	NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
Richard G. Castanon, M.D.
17732 Beach Blvd., Suite C
Huntington Beach, California 92647
Tel. 714-848-2222  Fax: 714-848-5863
I understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to:
* Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.
* Obtain payment from third-party payers.
* Conduct normal healthcare operations such as quality assessments and physician certifications.
 
I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree, then you are bound to abide by such restrictions.
Patient Name: ______________________________________________
Relationship to Patient: _______________________________________
Signature: __________________________________________________
Date: ______________________________________________________
_____________________________________________________________________________________

OFFICE USE ONLY
I attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below.
Date:

Initials:

Reason:
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Office of Richard G. Castanon, MD, FACS

17732 Beach Blvd, Suite C

Huntington Beach, CA 92647

714.848.2222

HIPPA rules require that Dr. Castanon’s office obtain permission to call you and/or leave 

a message in your behalf if there is information that must be relayed to you.  Please

provide this office with a list of telephone number(s), emails, fax number, and/or cell

phones that you want us to use in this regard.  Thank you for your assistance.

Please write the telephone, fax, email, cell etc and indicate “yes” or “no” re: live

Call/voice message.  Please indicate if home, cell, or work number, thank you.

NUMBER                                                       Live Call                                 Voice message OK

______________________________             Yes   No      hm cell wk                 Yes            No

NUMBER                                                      Live Call                                   Voice message OK

______________________________             Yes  No       hm cell wk                 Yes             No

NUMBER                                                      Live Call                                    Voice message OK

______________________________             Yes No        hm cell wk                   Yes            No

NUMBER                                                      Live Call                                    Voice message OK

______________________________             Yes No        hm cell wk                   Yes            No

I, ___________________________________________hereby give my permission to call the above

                        (patient name)

numbers if and when Dr. Castanon’s office has a need to communicate with me.

____________________________________________

Date
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	GENERAL

   WEAKNESS

  FATIQUE

  FEVER

  MALASE

  CHILLS

  NIGHT SWEATS

  FAINTING

  DIZZINESS

  OTHER: 
	SKIN

  COLOR CHANGES

  NAIL CHANGES

  HAIR CHANGES

  MOLES

  RASHES

  ITCHING

  SORES

  DRYNESS

  OTHER:
	HEAD

  HEADACHES

  INJURIES

  BUMPS

  OTHER:

 
	EYES

  CONTACTS

  CATARACTS

  BLURRED VISION

  GLAUCOMA

  REDNESS

  ITCHING

  BURING

  SWELLING

  PAIN

  DRYNESS

  TEARING

  OTHER:


	EARS

  HARD OF HEARING

  DEAFNESS

  RINGING

  DISCHARGE

  EARACHE

  ITCHING

  LOSS OF BALANCE

  DIZZINESS

  ROOM SPINS

  OTHER:



	NOSE

  DECREASED SMELL

  BLEEDING

  PAIN

  DISCHARGE

  OBSTRUCTION

  POST NASAL DRIP

  DEVIATED SEPTUM

  RUNNY NOSE

  SINUS CONGESTION

  OTHER:


	MOUTH

  BLEEDING GUMS

  SORES

  DENTAL PROBLEMS

  PAIN

  BAD BREATH

  LOSS OF TASTE

  DRYNESS

  ULCERS

  BLISTERS

  OTHER:


	THROAT

  SORE THROAT

  BAD TONSILS

  HOARSENESS

  PAIN

  HARD TO SWALLOW

  RECURRENT INFECTIONS

  WHITE SPOTS

  OTHER:


	NECK

  ENLARGEMENT

  STIFFNESS

  SORENESS

  PAIN

  LUMPS

  MASSES

  OTHER:


	INFECTIONS DISEASES

  COMMON COLD
  HIV/AIDS
  INFLUENZA (FLU)

  MENINGITIS
  PNEUMONIA
  STDs, OTHER

  OTHER:



	LUNGS

  COUGH

  PHLEGM

  COUGHED BLOOD

  SHORTNESS OF BREATH

  WHEEZING

  PAIN IN LUNGS

  CHEST CONGESTION

  INHALANT EXPOSURE

  OTHER:


	HEART

  MURMUR

  PALIPATION

  RAPID HEARTBEAT

  SWOLLEN EXTREMITIES

  TIGHTNESS / PRESSURE

  CHEST PAINS

  VARICOSE VEINS

  BLOOD CLOTS

  BLUE EXTREMITIES

  OTHER:


	BLOOD

  BROKEN BLOOD VESSELS

  ANEMIA

  EASY BRUISING

  PROLONGED BLEEDING

  SWOLLEN NODES

  PAINFUL NODES

  RED DOTS / SPOTS

  OTHER:


	GASTROINTESTINAL

  ABDOMINAL PAIN

  NAUSEA

  VOMITING

  BLOATEDNESS

  BELCHING

  HEARTBURN

  INDIGESTION

  IRREGULAR BOWELS

  CONSTIPATION

  DIARRHEA
	  GAS

  HEMORRHOIDS

  HERNIAS

  POOR APPETITE

  FOOD INTOLERANCE

  BLOODY STOOLS

  BLACK TARRY STOOLS

  EXCESSIVE APPETITE

  RECTAL BLEEDING

  OTHER:

	
	(FEMALES -

  NO OF PREGANCIES ____________

  NO OF LIVE BIRTHS ____________

 
	ONLY)

  NO OF STILL BIRTHS ____________

  NO OF MISCARRIAGES __________

  NO OF ABORTIONS _____________
	

	NEUROLOGICAL

  SEIZURES

  VERTIGO

  HAND TREMBLING

  LOSS OF SENSATION

  INCOORDINATION

  LOSS OF FACIAL EXPRESSIONS

  WEAK GRIP

  PARALYSIS

  SLURRED SPEECH

  TINGLING / BURING /  NUMBING

  LOSS OF MEMORY

  LACK OF CONCENTRATION

  DISORIENTATION

  GAIT SHUFFLING

  OTHER:
	PSYCHIATRIC

  HYPERVENTALATION

  INSECURITY

  DEPRESSION

  INSOMNIA

  IRRITABILITY

  ANXIOUSNESS / STRESS

  INDECEISIVENESS

  TIMID / SHY / BASHFUL

  HALLUCIANTIONS

  ALCOHOL ABUSE

  DRUG USE

  SUICIDAL THOUGHTS

  WORRYING

  OBSESSIVENESS

  MANIA / DEPRESSION 
	  MULTIPLE PERSONALITIES

  SEXUAL DIFFICULTIES

  NUMBNESS

  PANIC ATTACKS

  COMPULSIVENESS

  OTHER:


	ENDOCRINE

  WEIGHT LOSS

  WEIGHT GAIN

  HOARSENESS

  HEAT INTOLERANCE

  COLD INTOLERANCE

  BREAST CHANGES

  LOSS OF HAIR

  EXTREME THIRST

  VOICE CHANGES

  EXCESSIVE HAIR

  HYPOGLYCEMA

  DIABETES

  OTHER:






DATE











PATIENT REGISTRATION FORM





PATIENT ACCOUNT NUMBER





PRACTICE NAME





Richard G. Castanon, M.D., FACS

















 PATIENT INFORMATION (Please write information about the patient here.)





 REFERRING DOCTOR





 PATIENT’S NAME (Last, First, Middle Initial)	            	    	         SEX


					        	      Male


					        	      Female





 REFERRING DOCTOR ADDRESS			CITY	STATE             ZIP








 PATIENT’S ADDRESS





 EMPLOYER’S NAME			               TELEPHONE





				        





 CITY				    	STATE	     ZIP		





(       )





     				 


				                            ____/____/____


 		 		                               Mo   Day  Year





 EMPLOYER’S ADDRESS 			CITY	STATE             ZIP








 TELEPHONE		       AGE	                               DATE OF BIRTH	





(       )





 	          	       


  Full Time    Retired           	              


  Part Time    Not Employed    





 EMPLOYMENT STATUS			OCCUPATION:





 SOCIAL SECURITY NUMBER        	    	            DRIVERS LICENSE NUMBER





     		 


      	 Single    Married    Separated    Divorced    Widowed


 		





 STUDENT STATUS: if 19 Years of age or Older:


  Full Time    Part Time   Not a Student   





 MARITAL STATUS	





 INSURANCE INFORMATION (Please write information about the patient’s insurance here.)





 SECONDARY INSURANCE COMPANY NAME  Medical   Dental   Workers Comp		





 PRIMARY INSURANCE COMPANY NAME       Medical   Dental   Workers Comp			





 INSURANCE COMPANY’S ADDRESS		





 INSURANCE COMPANY’S ADDRESS		





 CITY				  	STATE	     ZIP		





 CITY					STATE	     ZIP		





 INSURED’S ID NUMBER	                       GROUP PLAN NUMBER		





 INSURED’S ID NUMBER		     GROUP PLAN NUMBER		





 POLICYHOLDER INFORMATION





Is the secondary policyholder the:  Patient   Primary Policyholder   Other


(Complete the information below if you checked “Other”)








(Complete the information below if the PATIENT is NOT the POLICYHOLDER)








     				 


				                            ____/____/____


 		 		                               Mo   Day  Year





 SECONDARY POLICYHOLDER’S NAME (Last, First, Middle)            DATE OF BIRTH	





     				 


				                            ____/____/____


 		 		                               Mo   Day  Year





 PRIMARY POLICYHOLDER’S NAME (Last, First, Middle)	            DATE OF BIRTH	





 SECONDARY POLICYHOLDER’S ADDRESS			         


									





 						    SEX	


					        	      Male


					        	      Female





 						    SEX	


					        	      Male


					        	      Female





 PRIMARY POLICYHOLDER’S ADDRESS			         


									





 CITY				STATE	ZIP              TELEPHONE	





 CITY				STATE	ZIP          TELEPHONE	





(       )





(       )





(       )





 EMPLOYER’S NAME OR SCHOOL NAME			 TELEPHONE		





(       )





 EMPLOYER’S NAME OR SCHOOL NAME			 TELEPHONE		





 EMPLOYER’S ADDRESS		





 EMPLOYER’S ADDRESS	





 CITY				STATE	     ZIP		





 CITY				STATE	ZIP		





 SOCIAL SECURITY NUMBER		           RELATIONSHIP TO PATIENT		





 SOCIAL SECURITY NUMBER		           RELATIONSHIP TO PATIENT		





                             


 SPOUSE  PARENT  OTHER





                             


 SPOUSE  PARENT  OTHER





EMPLOYER PLAN COVERAGE	IF CHAMPUS:  Active  Retired  Deceased	 


         YES      No		Branch of Service: _______________________	





EMPLOYER PLAN COVERAGE	IF CHAMPUS:  Active  Retired  Deceased	 


         YES      No		Branch of Service: _______________________	








(Please complete the information below if the person responsible for paying the bill is not the PATIENT or the POLICYHOLDER.)





Responsible party is:    o Patient  o Primary Policyholder  o Secondary Policyholder





 RESPONSIBLE PARTY INFORMATION





 				 	            	    SEX


					        	      Male


					        	      Female





 SOCIAL  SECURITY  NO.      DRIVERS  LICENSE  NO.      LEGAL REPRESENTATION	





 RESPONSIBLE PARTY’S NAME (Last, First, Middle)





 Yes      No





 EMPLOYER’S NAME			               TELEPHONE		





 RESPONSIBLE PARTY’S ADDRESS		         STATE     ZIP		





(       )





                                           


 SPOUSE  PARENT  GUARDIAN  OTHER





(       )





 EMPLOYER’S ADDRESS			          STATE    ZIP		





 TELEPHONE			    RELATIONSHIP TO PATIENT		
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 CONSENT FOR TREATMENT





I HEREBY AUTHORIZE TREATMENT FOR THE ABOVED NAMED PATIENT. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR   ANY BALANCE DUE. DR. CASTANON WISHES HIS PATIENTS TO BE AWARE THAT HE TRADES CALLS WITH OTHER EAR, NOSE AND  THROAT DOCTORS ON HOLIDAYS, WEEKENDS AND EVENINGS.	





SIGNED:_____________________________________________  DATE:______________





Richard G. Castanon, M.D., FACS


17732 Beach Blvd., Suite C, Huntington Beach, CA. 92647


(714) 848-2222





PLEASE PROVIDE RECEPTIONIST WITH INSURANCE FORMS, OR YOUR INSURANCE VERIFICATION CARD.





Name of PRIMARY insurance company: __________________________________________________





Address: ___________________________________________________________________________





Name of insured person (employee): _____________________________________________________





Policy and/or Group number: ___________________________________________________________





If you have more than one insurance company, please give us the name, address, and policy and/or group number below:


























Is your problem a result of an auto or motorcycle accident?   Yes _______  No _______





ASSIGNMENT OF BENEFITS





AUTHORIZATION TO PAY:  I hereby authorize payment directly to the undersigned physician of the surgical and/or medical benefits, if any, otherwise payable to me for his services as described below. I understand that I am financially responsible for the charges not covered by this authorization.





Date __________________  20_____			Signature ____________________________


									   (Insured Person)





AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the undersigned physician to release any information acquired in the course of my examination and treatment.





Date __________________  20_____			Signature ____________________________


								         (Patient, or Parent of Minor)





Richard G. Castanon, M.D., FACS





MEDICARE PATIENTS





NOTICE TO MEDICARE PATIENTS: Some or all of these charges may or may not be covered by Medicare, either in part or in full. I understand that Medicare may not pay for some or all of these charges, and that in that event, I agree to assume responsibility for payment if Medicare payment is denied.





Date ______________  20_____	Signed __________________________________________
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Richard G. Castanon, M.D., FACS





CLINICAL HISTORY FORM – Part 1





 First Name: ____________________________ Middle: _______________________________ Last Name: ______________________________


 SSN: ________ - ________ - ________  Date of Birth: ________/________/________  Gender:   MALE   FEMALE   OTHER: _________


 Address: ___________________________________________ City: _______________________________ State: ______ Zip: _____________


 Home Phone: (        ) ______ - _________  Work Phone (        ) ______ - _________ Primary Physician: _____________ Referred by:_________


 In case of emergency please list a contact person: First Name: _________________________ Last Name: _________________________


 Address: _________________________________________________________________ Phone Number (       ) _______ - __________





   Chief Complaint and Present Illness. 





 Reason for Consultation:     (  Chronic Sinusitis    (  Deviated Septum    (  Foreign Body    (  Nasal Fracture    (  Nasal Polyps    (  Neck Mass         	      


    (   Oral CA                           (   Second Opinion        (  Throat CA        (  Thyroid Nodule        (   Vertigo        Other:______________________





 Chief Complaint:  ________________________________________________________________________________________________


 If Symptom Includes Pain Check The One(s) That Best Describe:    ( Aching   (  Burning   ( Continuous   ( Cramping


   ( Deep   (  Dull   (  Gnawing   (  Gradual   (  Intermittent   (  Mild   (  Moderate   (  Periodic   (  Sharp   (  Shifting   (  Stabbing   (  Sudden


   ( Superficial  Other: ________________________





 Duration: ______________________Location(s):___________________________Historian:____________________





Date Symptom(s) Began:  __________ Frequency of Symptom(s):   ( ____ X Per Day  ( ____ X Per Week  


( ____ X Per Month  ( ____ X Per Year                    ( Constant    (  Intermittent   (  Occasional (  Rare  (  Recurrent   Other:_______________________________





 Intensity of Symptoms: ( Excruciating  (  Mild  (  Moderate  ( Severe  Other:______________________________________________________





 How Did Symptom(s) Start: _______________________________________________________________________ 


 


 How Did Symptom(s) Progress: ___________________________________________________________________





 What Brings It On:  ________________  What Makes it Worse:___________________________________________ 





 What Relieves It: ___________________Associated Symptom(s):________________________________________





 Antibiotic Usage:________________________________________________________________________________  





Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


  





Medications – List all medications you are currently taking. Include ALL medications even the Over The Counter Ones.





  Chronic   Acute   DC’d





  Chronic   Acute   DC’d





  Chronic   Acute   DC’d





  Chronic   Acute   DC’d





  Chronic   Acute   DC’d





  Chronic   Acute   DC’d





Status



































Frequency









































Dosage









































Drug Name (Generic / Brand)
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  Chronic   Acute   DC’d





Richard G. Castanon, M.D., FACS





CLINICAL HISTORY FORM – Part 2





 Patient Name:


 First: ________________________________ Middle: _______________________________ Last Name: ______________________________


 





Allergies – List your allergies including any medications that caused an allergic reaction.





Allergic Reaction





List ALL Allergies





























Past Medical History – Please provide a complete history including all illnesses, injuries, hospitalization and operations.





Physician





Treatment





Bleeding Problems





Date





 List All Illnesses, Injuries & Operations





























 





















































 





 





























 





























 





  Last Chest X-Ray: ___________


   Normal                Abnormal


  Last TB Skin Test: ___________


   Positive               Abnormal


  Last EKG: _________________


  Last Eye Exam: _____________





Blood Transfusions


  No of Transfusions: ______________


  Date(s):           Reason(s):


  ___________  __________________


  ___________ ___________________


  ___________ ___________________





Blood Type


         A+ 	 A-


         B+	 B-  


         AB+              AB-


         O-                 O+


         Other: _________





Immunizations / Vaccinations


   DPT                Measles


   Mumps           Pneumoccocal


   Smallpox        Influenza


   Typhoid          Polio	


   Tetanus          MMR





Family History – Please list all blood relatives with their current health status and any illnesses they have had or now have.





Illness / Bleeding Problems





State of Health





Cause of Death





Age At Death





Age If Living





List Blood Relatives



































 Father



































 Mother



































 Brother



































 Sister



































 



































 





Social History – Please check the appropriate boxes and fill in the accurate amounts of standard portions.





Smoking


   Current          Previous


  No Of Packs / Day _______


  No of Years     Quit Yr ____


  Other _______


   None








Alcohol


   Beer / Week ________


   Liquor / Week _______


   Wine / Week ________


  No of Years ____  


   None








Exercise


   Heavy         Type______


   Moderate            ______


   Light                 


  No Hours Per Week ____


   None








Physical Work


   Heavy               


   Moderate


   Light                 


  No Hours Per Day ____


   None








Mental Work


   Heavy                Omit


   Moderate


   Light                 


  No Hours Per Week ____


   None





Miscellaneous Drugs


   Vitamins     Pain Pills         Marijuana


   Laxatives   Sleeping Pills   Cocaine


   Antacids   Nutrasweet   Amphetamines


   Diet Pills     Saccharin        Other








Nutritional Information


   Low Sodium Diet     Diabetic Diet


   Low Fat Diet            Vegetarian Diet


   Low Cholesterol Diet       


  Other ____








Aspirin


  No Per Day ___________


  No of Years ___________


  Other ________________


   None








Caffeine


   Coffee     Tea     Cola


   Other ________________


  Cups Per Day ___________


  No of Years _______ 


   None
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Richard G. Castanon, M.D., FACS





First Name: _________________________  Middle Name: _________________________  Last Name: ________________________





SSN: _______-________-________  Date of Birth: _______/_________/________  Physician: _________________________ 





REVIEW OF SYMPTOMS – CHECK ONLY THE ONES YOU NOW HAVE OR HAVE HAD RECENTLY
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 VITAL SIGNS


      HEIGHT: __________  WEIGHT: __________  PULSE: __________  BLOOD PRESSURE: ____________  TEMP: __________ 








