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Dear Patient: 
 
We would like to extend a welcome to you to our practice. A map is enclosed showing our location. Please read 
the enclosed practice brochure describing our practice policies.  
 

Please fill out the enclosed forms completely and bring these along with you  
at the time of your appointment.   

 
It is the patient’s responsibility to be aware of the contract benefits of your health insurance.  Please check your 
insurance card to see if your visit(s) here require authorization through your family physician.  If authorization 
is required, this needs to be in place prior to being seen in our office. 
 
Examples of some insurances that need authorization for visits are: 
 
 Aetna HMO and Managed Choice 
 Anthem HMO and Community Choice 
 Cigna HMO 
 Medical Mutual, Super Med Select  and HMO Health Ohio 
 United Health Care, Select Plus 
  
The above list may not include all insurance which require referrals.  Please check with your insurance carrier 
prior to your visit.   
 
Please bring your Insurance Cards, Prescription Cards, and Photo ID.  We will need copies for billing and  
for the “Red Flags” rule, a law the FTC requires to prevent identity theft.   
 
Thank You. We look forward to participating in your care. 
 
 
 
Drs. Horvath, Pipoly, Krupp, Muler and Chen 
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MISSED APPOINTMENT POLICY 
 
 
All missed appointments by our patients prohibit our physicians from providing care to patients with true 
medical needs. A missed appointment also negatively impacts the practice operationally as it is a missed 
business opportunity to cover the ever increasing operational costs. 
 
A $25.00 charge will be assessed for any missed appointments. This charge is your responsibility and is due 
upon receipt of charge. No future appointments will be scheduled until the missed appointment fee is paid.*  
 
The physicians and staff of Haematology Oncology Associates of OH & MI understand that events can occur 
unexpectedly and therefore, a one-time missed appointment will not be charged. Missed appointment fees will 
not be assessed under the following circumstances: 
 

 A 24 hour notice of a cancellation is provided 
 
 An excuse is provided indicating the patient suffered an illness or injury  
 

 
All missed appointments will be reviewed by the patient’s attending physician for compliance with his 
treatment regimen. Any patient with three or more missed appointments in any given time period may be 
subject to termination from the practice.  
 
*This policy is not applicable to any insurance rules or regulations. The sole purpose of this policy is to protect 
practice from loss of availability to its patient population in medical need and assist in covering daily overhead 
costs in providing our services to the community. 
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DATE: ____/____/____ 
 

Full Name:  __________________________________ Birthdate  ____/____/____    M___ F___ 
 

Race__________________________________ Mar ital Status __________________________   
 

Referring Physic ian: _____________________________________ 
 

Primary Care Physician: __________________________________ 

 
PATIENT HEALTH HISTORY (CONTINUE ON OTHER SIDE IF NECESSARY) 

 
 

CURRENT MEDICAL HISTORY:  What is your medical reason for coming to us: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 
List any tests, biopsies, surgeries and/or x-rays you have already had for this problem and when & where they were 

done: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

ILLNESSES: Please list all past and present illnesses and time they first occurred – examples, heart attack, heart 
rhythm or valve problems, cancer, high blood pressure, diabetes, thyroid disease, bleeding disorders, depression or 
mental il lness, asthma, emphysema, arthritis, kidney disease, serious injury or accident, etc. 
 
 

ILLNESS:  (List hospital, if treated in hospital)           YEAR 
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SURGERY: Examples – appendix, tonsils, heart bypass, pacemaker, cancer, caesarian section   
 

SURGERY:  (List hospital)                   YEAR  
  

  

  

  

  

  

  

 
 

  

  

  

  

  

  

  

 
 
NUMBER OF PREGNANCIES______ Deliveries_______ Miscarriages ______ 
 
 
UNUSUAL INFECTIONS – Examples: hepatitis, TB, mononucleosis, venereal disease, HIV/AIDS              
 

UNUSUAL INFECTIONS:                 YEAR 
  

  

  

  

  

  

  



 
  

  

  

  

 
 
BLOOD PRODUCTS: (List when) 
 
Red Cells___________ Platelets____________ Plasma ___________ Clotting Factors______________ 
 
 
MEDICATION ALLERGIES: List medication and nature of allergy (examples hives, rash, nausea, etc.) 

  

  

  

  

  

  

  

 
 
MEDICATIONS: (List all prescription and non-prescription drugs, vitamins, herbal remedies, injections (insulin, etc.) 
 
Medication/dose    Schedule               Reason/illness 

   

   

   

   

   

   

   

   

   

   

   

   

   

   



   

   

   

   

   

 
SOCIAL HISTORY 
 

OCCUPATIONAL: List work history & any exposure to fumes, chemicals, radiation, or infectious illnesses in your 
work or hobbies 
 
OCCUPATION – DATES OF EMPLOYMENT      EXPOSURE 

  

  

  

  

  

 
 
 
 



REVIEW OF SYSTEMS: 
Required questions for insurance compliance 
 
Do you have an advance directive? ………………… No     Yes Had a flu shot this year? ……………… No     Yes 
Are you a victim of  violence or abuse ……………… No     Yes Had a pneumonia shot? ……………… No     Yes 
 
PLEASE INDICATE BELOW.  ARE YOU CURRENTLY EXPERIENCING ANY OF THESE SYMPTOMS/ CONDITIONS: 
 
General, constitutional      Women Only 
Good general health lately   No Yes  LMP:  ______________________ 
Recent weight change   No Yes  Painful periods    No Yes 
Fever     No Yes  Irregular periods    No Yes 
Fatigue     No Yes  Vaginal Discharge    No Yes 
        
Eyes and Vision       Musculoskeletal 
Eye disease or injury   No Yes  Joint pain    No Yes 
Wear glasses or contact lenses  No Yes  Joint stiffness or swelling   No Yes 
Blurred or double vision   No Yes  Weakness of  muscles/ joints  No Yes 
Glaucoma    No Yes  Muscle pain or cramps   No Yes 
        Back pain    No Yes 
Ears, Nose, Throat      Cold extremities    No Yes 
Hearing loss    No Yes  Difficulty in walking   No Yes 
Ringing in the ears   No Yes 
Sinus problems    No Yes  Skin and breasts 
Nose bleeds    No Yes  Rash or itching    No Yes 
Mouth sores    No Yes  Change in skin color   No Yes 
Bleeding gums    No Yes  Change in hair or nails   No Yes 
Bad breath or bad taste   No Yes  Varicose veins    No Yes 
Sore throat     No Yes   Breast pain    No Yes 
Voice change    No Yes  Breast lump    No Yes 
Swollen glands in neck   No Yes  Breast discharge    No Yes 
 
Heart and Cardiovascular     Neurological 
Heart trouble    No Yes  Frequent or recurrent headaches  No Yes 
Chest pains    No Yes  Light headed or dizzy   No Yes 
Sudden heartbeat changes   No Yes  Convulsions or seizures   No Yes 
Swelling of  feet, ankles, hands  No Yes  Numbness or tingling sensations  No Yes 
        Tremors     No Yes 
Respiratory       Paralysis     No Yes 
Frequent coughing   No Yes  Stroke     No Yes 
Spitting up blood    No Yes  Head Injury    No Yes 
Shortness of  breath   No Yes 
Asthma or wheezing   No Yes  Psychiatric 
        Memory loss or confusion   No Yes 
Gastrointestinal       Nervousness    No Yes 
Loss of  appetite    No  Yes  Depression    No Yes 
Change in bowel movements  No Yes  Sleep problems    No Yes 
Nausea or vomiting   No Yes 
Frequent diarrhea    No Yes  Endocrine 
Painful bowel movements   No Yes  Glandular or hormone problem  No Yes 
Constipation    No Yes  Thyroid disease    No Yes 
Blood in stool    No Yes  Diabetes     No Yes 
Stomach pain    No Yes  Excessive thirst or urination  No  Yes 
        Heat or cold intolerance   No Yes 
Genitourinary       Dry skin     No Yes 
Frequent urination   No Yes  Change in hat or glove size   No Yes 
Burning or painful urination  No Yes 
Blood in urine    No Yes  Hematologic/Lymphatic 
Change in force or strain with urination  No Yes  Slow to heal after cuts   No Yes 
Incontinence or dribbling   No Yes  Easily bruise or bleed   No Yes 
Kidney stones    No Yes  Anemia     No Yes 
Sexual difficulty    No Yes  Phlebitis     No Yes 
                  Transfusion    No Yes 
        Swollen glands    No Yes 



Tobacco 
Cigarettes packs per day______ Year started______ Year ended ______ 

Others: Cigars______Pipe______ Chewing tobacco______ Amount______ Yr started______ Yr ended______ 

 

Alcohol  

Types used – Beer______ Wine______ Liquor______ Amt/day___________________________________ 

 

Recreational Drugs (Marijuana, Cocaine, narcotics, etc.) Types used_______________________________ 

Started______ Ended______ 
 

 
Pain Assessment – Which Face Best Describes Your Pain Today. 
Wong–Baker Faces Pain Rating Scale 
 

 

 
FAMILY HISTORY: 
 
List all cancers (type), bleeding disorders, heart or vascular disease, blood clots, strokes, diabetes, hereditary 
diseases or other illness you think may be important in all 1st and 2nd degree relatives (parents, siblings, children, 
maternal/paternal aunts, uncles, grandparents) 
 

Relatives/age at occurrence    Illness    Relatives/age at occurrence    Illness  
    

    

    

    

    

 
 
SPECIAL NEEDS OR PROBLEMS: 
 

Physical & Occupational therapy needs or problems: 
 
____ I need help walking 

____ I need help getting out of a chair, bed and/or commode 

____ I need equipment at home (walker, wheelchair, etc.) 

____ I frequently fall 

____ I have problems with lymphedema, a stoma, or a wound that won't heal  

____ I need help in activities of daily living such as bathing, toileting, dressing, feeding 

____ Other _____________________________________________________________ 
 

 
Social: 
 

I need help with the following: 



Housing______ Transportation______ My care at home______ Coping______  

Cost of medications and medical care______ 

 

I am concerned about the following issues: 
 

Employment______ Finances______ Disability______ Family______ Sexual function______  

Adjustment to or understanding my diagnosis/illness______ Changes in physical or mental function______ 
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I authorize the use or disclosure of my health information as described below.  I authorize 
 
__________________________________________________________________________________, to open the 
information for review or inspection by the person(s) identifi ed below, and to furnish the person(s) identifi ed below with a 
copy of the information if he or she so requests.   
 
Date: ________________________ Patient Name (Please Print): _____________________________________________                                   

DOB: ________________________ Social Security #: _________________________________ 

 
Description of information requested, including dates of service: 
 
 
__________________________________________________________________________________________________ 
 
 
 
I authorize the release and/or disclosure of my health information described above to the following person(s): 
 
  HOA Cancer Center • 8166 Douglas Rd Lambertville, Michigan, 48144  
  Phone:  734-847-4900 • Fax: 734-847-6516 
 
The purpose of this request is:  
!  Pending personal injury litigation   !  Other pending litigation   !  Potential medical malpractice litigation    

!  Other (describe)_____________________________________________________________ 

I    !  do  !  do not    authorize the recipient to re-disclose the information described above.   
I understand that I have the right to revoke this Authorization, in writing, at any time by so notifying the requesting 
person. Such revocation will not affect actions taken by the requesting person prior to the date he or she received the 
written revocation. I understand that my health care provider cannot condition medical treatment on whether I sign this 
Authorization. 
 
This authorization will expire on __________________________. 
 
_____________________________________________________   ____________________ 
Signature of patient or patient’s authorized representative                     Date 
 
If signed by patient’s authorized representative, describe representative’s authority: 

!   Patient is a minor. I am the patient’s parent and natural guardian 

!   Patient is a minor. I am the patient’s guardian, appointed by the ___________County Juvenile Court 

!   Patient is a ward. I am the patient’s guardian, appointed by the ____________County Probate Court. 

!   The patient is deceased. I am the patient’s surviving spouse. 

!   The patient is deceased. I am the executor or administrator of the patient’s estate, appointed by the 
________________County Probate Court. 

!   I am the patient’s attorney in fact, as designated in the patient’s Durable Power of  Attorney for Health Care. 

!   Other (describe)___________________________________________________________________ 
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Date: _______________                PATIENT INFORMATION  

Please Print 

Name: _______________________________________________________________________________                                                                                                              
                      Last Name                                                                            First Name                                                                              Middle Name 
 

Address:____________________________________________________________Apt.:_____________ 

City: _______________________ State: ____________ Zip: _____________ Phone: (      )___________ 

2nd Phone #: (     )__________________DOB: _________________Soc Sec #: ____________________ 

Family Dr.: __________________________________________________________________________             
   Name                                                                      City/State                                    Phone # 
 

Referring Dr. (if different than above): ___________________________________________________________ 
                 Name                                               City/State                                     Phone # 
 

Emergency Contact: ___________________________________________________________________ 
                           Name                                                              Relationship                                               Phone # 

Patient’s Employer: ____________________________________________________________________ 
               Company Name                                         Address                             City/State                        Phone # 

 
Responsible Party: ____________________________________________________________________ 
                      Name                                         Address                             City/State                        Phone # 
 
 
 
 

 

 

 

 

 

 

 
 
I authorize the release of any medical or other information necessary to process my (or my dependant’s) insurance claims. 
I request that payment of authorized medical (or Medicare)  benefits be made on my behalf to Haematology-Oncology 
Associates of Ohio and Michigan, P.C. (HOA Cancer Center) I understand that I am responsible for any deductible, co-
insurance, co-pays, and non-covered services.  
 
 
________________________________________________________   __________________ 
Patient or Authorized Person’s Signature      Date 
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Primary Insurance: _____________________________________________________________________ 
        Name/Address/Phone 
 

Subscriber Name: ___________________________________Subscriber DOB: ______________________ 
 
Policy ID#: ____________________________Group#: __________________Co-Pay: $________________ 
 
Secondary Insurance: ____________________________________________________________________ 

Name/Address/Phone 

 
Subscriber Name: ___________________________________Subscriber DOB: _______________________ 
 
Policy ID#: ____________________________ Group# ____________________Co-Pay:  $______________ 
 
                                                                  
 
 
 
 

For Internal Use 
 
MR#    



 
PERSONAL RELEASE OF INFORMATION  

 
Occasionally family members, caretakers or representatives of our patients may contact us to assist in their care, or request 
information about them.  In order for us to protect your health information, please indicate the specif ic individuals to whom we may 
discuss your care and treatment and/or release information about you and instructions on how you want us to contact you. 

 
I AUTHORIZE THE RELEASE OF MY MEDICAL INFORMATION TO THE FOLLOWING INDIVIDUALS: 

 
Name     Relationship  
_____________________________________________________________Phone #: _______________________ 

_____________________________________________________________Phone #: _______________________ 

_____________________________________________________________Phone #: _______________________ 

_____________________________________________________________Phone #: _______________________ 

_____________________________________________________________Phone #: _______________________ 

 
I WISH TO BE CONTACTED IN THE FOLLOWING MANNER: 

 
Oral Communication: 

!  Home Phone #: __________________________  !   Work Phone #: _______________________ 

!  OK to leave message with detailed information  !   OK to leave message with detail information 

!   Leave message with callback number only   !   Leave message with callback number only 

!   Other_________________________________  !   Other _______________________________ 
 
Written Communication: 

!   OK to mail to my home address    !   OK to fax to #________________________ 

!   OK to mail to my work/offi ce address   !   OK to Email to:______________________ 

!   If checked, the following additional information applies:  

!   Other: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 
 
 
 
Patient Name (Please Print): ____________________________________________________________________ 
 
DOB:  _______________________________ Social Security #:  _______________________________________ 
 
_____________________________________________________ ________________________________ 
                          Signature           Date 
 
This consent will remain in effect indefinitely or until revoked in writing. I understand that without the above consent, 
Haematology-Oncology Associates of Ohio &  Michigan (HOA Cancer Center) will not be able to discuss my medical 
care with anyone but myself. 
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Noti ce of  Priv acy Practices 
THIS NOTICE, WH ICH IS EFFECTIVE AS OF Apri l  14, 2003, DESCRIBES HOW M EDICAL 

INFORM ATION ABOUT YOU M AY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORM ATION. PLEASE REVIEW IT CAREFULLY 

 
The doctors and staff here at HOA Cancer Center believe your medical information should remain 
confidential. The law requires us to establish office policies that are designed to safeguard your health 
information. The information contained in this notice constitutes our promise to you that we acknowledge our 
legal obligation to protect your health information, and it describes your rights concerning our use of your 
health information.   
 
We wil l use and disclose your heal th i nformati on f or purposes of  treatment, payment and/or healt h care 
operations.  
1. Treatment means the provision, coordination, or management of health care and related services by one or 

more health care providers, including the coordination or management of health care by a health care 
provider with a third party; consultation between health care providers relating to a patient; or the referral 
of a patient for health care from one health care provider to another.  For example, a consultation follow up 
letter from a specialist to your primary care physician would be medical information maintained for treatment 
purposes. 

2. Payment means activities undertaken by a covered health care provider or health plan to obtain or provide 
reimbursement for the provision of health care. For example, the medical information furnished to your 
insurance company so that we may be paid for our services is considered information maintained for payment 
purposes. 

3. Heal th Care Operati ons includes certain activities of the practice, as well as activities of an organized 
health care arrangement in which we participate, including: quality assessment and improvement 
activities, reviews of the competence or qualifications of health care professionals, activities related to 
underwriting or premium rating of insurance contracts, activities related to legal or accounting services 
provided to the practice, and business management and planning.  For example, from time to time hospitals 
and insurance companies will review physicians’ clinical skills in order to assure that quality care is being provided.  
When such reviews are conducted, it is often necessary for the reviewer to randomly select and examine patients’ 
medical records.  

We are permit ted or requir ed to di sclose li mite d healt h i nformatio n about you, wit hout  your authorizat ion, 
in  the f oll owing cir cumstances: 
1. As requi red by law so long as it is limited to the relevant requirements of such law. 
2. For public  healt h acti vitie s, including the prevention and control of disease, vital statistics, and public 

health investigations. 
3. For purposes of making required reports about vi ctims of  abuse, neglect or domestic vi olence. 
4. Heal th oversight acti vit ies, including audits, civil, criminal or administrative investigations, proceedings 

or actions; inspections; licensure or disciplinary actions. 
5. Judicial and administr ative  proceedings, in response to court orders. 
6. Law enf orcement purposes (i.e., reports of gunshot wounds; grand jury subpoenas; and information 

regarding victims of crime).  
7. To coroners, medical exami ners and f uneral di rectors for purposes of identifying deceased persons or 

determining cause of death. 
8. For organ and tissue donati on, consistent with applicable laws. 



9. Research, provided the federal regulations governing research activities that insure the privacy of your 
health information are met. 

10. To avert serious threats to health or safety. 
11. Specializ ed government f uncti ons regarding military personnel and military veterans, certain national 

security purposes,  and inmates. 
12. Workers’ compensation to the extent necessary to comply with applicable laws. 
13. Marketi ng, for purposes of appointment reminders, treatment alternatives, or other related benefits and 

services that may be of interest to you. 

Any uses or disclosures other than those noted above require us to obtain your written authorization, which 
you may revoke at any time.  Any such revocation must be in writing. 

You have the fol low ing rights w it h respect to your heal th i nf ormation: 
1. The right to request restrictions on certain uses of your health information, however we are not requi red 

to agree to your request. 
2. The right to request, in writing, the manner or method by which we contact you to furnish confidential 

communications about your health information (i.e., fax, e-mail, voice mail, etc.). You are obligated to 
notify us, in writing, of any changes to your request. 

3. The right to inspect your health information (you are entitled to receive a copy of your health information, 
except for psychotherapy notes and information compiled in anticipation of or for use in, a civil, criminal, 
or administrative action or proceeding). 

4. In limited circumstances, the right to ask us to amend your health information, however we reserve the 
right to deny your request. If your request to amend is denied, we will provide you with information 
about the basis of our denial and your right to submit a written statement disagreeing with our denial. 

5. The right to receive an accounting of disclosures of your health information, except those disclosures 
related to treatment, payment or health operations, disclosures that are made to you, disclosures made for 
national security purposes or to correctional institutions or law enforcement officials, or disclosures that 
were made prior to the compliance date. 

6. The right to receive a copy of this Notice in writing. 
 
We have the foll owing obli gati ons: 
1. We are required by law to maintain the privacy of your health information, and we are required to provide 

you with a notice of our legal duties and privacy practices. 
2. We are required to abide the terms of the notice. 
3. We are required to advise you of any changes we make in the terms of our notice of privacy practices.  If 

any changes are made to notice of privacy practices, we will post the revised notice and make a copy of it 
available on request.  

/ 34 56789:; <*
If you believe we have violated your privacy rights, you may file a written complaint to our Privacy Officer 
and/or to the Secretary of Health and Human Services. There will be no retaliation for filing a complaint.  If  
you want more information or you believe your rights have been violated, you can contact Our Privacy Officer 
at the following address:  

 
Alternatively, you may wish to contact the federal agency in charge of enforcing patients’ privacy rights. That 
address is: Office for Civil Rights, U.S. Department of Health and Human Services, 200 Independence Ave., 
S.W., Room 509F, HHS Building, Washington, D.C. 20201. 

 

Privacy Officer, HOA Cancer Center 
8166 Douglas Rd., Lambertville, MI  48144 



 
 

ACKNOWLEDGEMENT OF RECEIPT OF  
NOTICE OF PRIVACY PRACTICES 

 
**You may refuse to sign this Acknowledgement** 

 
 
I, _______________________ have received a copy of this office's Notice of Privacy Practices.   
 
_____________________________________________ 
Name (Please Print) 
 
_____________________________________________ 
Signature 
 
_____________________________________________ 
Date 
 

For Office Use Only 
 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 
but acknowledgement could not be obtained because: 
 
  Individual refused to sign 
  Communication barriers prohibited obtaining the acknowledgement 
  An emergency situation prevented us from obtaining  acknowledgement 
  Other (Specify) 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
________________________________________  ______________________________ 
Staff Signature      Date 
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