
Patient Information

Patient Name: __________________________________________________________ Marital Status:  M  S  D  W 
	 Last	 First	 MI	 Maiden	 Circle One

Address: ________________________________________________________________________________________ 
	 Street	 Apt #	 City	 State	 Zip Code

Employer: ______________________________________________ E-Mail: ________________________________

Soc Sec #: ___________________________________ Date of Birth: ________________ Age:_______  Sex:  M  F 
					       Circle One

Phone:  Home: _______________________ Work: ______________________ Cellular: ______________________

Peferred Language: _______________________________________________________________________________

Race/Ethnicity:   Asian   Black or African American   Caucasian/White   Hispanic or Latino   Other _________

Primary/Family Physician: ___________________________ Referring Physician: __________________________

Spouse Information

Spouse Full Name: _____________________________________________ Date of Birth: _____________________

Spouse Employer: _____________________________________________ Work Phone: ______________________

Soc Sec #: _______________________ E-Mail: ______________________ Cellular: _________________________

Emergency Contact Information

Name: __________________________________________________________	 Relationship:___________________ 

Address: _______________________________________________________	 Phone: ________________________

Parent or Guardian Information If Under 18 Years of Age

Father's Name: _______________________________________________  Date of Birth: _____________________

Address: ______________________________________________________ Home Phone:_____________________
 	 Street	 Apt #	 City	 State	 Zip Code 

Employer: _____________________________________________________ Work Phone:______________________

Soc Sec #: _______________________ E-Mail: ______________________ Cellular: _________________________

Mother's Name: ______________________________________________  Date of Birth: _____________________

Address: ______________________________________________________ Home Phone:_____________________
 	 Street	 Apt #	 City	 State	 Zip Code 

Employer: _____________________________________________________ Work Phone:______________________
Soc Sec #: _______________________ E-Mail: ______________________ Cellular: _________________________

HIPAA Release of Information
Please complete the names & phone numbers where we can contact you or leave a message.
(Exception: X-Ray, Path and/or Lab results will be given only to the patient or the designated person(s).

Please contact me as follows: (check at least one)

	 Home/Cell Telephone:  (______) ______________________________

	  Leave message with appointment date & time    Leave message with call back number only   Do not leave message

	 Work Telephone:  (______) ______________________________

	  Leave message with appointment date & time    Leave message with call back number only   Do not leave message

	 Written Communication:  (______) ______________________________

	  Mail to my home address: _________________________________________________________________________________

	  Mail to my work address:  _________________________________________________________________________________

If we are unable to reach you, who, if anyone/or what designated person(s), may we disclose medical and or billing information?

	  Spouse: __________________________________________	  Fiancé: ___________________________________________

	  Parent(s): _________________________________________	  Adult Child: _______________________________________

	  Adult Children: _____________________________________	  Sibling(s): _________________________________________

	  Sibling(s): _________________________________________	  Other (Relative/Friend): _____________________________

	  Other (Relative/Friend): _____________________________	  Other (Relative/Friend): _____________________________



Office Visit Information:
Reason for Visit: __________________________________________________________________________________ 
Date of Symptoms: ______________________________________________________________________________
Seen in ER:   Yes   No   Where? ______________________________________ When?___________________

Workmen's Compensation Information:

Company Name: _______________________________________________  Phone #: _________________________

Address: ________________________________________________________________________________________ 
	 Street	 Apt #	 City	 State	 Zip Code

Supervisor Name: _______________________________________________  Date of Injury: ___________________ 

Have you missed any work due to the injury? ____________ What symptoms: ___________________________
What were you doing at the time of injury? __________________________________________________________

Do you have an attorney representing you in the above injury?   Yes   No
If Yes:	Attorney Name: _________________________________________ Phone #: _________________________

	 Address: _________________________________________________________________________________ 
	 Street	 City	 State	 Zip Code

Motor Vehicle Accident Information:

Date of Accident: ______________________________________________
Do you have an attorney representing you in the above injury?   Yes   No
If Yes:	Attorney Name: _________________________________________ Phone #: _________________________
	 Address: _________________________________________________________________________________ 
	 Street	 City	 State	 Zip Code

Insurance Information: (copy of insurance card is needed)

Insurance Name: __________________________________	 Policy Holder_________________________________
	 Primary	 Name	 Date of Birth

Insurance Name: __________________________________	 Policy Holder_________________________________
	 Primary	 Name	 Date of Birth

If patient is a minor, please print name of parent or guardian responsible for bill: ________________________________

	 Address: _________________________________________________________________________________ 
	 Street	 City	 State	 Zip Code

Pharmacy Information:

Pharmacy Preferred: (Name) ______________________________________________________________________
________________________________________________________________________________________________
Pharmacy Location:  ______________________________________________ Phone #: _________________________
Notice of Council Bluffs Surgical Associates, P.C. Practices
Notice of Payment Policy
I acknowledge the receipt of the Payment Policy effective 07/01/09 from Council Bluffs Surgical Associates, P.C.

Notice of Privacy Practices
I acknowledge receipt of the Notice of Privacy Practices effective February 1, 2005 from Council Bluffs Surgical Associates, P.C.

Authorization for Consent to Treatment
I, the undersigned, give permission to treat and assign to Council Bluffs Surgical Associates, P.C., all medical benefits, if any, otherwise 
payable to me for services rendered. I also understand that I am financially responsible for all charges not paid by my health benefits 
provider. I hereby authorize the doctor to release all information necessary to secure the payment and authorize the use of this signature 
(or copy thereof) to provide necessary medical information to my insurance carrier upon their request.

I, knowing that I have a condition requiring diagnosis, treatment, or related medical care do hereby consent to such care, medical 
examination(s), operation(s), procedure(s), therapy sessions, photographs, and/or treatment by my attending physician(s), their 
assistant(s) or designee(s) as may be necessary in their professional judgement. I further acknowledge that no guarantees have been 
made to me as to the results of such care, medical examination(s), operation(s), procedure(s), therapy sessions and/or treatment.

Patients, Parent/Legal Guardian
or Power of Attorney Signature: _______________________________________________________ Date:__________________

If this is an injury, is the injury related to an on-the-job accident?       Yes     No    (Check One)

If Yes:	 a)  Have you reported the accident to your employer?   Yes   No
	 b)  Were you referred by a Work Comp doctor?   Yes   No
If No:	 a)  Was this a car accident?   Yes   No
	 b)  Did the injury occur on another person's property?   Yes   No
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Payment Policy 

Thank you for choosing us as your general surgeons. We are committed to providing you with quality care. Because some of our 
patients have had questions regarding patient and insurance responsibility for services rendered, we have been advised to 
develop this payment policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy will be 
provided to you upon request. 

1. Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan we do 
business with, payment arrangement are expected to be made at your visit. If you are insured by a plan we do 
business with, but don’t have an up-to-date insurance card, a payment is due at the visit. Knowing your insurance 
benefits is your responsibility. Please contact your insurance company with any questions you may have regarding 
your coverage. 

 
2. Co-payments and deductibles. All co-payments must be paid at the time of service. This arrangement is part of your 

contract with your insurance company. Failure on our part to collect co-payments from patients can be considered 
fraud. Please help us in upholding the law by paying your co-payment at each visit. 
 

3. Non-covered service. Please be aware that some - and perhaps all - of the service you receive may be non-covered 
or not considered reasonable or necessary by Medicare or other insurers. You must make payment arrangements for 
services at the time of the visit.  
 

4. Proof of insurance. All patients must complete our patient information form before seeing the doctor. We must obtain 
a copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with 
the correct insurance information in a timely manner, you may be responsible for the balance of a claim. 
 

5. Claims submission. We will submit your health insurance claims and assist you in any way we reasonably can help 
get your claims paid. Your insurance company may need you to supply certain information directly. It is your 
responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility 
whether or not your insurance company pays your claim. Your insurance benefit is a contract between you and your 
insurance company; we are not party to that contract.  

6. Coverage changes. If your insurance changes, please notify us before your next visit so we can make the appropriate 
changes to help you receive your maximum benefits. If your insurance company does not pay your claim the balance 
will automatically be billed to you. 
 

7. Nonpayment. Please be aware that if a balance remains unpaid, we may refer your account to a collection agency 
and you may be discharged from the practice. Our physicians will only be able to treat you on an emergency basis. 
 

8. Forms. Fee of $15.00 is due upon completion of Disability and/or Attending Physician Forms. 
 

9. Return Checks. A $45.00 service fee will be added to all checks returned for insufficient funds. If your check is 
returned, you will be required to prepay in full by Cash, Visa, MasterCard or Discover for additional services. 
 

10. Method of Payment. We accept Cash, Checks/Debit, Visa, MasterCard and Discover. Payment plans may be 
arranged on an individual basis. 
 
Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and 
customary charges for our area. Thank you for understanding our payment policy. Please let us know if you have any 
questions or concerns. 
 
I have read and understand the payment policy and agree to abide by its guidelines: 
 
 
Signature of patient or responsible party    Date 
 
 
 
 
                 201 Ridge Street, Suite 214 Council Bluffs, IA 51503 712-396-4320 * Fax 712-396-4328   
     4/12/12 



                                                                       

Privacy Notice 
Council Bluffs Surgical Associates, P.C. 

201 Ridge Street, Suite 214 
 Council Bluffs, Iowa 51503 

Phone: (712) 396-4320 Fax: (712) 396-4328 
 
This notice describes how medical information about you may be used and disclosed and how you can get access to this 
information. Please review it carefully. 
 
This notice applies to Council Bluffs Surgical Associates, P.C. 
 
Council Bluffs Surgical Associates, P.C. will share your health information with each other, as necessary, to carry out treatment, 
payment and health care options. 
 
Understanding your Health Record/Information 
 
Every time you visit a hospital, physician, or other health care provider, a record of your visit is made. This record may include 
your symptoms, examination and test results, diagnosis, treatment and plans for future care or treatment. Your medical provider 
uses this information – often referred to as your health record – to plan your care and treatment. The many health care 
professionals who assist in your care communicate through your health record. Your health information is also used by insurance 
companies to verify that services we billed for were actually provided. Although your health record belongs to the health care 
provider or facility that compiled it, you do have certain rights with regard to your health information. 
 
Your Rights 

You have a right to expect that your health information will be kept secure and used only for legitimate purposes.  
 
‐ You have a right to understand how your health information may be used and disclosed by Council Bluffs Surgical 

Associates, P.C. 
‐ You have a right to receive this privacy notice that tells you how your health information may be used or disclosed. 
‐ You have a right to ask questions about any health privacy issue and have those questions clearly and promptly 

answered. 
‐ You have a (limited) right to know who has seen your health information, and for what purpose. If you make additional 

requests for such an accounting during any 12-month period, we may charge you a reasonable, cost-based fee. 
‐ You have a right to see and to keep a copy of all of your health records (except psychotherapy notes). Your request for 

a copy of your records must be in writing. We may charge you a reasonable, cost-based, copying fee. 
‐ You have a right to ask for correction – or inclusion of a statement of disagreement – for anything in your records that 

you feel is in error. Your request must be in writing and include supporting documentation. 
‐ You have a right to authorize – or refuse – additional uses of your health information, such as for fundraising, 

marketing, or research. 
‐ You have a right to request extra protections for health information you consider especially sensitive, and to request 

that we communicate with you by alternative means. 
 
 
Our Responsibilities 
We also have certain responsibilities. These include: 

‐ Maintaining the privacy of your health information 
‐ Providing you with a copy of this notice 
‐ Abiding by the terms of this notice 
‐ Notifying you if we are unable to agree to a requested amendment or restrictions 
‐ Accommodating reasonable requests you may have to communicate health information by alternative means or at 

alternative locations. 
If our information practices change, we may change this notice. If we do so, the change will be effective for information gathered 
both before and after the effective date of such change. However, before we change our practices, we will post a copy of our 
new notice at Council Bluffs Surgical Associates, P.C. The effective date of our notice will always appear at the end of the notice. 
 
We will not use or disclose your health information without your authorization, except as described in this Notice. 



                                                                       

 
Disclosures for Treatment, Operations Payment and Health Care. 
 
We may use or disclose your information for treatment, payment and health care operations without your permission.  However, 
if state law requires us to obtain your written permission to use or disclose your health information for treatment, payment or 
health care operations, we will do so.   
 
We will use or disclose your health information for treatment. 
 
For example:  Information obtained by a nurse, physician, or other members of your health care team will be recorded in your 
record and used to determine the course of your treatment.   Health care team members will communicate with one another 
personally and through the health care record to coordinate your care.  We may provide your physician or other health care 
provider with copies of reports that may help that may help determine your future treatment.  We may also disclose your 
information to another health care provider for its payment purposes or its health care operations.   
 
We will use or disclose your health information for payment. 
 
For example:  We may send your bill to you or your insurance company.  Your bill may contain information that identifies you, as 
well as your diagnosis, procedures, and supplies used. 
 
We will use or disclose your health information for health care operations and internal business practices. 
 
For example:  Members of the medical staff, the risk or quality improvement manager, or members of the quality improvement 
team may use the information in your health record to assess the care and outcomes in your case and others like it .  This 
information is used in our ongoing efforts to improve the quality and effectiveness of the health care and service we provide. 
 
We will use or disclose your health information in order to avert a serious threat to health or safety. 
 
 
Specialized Governmental Functions:  We may disclose your health information for military and veterans activities, national 
security, and intelligence activities, and similar special government functions as required or permitted by law. 
 
Correctional Institutions:  If you are an inmate of a correctional institution, we may disclose to the institution or agents thereof 
health information necessary for your health and safety of other individuals. 
 
Law Enforcement:  We may disclose your health information for law enforcement purposes as required by law or in response to 
a valid subpoena, court order or other binding authority. 
 
Disclosures Required by Law:  We may use or disclose your health information as required by law provided such use or 
disclosure complies with and is limited to the relevant requirements of such law.  
 
Health Oversight Agencies:  We may disclose your health information to an appropriate health oversight agency; public health 
authority or attorney involved in health oversight activities.   
 
Judicial and Administrative Proceedings:  We may disclose your health information for judicial or administrative proceedings 
as required or permitted by law or in response to a valid subpoena, court order or other binding authority.   
 
For More Information or to Report a Problem: 
 
If you have questions or would like additional information, you may contact the Privacy Officer at Council Bluffs Surgical 
Associates, P.C.  If you believe your privacy rights have been violated, you can file a complaint with the Privacy Officer, or with 
the Secretary of Health and Human Services.  We will not retaliate against you for filing a complaint. 
 
 
                           Effective February 1, 2005 

 



Medical Identity Theft 
 
 

 
 
What is Medical Identity Theft? 
 
Medical Identity Theft occurs when someone uses an individual’s name or other parts of the Individual’s Identity-Such 
as insurance information or a Social Security Number-without the victim’s knowledge or consent to obtain medical 
services or goods. Medical Identity Theft can also occur when someone uses the person’s Identity to obtain money 
by falsifying claims for medical services and falsifying medical records to support those claims. The essence of the 
crime is the use of Medical Identity by criminal and lack of knowledge by the victim. 
 
Why should you be concerned? 
 
Medical Identity Theft can have financial as well as life threatening impact. If your Medical Identity is stolen, you or 
your insurance can be billed for services you have never received. This could be applied to lifetime maximum benefit 
amounts. You may not realize the problem until you need to seek treatment for your own medical condition and are 
told you have no coverage. 
 
If your medical identity is stolen, erroneous information can be entered into your patient record. The medical record 
would not then accurately reflect your own health information, which could lead to the wrong medical treatment for 
you. 
 
What can you do to prevent Medical Identity Theft? 
 

1. Be aware of the crime. 
2. Be alert. Read your explanation of benefits (EOB) statements from the insurance company. Make sure 

the services listed were obtained by you. If you have sought services and are expecting a billing 
statement in the mail from your physicians office, let them know if you don’t receive it. 

3. You can request a full copy of healthcare files from your healthcare providers for reference. 
4. Guard your insurance and Medicare/Medicaid cards and numbers as carefully as you guard your credit 

cards or Social Security numbers. Do not let other people have access to this information. 
5. You can request an annual listing of all benefits paid by insurers. 
6. Make sure that all your healthcare providers have plans in place to reduce the risk of Medical Identity 

Theft. 
 
What is this office doing to help? 
 
We have put in place procedures to detect when incidents of Medical Identity Theft may have occurred (Red Flags). 
We have a policy and procedures in place to detect, identify and respond to Red Flags. Please don’t be offended if 
we ask you to bring in your driver’s license or other photo id, your current health insurance card, or other 
correspondences showing your current resident if the photo id does not show your current address. And finally, 
please be patient with us when we ask you to check and update your information at each appointment. We are trying 
to protect you. 
 
What should you do if you feel you have been the victim of Identity Theft? 
 
Contact this office, and all your healthcare providers, to notify us of your concerns, Will address them immediately. 
You may also contact local law enforcement as well as the Federal Trade Commission at 1-877-438-4338 or go to 
the FTC on line at http://www.ftc.gov/opa/2002/02/idtheft.shtm. 
 
 
 
 
 
10-5-2010 

 

http://www.ftc.gov/opa/2002/02/idtheft.shtm


 

 

Patient Policies 

 

 

Phone Calls 

Phone calls are accepted Monday through Friday, 8am-4:30pm. The office phone number is 712-396-4320. 
If you have an emergency, please go to the closest emergency room or call 911! For less urgent situations 
that cannot wait until regular business hours, please call our office and leave a message with the answering 
service to have the physician paged. The doctor will return your call as soon as possible.  

 

Appointment Scheduling 

Appointments are available Monday through Friday from 9am-4pm. To schedule an appointment, call the 
office at 712-396-4320. We require 24-hour notice if you need to cancel or re-schedule an appointment so 
that we can use the time to accommodate other patients. If you arrive more than 15 minutes late, we may 
need to ask that you reschedule your appointment, depending on the situation. If you no show for an 
appointment more than 2 times it may result in being dismissed from the practice.  You should bring your 
insurance card, photo ID and medication list to all appointments. 

Please Note: If you are scheduled for surgery, someone from the hospital will call before surgery to let you 
know what time to arrive at the hospital and where to go when you arrive. 

 

Referrals/Pre-certification 

It is your responsibility as a patient to determine if your insurance requires a referral and to obtain a referral 
from your primary care physician. Please also verify that the physicians are approved providers with your 
insurance company. 

 

Billing/Payment Information 

Co-pays are due at the time of your visit, when checking in for your appointment. 

Please bring your insurance card and photo ID with you to each visit for verification. Please notify us of 
home address, phone number and/or insurance changes. This will allow for proper contact and billing. All 
other billing and payment information is provided on our payment policy. 

 

 

 



 

 

 

 

Test Results 

Test result will be shared with you by phone, unless otherwise instructed by the provider. If you have 
questions about test results, please call our office during normal business hours at 712-396-4320. 

 

Prescriptions 

Our physicians will only provide refills for the medications that they have prescribed for you. We ask that all 
refill requests are during regular business hours.  

Please remember to ask for any refills at the time of your appointment. If you need medication refills, and do 
not have an appointment, please have your pharmacy call the office before you are completely out of your 
medication, as refills may take as long as 24 hours to be refilled. 

On weekends, holidays, or after hours, call our main number 712-396-4320 and you will be put in contact 
with our answering service who will contact the physician on call. Since this may not be your prescribing 
physician, they will need all the information found on the label of your medication bottle. If you do not have 
the appropriate information, or under certain circumstances, it is possible that your prescription will not be 
refillable at that time, and you may need to wait until the office reopens.  

Please understand that certain medications cannot be phoned in to a pharmacy and require a security 
prescription each and every time it is filled. If this is the case, please plan in advance for this, as our 
physicians are not in the office every day. You will need to pick up the prescription in person at the office. 
This mainly applies to certain types of pain medication. 

 

 

 

 

 

 

 

 

 

5/17/2011 



 

 

 

 
 
 

 

Council Bluffs Surgical Associates, P.C. has implemented IQHealth.com, which is a site that allows patients to review 
current medications, lab and surgeries.  IQhealth .com is also a pathway to cbsurgical.com website. 

Access to the IQHealth.com requires your personal email address and for security purposes the last four digits of 
your Social Security number.  Council Bluffs Surgical Associates will forward you an invitation to access your medical 
records. If you are interested in this service you can accept or simply ignore the invitation. 

Communication between you and the physician will not be accepted through the IQHealth.com portal. Please contact 
our office with any questions or concerns at 712-396-4320. 

 

 

I, give permission to Council Bluffs Surgical Associates, P.C., to use my personal email address for IQHealth.com. 

 

 

Signature         Date 

 

 

 

 

 

 

 
 
 
 
 

201 Ridge Street  Suite 214 
Council Bluffs, Iowa 51503 

712-396-4320   Fax: 712-396-4328 
www.cbsurgical.com 
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