 INFECTIOUS DISEASES ASSOCIATES, P.C.

AGREEMENT AND CONSENT FOR SERVICES

Patient Name: _________________________

PLEASE INITIAL BY EACH ITEM AND SIGN BELOW

_____CONSENT FOR SERVICES: I request, authorize, and give consent for Infectious Diseases Associates and Travel Medicine, P.C. to provide me with medical services.  I understand that any medical services provided by Infectious Diseases Associates and Travel Medicine, P.C. have been requested by my referring physician.
_____ INSURANCE: While we will do our best to aid you in resolving any Insurance issues such as referral, co-insurance, or deductibles, it is your responsibility to know your insurance benefits, requirements, and coverage level.  We cannot make any concessions if any of these circumstances arise; you will be responsible for any costs incurred for services provided.

_____CONSENT FOR RELEASE OF MEDICAL INFORMATION TO INFECTIOUS DISEASES ASSOCIATES AND TRAVEL MEDICINE, P.C.: I hereby authorize and give my consent to my physicians, hospitals, pharmacies, any local, state, or federal healthcare regulatory body, or any holder of medical information about myself to provide information to Infectious Diseases Associates and Travel Medicine, P.C.
____CONSENT FOR RELEASE OF MEDICAL RECORDS TO INSURANCE CARRIER: I hereby authorize and give my consent for Infectious Diseases Associates and Travel Medicine, P.C. to furnish to my insurance carrier(s) or its agent(s), any information concerning my illness and/or treatment and agree to hold them harmless from any and all liability from same.

_____LABORATORY AND OTHER DIAGNOSTIC TESTS:  Laboratory, imaging, and other services are filed separately using the insurance information provided.  Any remaining balance is the insured’s obligation.  Infectious Diseases Associates and Travel Medicine, P.C. does not disclose lab results or other diagnostic tests via telephone.  An exception may be made at the physician’s discretion.

_____PAYMENT/FEES

OFFICE:  Your co-payment is due at the time of service.  It will be collected during the check-in process.

CANCELLATION:  In the event you are unable to keep your appointment, we require 24-hour notice or you will incur a $35 Cancellation Fee.  This may be collected at your next appointment or billed through a third-party.
PRESCRIPTION REFILLS: Please allow for 5 business days for prescription refills. 

COPY OF CHART: A $25 fee will be charged for each request to copy your chart.  It will be collected at the time of the request. 

PAPERWORK: A $10 fee will be charged for each request for document completion (e.g. disability forms).  It will be collected at the time of the request. 

RETURNED CHECKS: A $35 fee will be charged for any returned checks. 
________________________________________                                         
_____________________
Signature of Patient or Authorized Representative



 
 Date
	PATIENT INFORMATION



	

	Name:________________________________
	DOB:________/__________/_________
	SSN#__________________________



	Address:____________________
	City:________________________
	State:_______________________
	Zip:_________________



	Primary Phone: ________________________________(home/work/cell)   Secondary Phone:_________________________________

	Please note: Infectious Diseases Associates and Travel Medicine, PC will use your Primary Address and Phone for any 

	communications, including those containing health information. If you prefer an alternate means of communication,

	please provide your secondary contact information in the space below.

	
	
	
	

	Secondary Phone: __________________________ (home/work/cell)
	Tertiary Phone: _______________________ (home/work/cell)




	Referring Physician:______________________
	Address:_______________________________
	Phone:_______________​​________________



	Primary Care Physician: __________________
	Address:_______________________________
	Phone:_______________________________



	Emergency Contact:_____________________
	Relation:_______________________________
	Phone:________________________________ 


	INSURANCE INFORMATION

	PRIMARY INSURANCE INFORMATION:



	Primary Insurance:_______________________
	Effective Date:__________________
	Phone#:_______________________________

	Subscriber Name:_______________________
	ID#:_________________________
	Group#:_______________________________

	Subscriber SSN#________________________
	Subscriber DOB: _____/ ______/_______
	Relation to Patient:______________________

	Subscriber Employer:__________________________
	Subscriber Work#:____________________________________________




	SECONDARY INSURANCE INFORMATION:



	Secondary Insurance:____________________
	Effective Date:__________________________
	Phone#:_____________________

	Subscriber Name:_______________________
	ID#:__________________________________
	Group#:_____________________

	Subscriber SSN#________________________
	Subscriber DOB:____ / ______/________
	Relation to Patient:____________

	TERTIARY INSURANCE INFORMATION:



	Tertiary Insurance :______________________
	Effective Date:__________________________
	Phone#:_____________________

	Subscriber Name:_______________________
	ID#:__________________________________
	Group#:_____________________

	Subscriber SSN#_______________________
	Subscriber DOB: _____/______ /_______
	Relation to Patient:____________


	WORKMANS COMPENSATION:



	Name of Organization:____________________
	Phone#:_______________________________
	Claim#:_____________________

	Address:____________________
	City:________________________
	State:_____
	Zip:______________

	Claim Representative Name:__________________________________________________________________



	AUTHORIZATION TO RELEASE MEDICAL INFORMATION

	Please provide the names of persons, if any, to whom you would permit Infectious Disease Associates and Travel Medicine, PC

	to disclose health information, as necessary, for your continued health care. Please also note if there are any restrictions (e.g. test

	results, appointment information, etc). If an individual is not listed, then we will not disclose any information, in accordance with

	our Notice of Privacy Practices (NPP). Please note, this does not include health care providers associated with your treatment,

	or others as outlined by our NPP.

	The individuals listed below are entitled to receive information pertaining to my medical care:

	Spouse:________________________________
	                                         Restrictions:________________________

	Other:_________________________________
	Relation:_____________________________
	Restrictions:________________________

	Other: ________________________________
	Relation:_____________________________
	Restrictions:________________________


Signature:_____________________________
Printed Name:________________________________
Date:__________________

Name________________________ 

Date of Birth _______________
Date___________________

What is your reason for today’s visit? ________________________________________________________

Do you have a personal history of any of the following? 
__Heart Disease

__COPD

 __Kidney Disease

__Thyroid Disease

__Heart Attack


__Asthma

__Dialysis


__Diabetes

__High Cholesterol

__Liver Disease

__Seasonal Allergies

__Eczema

__Heart Failure


__Neuropathy

__Cancer


__HIV

__High Blood Pressure

__Seizure

__Anemia


__Joint Replacement

__Heart Infection

__Stroke

__Immune Suppression

__Cellulitis/Abscess
__Pacemaker/Defibrillator
__Lupus

__Bone Infection

__Other (please list below)

_________________________________________________________________________________________

_________________________________________________________________________________________

Previous Hospitalizations or Surgeries

_________________________________________________________________________________________

_________________________________________________________________________________________

Current Medications (please list all prescription, over-the-counter, herbal/supplements)
_________________________________________________________________________________________

_________________________________________________________________________________________

Allergies (please list reaction)
_________________________________________________________________________________________

_________________________________________________________________________________________

Family Medical History

Relation
Age (or “D” if deceased)


Diseases
Father

___
_______________________________________________________________________

Mother

___
_______________________________________________________________________

Siblings

___
_______________________________________________________________________

Children
___
_______________________________________________________________________

Social History

Marital Status

□ Single
□Married
□Divorced
□Widowed
□Other_________________

Use of Tobacco

□ Never
□Previous, Year Quit_____
□Current, Packs-per-day ________________

Use of Alcohol

□ Never
□Previous, Year Quit_____
□Current, Amount______________________

Use of Illegal Drugs
□ Never
□Previous, Year Quit_____
□Current, Preference___________________

Occupation
____________________________
Persons in household: _______________________________

Recent Travel
__________________________________________________________________________________

Hobbies
____________________________   
Pets ___________________________________________

Pharmacy Information

Name _________________________________________
Phone Number __________________________

Address_____________________________________________________________________________________

Name:____________________________________

Are you currently or have you recently experienced: 
Constitutional



Yes
No
Fatigue




Y
N

Fever




Y
N

Chills




Y
N

Night sweats, drenching


Y
N

Weight loss



Y
N

Skin

Change in skin color


Y
N

Itching




Y
N

Rash




Y
N

Eyes, Ears Nose, Throat

Earaches



Y
N

Mouth sores



Y
N

Ringing in the ears


Y
N

Sinus problems



Y
N

Sore throat



Y
N

Cardiovascular

Artificial valve or implantable device
Y
N

Chest pains



Y
N

Heart murmur



Y
N

Sudden heart beat changes

Y
N

Gastrointestinal

Blood in stool



Y
N

Constipation



Y
N

Difficulty swallowing


Y
N

Loss of appetite



Y
N

Nausea 



Y
N

Pain with swallowing


Y
N

Stomach pain



Y
N

Vomiting



Y
N

Diarrhea



Y
N

Genitourinary

Blood in urine



Y
N

Frequent urination


Y
N

Incontinence



Y
N

Painful urination



Y
N

Sexually transmitted infections (ever)
Y
N

Sores to genitalia


Y
N

Male – penile discharge


Y
N

Male – testicle pain


Y
N

Female – menopause


Y
N

Female – vaginal discharge

Y
N

Musculoskeletal



Yes
No
Joint pain: ______________

Y
N

Joint stiffness: __________

Y
N

Joint swelling: __________

Y
N

Muscle pain/ache


Y
N

Muscle weakness


Y
N

Respiratory

Frequent coughing


Y
N

Phlegm with blood


Y
N

Shortness of breath


Y
N

Wheezing



Y
N

Neurological

Confusion



Y
N

Frequent headaches


Y
N

Light-headedness


Y
N

Dizziness



Y
N

Numbness



Y
N

Tingling sensations


Y
N

Paralysis



Y
N

Seizures



Y
N

Tremors



Y
N

Psychiatric

Depression



Y
N

Suicidal thoughts or plans

Y
N

Anxiety




Y
N

Hematologic/Lymphatic

Easy bruising or bleeding

Y
N

Enlarged glands



Y
N

Nose or gum bleeding


Y
N

Infectious history of (any time in the past):

C. difficile colitis



Y
N

Hepatitis B



Y
N

Hepatitis C



Y
N

Herpes/Shingles


Y
N

HIV/AIDS



Y
N

MRSA




Y
N

Joint Infection



Y
N

Polio




Y
N

Rheumatic Fever


Y
N

Syphilis




Y
N

Tuberculosis



Y
N

---------------------------------------------------------------------------
INFECTIOUS DISEASES ASSOCIATES, PC

Notice of HIPAA Privacy Practices

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.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the Patient, significant rights to understand and control how your health information is used. HIPAA provides penalties for covered entities that misuse personal health information. 

We have prepared this Notice of HIPAA Privacy Practices to explain how we are required to maintain the privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records for each of the following purposes:

TREATMENT means providing, coordinating, or managing health care and related services by one or more health care providers. For example, we may disclose health information to doctors, nurses, technicians, or other personnel, including people outside our office who are involved in your medical care.

PAYMENT means such activities as obtaining payment for services, billing, or collection activities and utilization review. We may use and disclose health information so that we may bill you and receive payment from you, and so that you may be reimbursed by insurance carriers. For example, we may give your health plan information so that your insurance will reimburse you for your treatment. 

HEALTH CARE OPERATIONS include the business aspects of running our medical practice. We may use and disclose health information for health care operation purposes to make sure that all patients receive quality medical care. We also may share information with other entities that have a relationship with you (for example, your health plan) for their health care operation activities. 

AS REQUIRED BY LAW: We will disclose health information when required to do so by international, federal, state, or local law. 

TO AVERT A SERIOUS THREAT TO HEALTH OR SAFETY: We may use and disclose health information when necessary to prevent a serious threat to your health and safety or the health and safety of the public or another person. Disclosures, however, will be made only to someone who may be able to help prevent the threat. 

BUSINESS ASSOCIATES: We may disclose health information to our business associates that perform functions and services on your behalf if the information is necessary for such functions or services. All our business associates are obligated to protect the privacy of your information under the same HIPAA guidelines. 

Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization. We may contact you to provide you with appointment reminders, information about treatment alternatives or other health-related benefits and services that may be of interest to you.

You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy Officer:

1. You have the right to ask for restrictions on the ways we use and disclose your health information for treatment, payment, and health care operations. You may also request that we limit our disclosures to persons assisting in your care. We will consider your request, but are not required to accept it. If we agree, we will comply with your request unless the information is needed to provide you with emergency treatment.

2. You have the right to request that you receive communications containing your protected health information from us by alternative means or at alternative locations. For example, you may ask that we only contact you at home or by mail.

3. Except under certain circumstances, you have the right to inspect and copy medical, billing, and other records used to make decisions about you. If you ask for copies of this information, we may charge you a nominal fee for copying and mailing.

4. If you believe that information in your records is incorrect or incomplete, you have the right to ask us to correct the existing information or add missing information. You have the right to request an amendment for as long as the information is kept by or for our office. Under certain circumstances, we may deny your request, such as when the information is accurate and complete. 

5. You have the right to request a list of certain disclosures we made of health information for purposes other than treatment, payment, health care operations, or those for which you provided written authorization. If you ask for this information from us more than once every twelve months, we may charge you a fee.  

We are required by law to maintain the privacy of protected health information and to provide you with notice of our legal duties and privacy practices with respect to protected health information; we are required to abide by the terms of the notice currently in effect; and we reserve the right to change the terms of this notice and to make the notice provisions effective for all protected health information that we maintain. The revised notice will be posted on our web site and in our office. 

You may complain to us and to the Secretary of Health if you believe your privacy rights have been violated. You may do so in writing or speaking to the Privacy Officer, Dr. Arthur D. Chutuape MD; you will not be retaliated against for filing a complaint. For further information, please call (703) 339-3524 or the regional division of the Office of Civil Rights, (215)861-4441. This notice is effective as of 10/23/2017. 

Notice of Privacy Practices Receipt

Our Notice of Privacy Practices (NPP) provides information on how our practice may use and/or disclose protected health information about for treatment, payment, and health care operations.  A copy of our NPP can be found on our Web site and at the front desk.

I acknowledged that I have received a copy of Infectious Diseases Associates and Travel Medicine’s Notice of Privacy Practices. 

Name:___________________________________________  Dob: ________________________

Signature: _____________________________________________________________________

Today’s Date:  __________________________________________________________________

If signed by a personal representative:

Name of Personal Representative: __________________________________________________

Relationship to Patient: ___________________________________________________________

Driver’s License Number: _________________________________________     State: _________

Signature of Personal Representative: ________________________________________________

Today’s Date:  __________________________________________________________________

____________________________________________________________________________________________

FOR PRACTICE USE ONLY:

Patient’s ID: ___________________________________________________________________

Signature of Employee:  ____________________________ Today’s Date:  __________________

Infectious Diseases Associates






Revised 04/2024
9455 Lorton Market Street, Suite 202 

Lorton, VA 22079
Ph: 703.339.3524, Fax: 703.339.9157

