptoms required frequent trips to the ER/Urgent Care:  ( Yes  ( No   Date & Where: ____________________________
Have your symptoms required hospitalizations:  ( Yes  ( No   Date & Where: ____________________________________________
Have you ever been in respiratory arrest, intubated or require mechanical ventilation for a ‘severe asthma attack’: 

( Yes  ( No   Date & Where: ___________________________________________________________________________________
FOOD REACTIONS
Have you ever had any systemic symptoms after ingestion of food or liquid?  ( Yes  ( No

If Yes, do you have any of the following:  ( Itching  (Hives  (Wheezing  (Shortness of breath  ( Throat swelling

        ( Hoarseness  (Swelling (facial, lip, tongue)  (Low Blood Pressure  ( Dizziness  
Specify food/liquid causing reaction, date, how often, & medical Tx:______________________________________________________
____________________________________________________________________________________________________________
Do you experience any significant gastrointestinal symptoms after ingestion of food or liquid?  ( Yes  ( No

If Yes, do you have any of the following:  ( Nausea  ( Feeling of food stuck in throat  (Retching  (Vomiting  ( Pain 

        ( Cramps  ( Diarrhea  
Specify food/liquid causing reaction, date, how often, & medical Tx:______________________________________________________
____________________________________________________________________________________________________________
INSECT STING REACTIONS
Have you ever had any symptoms after a sting?  ( Yes  ( No

If Yes, do you have any of the following:  ( Itching (Swelling at the site of the sting only  (  Hives over the entire body   
        ( Swelling away from the site of the sting  (Wheezing  (Shortness of breath  
        ( Throat swelling/difficulty swallowing  ( Hoarseness  ( Nausea  ( Vomiting
        (Swelling (facial, lip, tongue)  ( Diarrhea  (Low Blood Pressure  ( Dizziness  
        ( Loss of consciousness
Specify insect (if known) causing reaction, date, & medical Tx:__________________________________________________________
____________________________________________________________________________________________________________
Have you been re-stung & what symptoms do you develop:  ____________________________________________________________
URTICARIA / ANGIOEDEMA
Have you ever had any symptoms of hives, lip or tongue swelling?  ( Yes  ( No

If Yes, do you have any of the following:  (Weight loss (Chills/fevers  (Flushing ( Enlarged lymph nodes  ( Itching  (Pain  
( Bruising marks  ( Throat swelling  ( Hoarseness  (Wheezing  (Shortness of breath    

(Vomiting  ( Abdominal discomfort  ( Diarrhea  (Low Blood Pressure  ( Dizziness  
( Fainting spell  
Specify the details of the episode, date, & medical Tx:_________________________________________________________________
____________________________________________________________________________________________________________
Potential triggers for symptoms:  ( New lotion (New cosmetic  (New Hair product  (New pet  ( New home
          ( Recent travel  ( New medication  ( Aspirin/Ibuprofen intake  ( Seafood intake   
          ( Stress  ( Family members with similar rash ( Alcohol use  ( Menstrual cycle  
Describe the appearance of the rash & how long the symptoms lasted:___________________________________________________
___________________________________________________________________________________________________________Have you had a recurrence of symptoms & how often:  _______________________________________© SSMMG AAI EDF – Rev. 4/2013 
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Patient Name: ____________________________________










Medications
List all medications (Prescription and Over the Counter) you take routinely and on an as needed basis. Include any of the following:  Aspirin, Advil, Tylenol, antacids, laxatives, vitamins & herbal products, sleeping Pills, nose drops, eye drops

	Medication
	Dosage & Directions
	Date Started
	For what Problem?
	By Who?
	Effective?
Side Effects?

	1. 
	
	
	
	
	

	2. 
	
	
	
	
	

	3. 
	
	
	
	
	

	4. 
	
	
	
	
	

	5. 
	
	
	
	
	

	6. 
	
	
	
	
	

	7. 
	
	
	
	
	

	8. 
	
	
	
	
	


Past Medications used for Allergy and Asthma (include oral and topical corticosteroids, antihistamines, and nose sprays and inhalers) 

	Medication
	Dosage & Directions
	How well did it work?
	Any Side Effects?
	How long taken & why stopped?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Drug Allergy or Intolerance
	Medication
	Date of Reaction
	Describe symptoms
	Reused?
	List Antibiotics that you tolerate

	
	
	
	
	1.

	
	
	
	
	2.

	
	
	
	
	3.

	
	
	
	
	4.


Have you ever had a reaction to X-ray dye?  ( Yes  ( No  
If yes, specifiy:_______________________________________________________________________________________________
PREVIOUS ALLERGY EVALUATION

Have you seen an allergist?  ( Yes  ( No  

If Yes, allergist’s name & date:  _______________________________________
Have you had allergy skin testing?  ( Yes  ( No  

If Yes, date tested:  ____________________________
Positive / Negative
Positive to:  _________________________
Have you  received allergy injections:  ( Yes  ( No     If Yes, how often & how long:  _______________________________________
Help with symptoms?  ( Yes  ( No          Adverse reactions?  ( Yes  ( No  
Specify:  ____________________________
When & why were the shots discontinued?  ________________________________________________________________________
© AAIISTL EDF – Rev. 10/2014 

Patient Name: ____________________________________
HOME ENVIRONMENT
Do you live in a:  (Single family home ( Attached Condo  (Multi-family apt  ( Mobile home
(Ranch  ( Two story ( Other____
Age of the home: __________

How long have you lived there: __________
Is it located on/near:  ( Water  (Vacant lot  ( Industrial are  ( Farm (cows &/or horses)  ( Crop fields  
      ( New subdivision development  (Dirt roads  ( Highway/freeway  ( Wooded area
Is there known water damage?  __________________________________________________________________________________
Air conditioning:  ( Central  ( Window/room units  ( None
Routine Service  (Yes  ( No  

Type of heat:  ( Electric  ( Gas  (Steam/forced air  ( Kerosene  ( Wood burning stove ( Fireplace  (Space heater
How often is the filter changed:  ________________________

Type of flooring (check box):  
	Type of Flooring
	(Carpet
	(Wood
	(Tile
	(Vinyl
	(Other

	Bedroom
	
	
	
	
	

	Living Area
	
	
	
	
	


If carpeted, age of carpet:  _______
How often vacuumed & type of vacuum:  ___________________________________
How old your mattress?  ______
Type of mattress:  ( Cotton  (  Rubber foam  ( Water  (Allergy encasing

How old is your pillow?  ______               Type of pillow:  ( Feather  ( Synthetic ( Foam  ( Dacor  (Allergy encasing

Is there a dehumidifier in use?  ( Yes  ( No  
Where: _____________________________________________________________
Is there a humidifier in use?  ( Yes  ( No  

Where & how often: ____________________________________________
	PETS

Have you notice any symptoms around animals? ( Yes  ( No  If Yes, please describe: _______________________________________
_____________________________________________________________________________________________________________

	Do you have any pets?  ( Yes  ( No       Type ( Dog  ( Cat  ( Other _____________   How many ________________   

Breed:  _______________________     Age ______________________

( Indoor  ( Outdoor   ( Both     Roams the home:  ( Yes  ( No      


Do any pets sleep in your bed room?   ( Yes  ( No       Do the pets sleep in your bed? ( Yes  ( No  
WORK ENVIRONMENT

Where are you employed?  ______________________________________
Occupation:  __________________________

How long have you worked there? _____________
Is your work environment:  ( Carpeted  ( Tiled  ( Other

Is it air-conditioned?    ( Yes  ( No       

Is smoking permitted?  ( Yes  ( No       
Are you exposed to chemicals or strong odors?  ( Yes  ( No       Specify:  _____________________________________

Are your symptoms triggered or worse at work?  ( Yes  ( No       Specify:  _____________________________________

SCHOOL ENVIRONMENT

Do you attend school?  ( Yes  ( No       Where & what grade level:  __________________________________________
Is the classroom:  ( Carpeted  ( Tiled  ( Other
Animals in the classroom?  ( Yes  ( No       Specify:  ______________________________________________________

PAST MEDICAL HISTORY (Please list any surgeries/hospitalizations/medical conditions/ED visits below.)

	ED VISITS &/OR HOSPITALIZATIONS
	DATE
	SURGERIES
	DATE
	MEDICAL CONDITION
	DATE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	CHILD BIRTH:  ( Yes  ( No If yes, date(s):


Immunizations up to date:  ( Yes  ( No       Details:  _______________________________________________________
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Patient Name: ____________________________________
REVIEW OF SYSTEMS (Mark X under No if it does not apply to you, circle symptom or diseases and describe as needed. 
	NO
	CONDITION 
	Notes (include any ailments not covered

	
	Constitutional: Weight loss, fatigue, sleeping problems, fever, chills
	

	
	Eye Problems: Glaucoma, blurred vision, wear glasses or contact lens
	

	
	Ear, Nose ,Throat, Mouth: Recurrent infections, hoarseness
	

	
	Cardiovascular: Angina, chest pain, heart attack, high blood pressure, arrhythmia, palpitations, murmur, rheumatic fever, mitral valve prolapse 
	

	
	Respiratory: Pneumonia, tuberculosis, coughed up blood
	

	
	GI: Trouble swallowing, heartburn, reflux, frequent use of antacids, nausea, vomiting, diarrhea, constipation, cramping, abdominal pain, irritable bowel syndrome, hiatal hernia, peptic ulcer, gallbladder, liver problems, hepatitis
	

	
	Genitourinary: Frequency, pain on urination, blood in urine, recurrent urinary tract infections, prostate problems, kidney problems, hysterectomy, ovaries removed
	

	
	Musculoskeletal: Arthritis (osteo &/or rheumatoid), fractures, osteoporosis, auto immune disorder
	

	
	Skin Problems: Rashes, acne, psoriasis
	

	
	Neurological: Headache, numbness tingling, pain, stroke, TIA
	

	
	Endocrine: Diabetes, thyroid disease
	

	
	Cancer: type and treatment received
	

	
	Psychiatric/Emotional: Depression, eating disorders
	

	
	Hematologic Lymphatic: Anemia, enlarged lymph nodes
	

	
	Other:
	


SOCIAL HISTORY

	Geographic History:  List your past several residences  

(City and State)
	How long?
	Effects on symptoms 

(better ,worse or no change)

	Previous
	
	

	Previous
	
	

	Young  Adult
	
	

	Childhood
	
	

	Place of Birth
	
	


Are you:  ( Married  ( Single  ( Widowed  ( Divorced
Do you drink alcohol?  ( Yes  ( No       How often:  __________________
How much:  __________________________

Do you smoke?  ( Yes  ( No     How long:  ________    How much:  ________  Attempted to quit:  ( Yes  ( No Quit Date: ________
Does anyone smoke in the home?  ( Yes  ( No       Who & Where?  ___________________________________________________      
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Patient Name: ____________________________________
FAMILY MEDICAL HISTORY

	(
	ILLNESS
	FAMILY MEMBER
	(
	ILLNESS
	FAMILY MEMBER

	
	“Hay Fever”
	
	
	Headaches
	

	
	Asthma
	
	
	Chronic Sinus Disease
	

	
	Eczema
	
	
	Cystic Fibrosis
	

	
	Hives (Urticaria)
	
	
	High Blood Pressure
	

	
	Swelling (Angioedema)
	
	
	Diabetes
	

	
	Food Allergy
	
	
	Thyroid Disease
	

	
	Immune Deficiency
	
	
	Autoimmune Disease
	

	
	Other:
	
	
	Other:
	


If patient is a child – please complete the following:
Pregnancy:  Term  ( Yes  ( No       Details:  ______________________________________________________________________
                     Labor/Delivery Normal:  ( Yes  ( No       Details:  ________________________________________________________
Feeding history:  ( Breast-fed  ( Milk-based Formula  ( Soy Formula  ( Other

If nursed, mother maintained:  ( Regular, non-restricted diet  ( Restricted diet to _________________________________________
History of Reflux:  ( Yes  ( No       Medical intervention:  _____________________________________________________________
Age of eczema presentation:  _________________
Worse with foods:  ( Yes  ( No    Details:  _________________________
Age foods introduced:  ________     Any issues:  ___________________________________________________________________
Current diet:  (Cow’s Milk (Soy Milk  (Other Milk ____________  ( Wheat ( Soy  (Rice  ( Beef  ( Pork  ( Chicken  (Peanut  
( Tree nuts ______________________ (Fruits __________________________________  ( Vegetables ______________________
Restrictions:  ________________________________________________________________________________________________
Daycare:  ( Yes  ( No    If Yes:  ( Home  ( School    How many children:  ______   How often: ___________  Age started:  ______
How many siblings at home: _______________
Ages & Gender: ______________________________________________________
________________________________________________________
____________________________________

Signature of Patient/Parent/Guardian



Date
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NOTICE OF PRIVACY PRACTICIES

(HIPPA FORM)

This notice described how medical information about you may be used or disclosed and how you can access the information.  Please review carefully.

This practice uses and disclosed health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care received.

This notice describes our privacy practices.  We may change our policies and this notice at any time.  The revised policies apply to all the protected health information maintained by the practice.  If or when there is a change, we will post the new notice in the office where it can be seen.  You may request a paper copy of this notice, or any revised notice, at any time.

Treatment, Payment, Health Care Operations

TREATMENT

We are permitted to use and disclose your medical information to those involved in your treatment.  For example, the physician in this practice is an allergy, asthma and immunology specialist.  When we provided treatment, we may request that your primary care physician share your medical information with us.  Also, we may provide your primary care physician information about your particular condition so that he or she can appropriately treat you for other medical conditions, if any.

PAYMENT

We are permitted to use and disclose your medical information to bill and collect payment for the services we provide to you.  For example, we may complete a claim form to obtain payment from your insurer or PPO.  That form will contain medical information, such as a description of the medical services provided to you, that your insurer or PPO needs to approve payment to us.

HEALTH CARE OPERATIONS

We are permitted to use or disclose your medical information for the purposes of health care operations, which are activities that support this practice and ensure that quality care is delivered.  For example, we may engage the services of certain professionals to aid our office in its compliance programs.  This person might review billing and medical files to ensure we maintain our compliance with regulations and the law.  Or we may ask another physician to review our office medical records to evaluate our performance so that we may secure that our office provides only the best quality of health care.  For further information on health care operations, see the definition in the regulation at 45 CFR §164.501

Disclosures That Can Be Made Without Your Authorization

There are situations in which we are permitted to disclose or use your medical information without your written authorization or an opportunity to object.  In other situations, we will ask for your written authorization before using or disclosing any identifiable health information about you.  If you choose to sign an authorization to disclose information, you may later revoke that authorization in writing to stop further uses and disclosures.  However, any revocation will not apply to disclosures or uses already made or that rely on that authorization.

PUBLIC HEALTH, ABUSE OR NEGLECT, AND HEALTH OVERSIGHT

We may disclose your medical information for public health activities.  Public health activities are mandated by federal, state or local government for the collection of information about the disease, vital statistics (like birth & death), or injury by a public health authority.  We may disclose medical information, if authorized by law, to a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition.  We may disclose your medical information to report reactions to medications, problems with products, or to notify people of recalls of products they may be using.

Because Missouri law requires physicians to report child abuse or neglect, we may disclose medical information to a public agency authorized to receive reports of child abuse or neglect.  Missouri law also requires a person having cause to believe that an elderly or disabled person is in a state of abuse, neglect, or exploitation to report the information to the state, and HIPPA privacy regulations permit the disclosure of information to report abuse or neglect of elders or the disabled.

We may disclose your medical information to a health oversight agency for those activities authorized by law.  Examples of these activities are audits, investigations, licensure applications and inspections, which are all government activities undertaken to monitor the health care delivery system and compliance with other laws, such as civil rights laws.

LEGAL PROCEEDINGS & LAW ENFORCEMENT

We may disclose your medical information in the course of judicial or administrative proceedings in response to an order of the court) or the administrative decision-maker) or other appropriate legal process.  Certain requirements must be met before the information is disclosed.

If asked by a law enforcement official, we may disclose your medical information under limited circumstances provided:

1. The information is released pursuant to a legal process, such as a warrant or subpoena;

2. The information pertains to a victim or crime, and your are incapacitated;

3. The information pertains to a person who has died under circumstances that may be related to criminal conduct;

4. The information is about a victim of crime, and we are unable to obtain the person’s agreement;

5. The information is released because of a crime that has occurred on these premises; or

6. The information is released to locate a fugitive, missing person or suspect.

We also may release information if we believe the disclosure is necessary to prevent or lessen an imminent threat to the health or safety of a person.

WORKERS’ COMPENSATION

We may disclose your medical information as required by workers’ compensation law.

INMATES

If you are an inmate or under the custody of law enforcement, we may release your medical information to the correctional institution or law enforcement official.  This release is permitted to allow the institution to provide you with medical care, to protect your health or the health and safety of others, or for the safety and security of the institution.
MILITARY, NATIONAL SECURITY AND INTELLIGENCE ACTIVITIES, PROTECTION OF THE PRESIDENT

We may disclose your medical information for specialized governmental functions such as separation or discharge from military service, requests as necessary by appropriate military command officers (if you are in the military), authorized national security and intelligence activities, as well as authorized activities for the provision of protective services for the President of the United States, other authorized government officials, or foreign heads of state.

RESEARCH, ORGAN DONATION, CORONERS, MEDICAL EXAMINERS, & FUNERAL DIRECTORS

When a research project and its privacy protections have been approved by an institutional review board or privacy board, we may release medical information to researchers for research purposes.  We may release medical information to organ procurement organizations for the purpose of facilitating organ, eye, or tissue donation if you are a donor.  Also, we may release medical information to a coroner or medical examiner to identify a deceased person or a cause of death.  Further, we may release your medical information to a funeral director when such a disclosure is necessary for the director to carry out his duties.

REQUIRED BY LAW

We may release your medical information when the disclosure is otherwise required by law.

Your Rights Under Federal Law

The U.S. Department of Health & Human Services created regulations intended to protect patient privacy as required by the Health Insurance Portability and Accountability Act (HIPPA).  Those regulations create several privileges that patients may exercise.  We will not retaliate against patients who exercise their HIPPA rights.

REQUESETED RESTRICTIONS

You may request that we restrict or limit how your protected health information is used or disclosed for treatment, payment, or healthcare operations.  We do NOT have to agree to this restriction, but if we do agree, we will comply with your request except under emergency circumstances.

You also may request that we limit disclosure to family members, other relatives, or close personal friends who may nor may not be involved in your care.

To request a restriction, submit the following in writing: (a) the information to be restricted, (b) what kind of restriction you are requesting (i.e., on the use of information, disclosure of information, or both), and (c) to whom the limits apply.  Please send the request to the address and person listed at the end of this document.

RECEIVING CONFIDENTIAL COMMUNICATIONS BY ALTERNATIVE MEANS

You may request that we send communications of protected health information by alternative means or to an alternative location.  This request must be made in writing to the person listed below.  We are required to accommodate only reasonable requests.  Please specify in your correspondence exactly how you want us to communicate with you and, if you are directing us to send it to a particular place, the contact/address information.

INSPECTION & COPIES OF PROTECTED HEALTH INFORMATION

You may inspect and/or copy health information that is within the designated record set, which is information that is used to make decisions about your care.  Missouri law requires that requests for copies be made in writing, and we ask that requests for inspection of your health information also be made in writing.  Please send your request to the office.

We may ask that a narrative of that information be provided rather than copies.  However, if you do not agree to our requests we will provide copies.

We can refuse to provide some of the information you ask to inspect or ask to be copied for the following reasons:

1. The information is psychotherapy notes;

2. The information reveals the identity of a person who provided information under a promise of confidentiality;

3. The information is subject to the Clinical Laboratory Improvements Amendments of 1988; or

4. The information has been compiled in anticipation of litigation.

We can refuse to provide access to or copies of some information for other reasons, provided that we arrange for a review of our decision on your requests.

HIPAA permits us to charge a reasonable cost-based fee.

AMENDMENT OF MEDICAL INFORMATION

You may request an amendment of your medical information in the designated record set.  Any such request must be made in writing to the office.  We will respond within 60 days of your request.  We may refuse to allow an amendment for the following reasons:

1. The information was not created by our office or the physician in our office;

2. The information is not part of the designated record set;

3. The information is not available for inspection because of an appropriate denial; or

4. The information is accurate and complete.

Even if we refuse to allow an amendment, you are permitted to include a patient statement about the information at issue in your medical record.  If we refuse to allow an amendment, we will inform your in writing.

If we approve the amendment, we will inform you in writing, allow the amendment to be made and tell others that we know have the incorrect information.

ACCOUNTING OF CERTAIN DISCLOSURES

HIPAA privacy regulations permit you to request, and us to provide, an accounting of disclosures that are other than for treatment, payment, health care operations, or made via an authorization signed by you or your representative.  Please submit any request for an accounting to the office.  Your first accounting of disclosures (within a 12-month period) will be free.  For additional requests within that period we are permitted to charge for the cost of providing the list.  If there is a charge we will notify you, and you may choose to withdraw or modify your request before any costs are incurred.

Appointment reminders, Treatment Alternatives, & Other Benefits

We may contact you by telephone, mail, email or some combination thereof to provide appointment reminders, information about treatment alternatives, and other health-related benefits and services that may be of interest to you.

Complaints

If you are concerned that your privacy rights have been violated, you may contact the person listed below.  You may also send a written complaint to the U.S. Department of Health & Human Services.  We will not retaliate against you for filing a complaint with us or the government.

Our Promise To You

We are required by law and regulation to protect the privacy of your medical information, to provide you with this notice of our privacy practices with respect to protected health information, and to abide by the terms of the notice of privacy practices in effect.

QUESTIONS & CONTACT INFORMATION

If you have any questions or want to make a request pursuant to the rights described above, please contact:


Privacy Officer


10000 Watson Road Suite 2S


St. Louis, MO. 63125


314-822-5309

Acknowledgement of Review of Notice of Privacy Practices

I have reviewed this office’s Notice of Privacy Practices, which explains how my medical information will be used and disclosed, based on the full and unaltered agreement of the version as dated above.  I understand that I am entitled to receive a copy of this document.

________________________________________

_________________________

Signature of Patient or Authorized Representative

Date

________________________________________

_________________________

Name of Patient or Authorized Representative

Date
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FINANCIAL POLICY

Allergy, Asthma & Immunology Institute of St. Louis, Inc. appreciates the confidence you have shown in choosing us to provide for your health care needs.  The service you have elected to participate in implies a financial responsibility on your part.  The responsibility obligates you to ensure payment in full of our fees.  As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf.  However, you are ultimately responsible for payment of your bill.

You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract with your insurance carrier.  We expect these payments at the time of service.  Many insurance companies have additional stipulations that may affect your coverage.  You are responsible for any amounts not covered by your insurer.  If your insurance carrier denies any part of your claim, or if you or your physician elects to continue past your approved period, you will be responsible for your balance in full.

I have read the above policy regarding my financial responsibility to Allergy, Asthma & Immunology Institute of St. Louis, Inc., for providing Allergy, Asthma & Immunology services to me or my child.  I certify that the information is, to the best of my knowledge, true and accurate.  I authorize my insurer to pay any benefits directly to Allergy, Asthma & Immunology Institute of St. Louis, Inc., the full and entire amount of the bill incurred by me or my child; or, if applicable any amount due after payment has been made by my insurance carrier.

Patient/Parent Signature __________________________
Date ___________

Guarantor Signature _____________________________
Date ___________




  (If Guarantor is not the patient)

Co-Pay Policy

Some health insurance carriers require the patient to pay a co-pay for services rendered.  It is expected and appreciated at the time the service is rendered for the patient to pay at EACH VISIT.  Thank you for your cooperation in this matter.

Patient/Parent Signature __________________________
Date ___________

Consent for Treatment & Authorization to Release Information

I hereby authorize Allergy, Asthma & Immunology Institute of St. Louis, Inc., through its appropriate personnel, to perform or have performed upon me, or the above named patient, appropriate assessment and treatment procedures.

I further authorize Allergy, Asthma & Immunology Institute of St. Louis, Inc., to release to appropriate agencies, any information acquired in the course of my or my child’s examination and treatment.

Patient/Parent Signature __________________________
Date ___________

Cancellation & No Show Policy

We understand there may be times when you miss an appointment due to emergencies or obligations to work or family.  However, we urge you to call 24-hours prior to canceling your appointment.

I understand if I NO SHOW for two consecutive appointments, NO SHOW for three appointments or CANCEL for a total of four appointments, I may be discharged from the practice.

Allergy, Asthma & Immunology Institute of St. Louis, Inc., will notify you in writing, via certified mail, if you are discharged from the practice.

I have read and understand the above information, and I agree to the terms described.

Patient/Parent Signature __________________________
Date ___________ 

Self-Pay

I do not have health insurance and I will be responsible for services rendered here at Allergy, Asthma & Immunology Institute of St. Louis, Inc..  I agree to pay Allergy, Asthma & Immunology Institute of St. Louis, Inc., the full and entire amount of treatment given to me or my child at each visit.

I understand and I have been made aware that there will be a $500 cash deposit for Self-Pay New Patient Evaluations which will be applied to the balance.

Patient/Parent Signature __________________________
Date ___________ 
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