s - T
Center forr Dreast Care

AND B UTPATIENT SURGCERY

Dear Patient,

In the near future, you are scheduled to see Dr. Ronald Yarrington at the Center for
Breast Care and Outpatient Surgery. Qur office is located at 5327 Commercial Way,
Suite D-119. in the Park Place Office Complex. You will need to bring your photo 1D,
insurance card, any films or studies you may have, this paperwork filled out, and your
co-payment. Please be advised that during the initial consuliation no surgery will be
performed.

Please remember if your insurance requires authorization, it is your responsibility to
have it forwarded to our office as soon as possible. Our fax number is 352-596-6539.
Failure to have authorization will result in either rescheduling the appointment or treating
you as a self pay and payment will need to be made at the time of service.

Directions:

We are located approximately one half mile north of the Home Depot and one mile south
of Weeki Wachee Mermaid attraction. If vou are going north on Hwy 19 turn left onto
River Country Drive and make an immediate left onto the frontage road. You will sec a
brick wall with a sign that reads “Park Place Office Complex™. Turn right into the
complex and right again into the parking lot. We are the second office, Suite D-119,

Appointment day and time:

Ronald M. Yarrington, M.D., EA.CS.

Certffied in General Surger
Board Certiied in General Sucgery tel: 352.596,0184 5327 Commercial Way » Park Place » 119
fax. 35L.596.6559 Spring Hill, Florida 34606

whwwcerterforbreastcare com

Member American Socery of Breast Surgeons
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PATIENT REGISTRATION FORM

Patient Information (please fill out completely) Date:

Last Name: First Mame: Micdde Lnitial:

Stresal Address:

City: State: Zip Code.

Home Telephone: Cate of Birth: Sexx [ M [JF
Social Security Number: Marital Status: [ |Single [J Maried [ ] Other
Employer: Address:

City- State: 2ip Code:

Work Telephome: Cecupation:

Primary Physician (PCP):_ Office Talaphone:

Who referred you? i - Telephone:

In case of Emergency Nolify: Telephone:

Preferied Pharmacy: Telaphone:

Responsible Party 5
Marme of person responsible for paymaent: Retationship:

Agidress; Chty:

Siate: Zip Code; Employer:

Employer Address: - City:

Siale: Lip Coda: Work Telephons:

Primary Insurance

Insurance Name: Insurance Address: ;
City: State: Zlip Code:

Policy Mumber, Plan Marme: Plan Mumber:

Primary Holder Name: Relatianship: Date of Birth;

Secondary Insurance

Iresurance MNarme, bnsurancs Addross:

City: Blate; Zlp Code;
Policy Number: Pian Name: Pian Number,
Primary Holder Mame: Relationship: Diata of Birth:

Please present insurance cards and a photo identification {driver's licensa} to the receptionist so
copias may be made. Do we have your permison o

Leave a message on your answering machine al home? Ciyes [Ino
Leave a message at your place of employment? Oyes [Jno
Discuss your medical condition with any member of your household? Ciyes [Jno
IF yiess, wnavain: Relationship:

_ﬁaﬂml ﬁl_mmlure Date



HISTORY

TODAY &
MAME AGE DATE ___
BIRTHDATE SOCIAL SECURITY # T
PRIMARY CARE ANDVOR LAST PHYSICAL
FRIEMD REFERRING YOU TO US ExAM
HAS AMY BLOOD RELATIVE EVER HaAD: COYOUSMOKE? YESO NODO
Cancer {lf yes, whaltypes?) YesO Mol  HOWMUCH? B
Tuberculasis s 01 Mol
Dhabietes Yas O Mol HOW LOMGT
Heart Troubda Yes O MNall
High Blood Prossurs Yes O Nol PREVIOUS OCCUPAT O
Strok ¥es D Wold
Epilepsy YesD Nod  pRESENT OCCUPATION

LISTALL MEDICATION AND DOSAGES PRESENTLY TAKEN:

LISTALLALLERGIES:
OOYOLU HAVE ANY PROSTHESIS? ez O MNall
DO Y OU REQUIRE ANTIBROTICS
PRIOR TO SURGERY? Te= O Noll
PERSOMAL HISTORY:
ILLMESSES: HAVE YOU EVER HAD: Mitral vabe Preslapess Mo Yis
PLEASE CHCIRCLE ALL ANSWERS ANDSTATE WHICH CiE Cringr Vabvs Diporcbors____ Mo es
Hean Vnlee Problems _ Ma  Yes
Mnamies _Ne  Yas  Galbladder Dissase Mo Yes  Heart Altacks __Ma Yes
German Measies i Mo Yes Hiatal Herma Mo Yes Erroion Mo ez
Mlumps e m—— O Ve Sramach of Pephic lleer _ Ha ez THAIRIES: Have pou hid oy
ChickanPowe ____ Mo fes Apamia g Yon Brakenor Crucked Domes. g Yes
Whioapinig Cough i Mo Yem Jaurdices Ma  fes Bprains N3 Y
Searfed Fever of Seaffenting Mo es Biadder Dinease Mo  Yes Lucenstiors S MNE  Yes
Diphtheris ____ .~ HNe Yos Epslagey Mo fes CrislocaBors ___ No Yes
Freumonig Mo e Migrgirg Heatachas, __ Mo Yes Concussion, or Head Inguy _ Me res
Eilkiesizs 3 Mo Yes Tunercuingls b es Ever bean Kndched untonsdious Mo Yes
Pleirmy AL Mo Yo Drabetid __MWa Yas WEIGHT: Meow  OfeYeatfgo
Bhe=umalic Fever of Coanget ___ Mo s Magrmwm,___ When
Fhaumalic Hogri Digeass Mo Yes High of Lo Blood Pressure Mo s TRANIFLUGHONG: Have wiu el had;
Arthirtin o Fhesmatism Mo Yag Gollis or othes Bowel Digeare __ ha Yes Blood or Planmes Transfusioh __ Wa Yes
#ny Bong or Joint Disease _______ No Y85 yamaghoids or any Rectal Disease __ No Yes  SURGERY: Hove you had
Meuritls o Metralgia Mo Yes Hareals Brepkdown Mo Yo Toredlactonmry o M =
Bursits, Golahicag orkumbaga Mo Yas Ford, Chamical or Orug Pokoring__ Mo Yas Appendeciomy __Ra Ve
Pelip or Menirgitis e MO YeS Yoy Fpeerpedstima Mo Yes Ay alhar oparation Mo Yes
Kidray Dsease . HNo Yas Hivesor Ecremma__ Mo e Tops . Year__ Z
Kidrey Sloces = Mo Y85 Frequent inlections or Bols Mo Ves Topa o e
Mephris Mo Yas Arry cithnr Disease [T Ty, s Year P,
Urarirrhea o Syphils Ho  Yas Use wjiacs on back fd ary a0 wal opershans,



BREAST PATIENT QUESTIONAIRE
(Please provide us with as many answers as possible)

Patient Name Age

A. FAMILY HISTORY
Have you any family members affected by breast disease? Yes No

If yes, whom was affected? (i.e., mother, sister, aunt etc)

If yes, fibrocystic disease? ____cancer?

B. PERSONAL HISTORY

What was your age at the onset of the menses?
Have you had any children? Yes No
How Many? How many pregnancies?

Age at birth of first child? _

Did you breast feed vour children? Yes No
Any problems with your breast during the pregnancy period? Yes No
If yes, what type of problem?
Have you ever been on female hormone therapy?

(i.e. birth control pills, premarin?) Yes No
Have you ever had injury to the breast? Yes No
Which one? Right Left

Have you ever required a breast biopsy or aspiration? Yes No
Which breast? Right  Left  What was the result

Do you drink regular coffee, tea, caffeinated soda or eat chocolate? Yes No
How much? Some  Alot

Do you do regular self breast exams? Yes No
Do you have regular mammograms? Yes No

C. PRESENT COMPLAINT (List all that pertainj

Has a lump been felt in the breast? Yes No
If so when? Who felt it? Patient?  Dr?  Spouse?

Have you bad findings appear on a mammogram? Yes No
Have vou had pain in the breast? Yes No
If' so, which one? Right  Left? _ Is this pain new? Yes No
Have you had a change in the appearance of the breast? Yes No
If so, which one? Right  Left?

What has changed?

Have you had any drainage or discharge from the nipple? Yes No
If so, which breast? Right lLeft What color?

Have you had any itching or scaling of the nipple? Yes No

If so, Right or Left 7



DO YOU NOW HAVE OR HAVE YOUF HAD WITHIN THE PAST YEAR

Frequent or severe headaches

Fainting spelis

Dizziness on change of position

Unconscious spells

Blurrad vision

Couble vision

Spats hefore eyes

infected eves

Fair: behing eyas

Any change in vision

Do you wear glasses

When were they last checked

Earaches

Discharge from ears

Ringing in ears

Decrease in hearing

Recurrent nose bieeds

Recurrent head colds

Sinus Fouble

Hay fever

Strange persistent odors

Strangs taste of loss in taste

Persistent hoarsenass

Difficulty swallowing

Entarged glands

Recurrent sore thrats

Recurrerd sores in mouth

Soreness or bleeding of gums on brushing

Chest pain

Angina pectoris

Coughed up blood

Pain in arm{s)

Night sweals

Chronie or frequent cough

Chronic or fraguent cough on faying down

Wake up night short of breath

How many bed pitows do you use

Shortness of breath on
Waiking several blocks,

One flight of stairs

On laying down

Purple ips or fingers

Palpitations or fiuttering of heart

High blood pressure

Swelling of hands, feet or ankles

At what fime of day

Leg crarmps on watking or at night

Enarged veing inlegs

Sorgs on ankles or ives

Recurrant stormach pain

Balching or heartburn

Retieved by food or medication

Appetite - Good [ Fair 1 Poor [
Nausea or vomiting

Vornited blood

Avoid some foods

What kinds

Avoid spices

Abrominal crampng

Color or bowsd movemnent

Any blood in BM

Rectal paln with bowel movernent

No
Mo
Mo
No
Mo
No
No
Mo
fited
No
Mo

No
No
No
No
Ne
No
No
No
MNex
No
No
Mo
Moy
No
NO
Na
No
No
N
Mo
No
No
No
No

N
Mo
No
Mo
Na
No
No

Mo
No
Mo
No
No
No

No
No
Mo

MNo
Ney

1Y
Ng

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yeu
Yes
Yes
Yes
Yos
Yes
Yes
Yas
Yes
Yes
¥es
Yas
Yeb
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yeas
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yas
Yes
Yes

Yes
Yes

Yes
Yes

DO YOU NOW HAVE OR HAVE YOU HAD WITHIN THE PAST YEAR:

Change in size, shaps o texture of BM __
Desgribe

Pain in urinating

Difficuity in starting urination

Do you get up at night to urinate

How many fimes

Urinate more than belore

Urinate {ess than before

Any blood in uring

How many times per day do you urinate __
Full festing of tladder, but only small
amount of urination

No

1]
No
No

No
No
No
No

N

Yes

Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yag

tose urine on coughing of sneezing __No

Discharge from penis No
Recurrent back paing No
Backaches No
Joint pains No
Sweliing of any joints Ne
Redness or heat of any joints No
Tingling or weakness of randsorfeet Ne
Muscle spasms No
Loss or change in sensation ofhands . _No
Loss or change in sensation of feet | - M
Frambling of any exiremity No
Growith in neck or tthrogt Ko
Haot flashes No
Tiredness without apparentreasony __No
Briftieness of nails Nao
Dryness of skin No
Easy bruising No
Inability to stand heat Mo
inabifity to stand cold Mo
Change in hair texture Mo
Change in skin texture No
Any skin rash No
ERG Ever had an electrocardiogram? ____Ho
IMMUNIZATIONS Have you had

Srmalipox vaccination withinlast Tyears  No

Tetarus shots (not antitoxin which lasis only 2 weeks)  No

Polio shots within Jast 2 yvears Mo

WOMEN OMLY - MENSTRUAL HISTORY

Age at onset
Regular? Yesil Nofl Varies D
Cycle ____days (from start o finish)
Flow: Heavy {3 Medium [T Light 13
Date of last period
Date of last pelvic exam
Date of last Pap test
Results:  Neg, [
Any discharge from vagina?
tf s, color
amount
Nurmber of pregnancies:
How marny children botr afive
How many Cesarean Seclions

Pog. 13

No T3 Yes [

Marital Status: M S D 0w
Childrer;: Yes 1 No [l How Many

Any Additional Health information:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Vg
Yes
Yas
Yes
Yes
Yes
Yes
Yes
Yas
Yes
Yes
Yes
Y
Yes
Yes
Yes
Yes

Yes
Yo
Yes



GENERAL POLICY STATEMENT

Patient Responsibility: Patients are responsible for all charges resulting from treatment provided by the clinic. As
@ service 10 vou. we bill most insurance carriers directly. However, primary responsibility for the account is yours.
Payment is due as the time of service, unless other financial arrangements are made. This includes deductibies, co-
pays. andior co-insurances.  Established patients with a delinquent balance wil) be asked for payment at the time of
BCIVIiLe,

Minors: fatients under 18 years of age will be the responsibility of the custodial parent(s).

Referrals: If your insurance requires a refereal from your primary insurance care provider (PCP) to see a speciafist,

s your responsibitity to obtain a referral/authorization prior to your appointment.

Insurance Billings: We will, as a courtesy, bill your primary insurance carrier. Providing correct insurance billing
information is the responsibility of the patient. U your insurance changes. please present vour new insurance
inlormation at vour aext visit, Charges owed due to errors, claim rejections, and/or non-response by the insurance
company is the responsibility of the patient,

Medicare: Our physician is a participating provider, Although we bill Medicare as your primary insurer. you may
he resporsible for billing vour supplemental insurance. Note that Medicare may be able o bill your supplemental
insurance. Please contact them at 1-800-326-0238.

Authorization to Release Information: [ have read and [ accept this policy for my testing and/or treatment with
Center for Breast Care and Outpatient Surgery.  The Notice of Privacy Practices for Center for Breast Care and
Ouipatient Surgery is prominently displayed in the clinic waiting room and I acknowledge T have seen a copy of the
Notice o Privacy Practices.

Copies and fax charges:
There will be a charge for copies and faxes, five(S) pages or more will be $1.00 a page, anything under five(5) pages
will be o free service,

24 hour appointment canceljation notice:
Any appoiniments not kept without prior cancellation notice will be charged a $25.00 fee.

Returned Checks:
There wiil be a $30.08 ee for any checks reurned from the bank.

I assign Coenter for Breast Care and Outpatient Surgery all payments to which | am entitled for medical exXpenses
related 1o the services reported herewith. 1 understand that 1 am financially responsible for all charges whether
covered by the insurance or nol. 1 also understand that balances outstanding for more than 90 days may be subject to a
processing fee. MY APPOINTED AGENT OR 1 HAVE READ, FULLY UNDERSTAND AND AGREE TO THE
ABOVE STATEMENTS.

Patient Name (print) Patient’s Signature Date

IF THE PATIENT IS UNDER THE AGE OF 18 YEARS, OR 1S OTHERWISE UNABLE TO SIGN, COMPLETE THE
FOLLOWING:

Patienptis year(s) of age or is unable 10 sign because:

Signature Relationship 1 the Patient Date

Sign below it disclosure of information is nol authorized:
Therelore. agree to pay for costs of all treatments and services personally.

Signature of Guarantor Drate Signature of Patiem Date
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