
Ducharme General Surgery, PLLC

Date

M FPatient Nam
Last b-irst Legal

Is this your legal name? Yes No-If no, what is your legal name?

MaritalStatus: Single-Manied Divorce-Widow-Spouse'sNarne:

Street Address:- 
-PO 

Box: APVSuite:-
City:-State: ZiP Code:- Phone #

Date of Birth: ge Security #:---Cell #:

Email Race: Language

Occupatlon

Primary Care Physician Phone #:

Refening Physician (ifdifferent) Phone #:

Pharmacv Name and Addres Phone #:

Are you covered by health insurance? Yes_No If No, please make payment arrangements with our business office.

Your Emnlover: Phone#

Primary Insurance PolicY # GrouP #

Policy Holder Name Policy Holder Date of Birth

Social Security Number v

Secondary Insurance Policy # Group #

lf this visit related to an at work injury? Yes-No-lf yes, Employer at time of injury

Date oflnjury Insurance Info Claim #

Emergency Con

Phone #

Relationship to Patient

Cell # Date of Btth

ALL PATIENTS
PLEASE COMPLETE AND SIGN THIS R"ELEASE OF MEDICAL RECORDS AND ASSIGNMENT OF BENEFITS

"I hereby authorize Ducharme General Surgery, PLLC to release to or to request from any insurance company, other physician

or hospital, any information including the diagnosis and records ofaly treatonent or examination rendered to me during surgical

care, including any financial information. This information may be faxed or sent olectronically. I also authorize and request my

insurance companies to pay dtectly to the above named corporation the amount due on any pending insurance claim for medical

and/or sugical treatrnent or service. I also understand that if it becomes necessary to refer my accoult to collections, I will be

liable for the reasonable collection fees and court costs expended thereia." I understand that there is a $35 pre-paid fee for all
disability forms fitled out by the physician. The organization reserves the right to charge interest on tmpaid accounts.

PATIENT SIGNATURE: DATE
(Or parenVguardian if patient is a minor)

1200 N El Dorado Pl, STE .l-910 Tucsotr. Az 85715 Phone (520) 526-2325- Fax (520) 52G1837

Nickname MI

Policy Holder Name 

-Policy 

Holder Date of Birth 

---Social Security Number-Copay-



DUCHARME
Ce e.a, SuEery PLLC

Sex
Refening Physician:
Primary Care Physician
Preferred Pharmacy Location
Reason for todav's visit:

Current H Current Weig Weight one year ago

Curretrt atrd Past Medical Probl€ms: (please circle Y€s or No)

No Diabetes - when were you diagnosed?

No Heart Disease - ifyes, what type?

ADgiDa (chest pair)

High Blood Pressure

No

No Stroke - when? Any paralysis or deficit?

No Epilepsy or Seizures

No Cancer(type/tr€atment)

No Lurg Disease: Emphysema Asthma TB Valley Fever Pneumonia

No Kidney Problems

No GI Disorders: Diverticulosis Stomach Ulcers Ulcerative Colitis Crohn's Dis€ase Irritable Bowel Disorder

No Hepatitis - if yes, what type?

No Anemia or Blood Disorder

No Phlebitis or Blood Clots

No Thyroid Disease: tlyperthyroid Hypothyroid

No Arthritis

No Glaucoma Macular Degeneration Legally Blind

No Mental Illtress

No Do you have a Pace Maker?

No

Other

Past Surgical History (please include dates):

Have you ever had a blood transfusion? Yes No IfYes, Any Reactions?

Have you ever had general anesthesia? Yes No If Yes, Any Problems?

PLEASE LIST ALL MEDICATIONS AND DOSAGES;

Please circle ifyou are taking any ofthe following: Coumadin Daily Aspirin Diabetes Medication

Are you allergic to any medications? Yes No_If Yes, please list the medications and any type of reaction:

1200 N El Dorado Pl, STE l-91 0 Tucson AZ 85715. Phone (520) 526 2325 Fax (520) 526-2837

@
Name: Age: _

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Social History: Do you smoke? Yes-No-lf Yes, packs per day-How mimy years-If quit, when 

-

Alcohol Use: Yes No-Drinks per-day or week

Date of Last Chest X-Ray----Date of tast EKG Date of Last Mammogram 

-



PATIENT NAME DATE

GEITIERAL: DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING PROBLEMS? (PLEASE CIRCLE)

Fever Sweat Chills Headaches Dizzi

Weisht sain or loss Fatisu Skin Lymoh node

Other:

HEART. LUNGS, VASCULAR:
Coughing/wheezing
Coughing up blood
Other:

Last Chest X-ray
lnegularheartbeat Chesttightness/pain

ast EKG
Leg swelling

Leg ulcen

STOMACH DIGESTION:
Changes in appetite

Indigestion/heartbum

bloating/swelling

Constipation/diarrhea Change in bowelhabits Nausea./vomiting

Bloody,tlack stools Hemorrhoids Yellow color to skin/eyes Abdominal

Bulges visible on the abdominal wall

Stomach pain that occurs after eating? Ifyes, what food types?
Last rectal exam
Have you ever had a lower bowel exam with a scope? lfyes, when?
Have you ever had an exam with a scope looking at the stomach? Ifyes, when?
Have you ever been to see a Gl specialist? lfyes, who?
Other:

KIDNEY.

Frequent urination

Ha.rd to start/stop flow

Urination at night

Enlarged prostate

Pain with

Impotence

Blood i-n

Prostate cancer - ifyes, what type oftreatment?
Other:

FUNCTIONAL:
Depression
Other:

Anxiety Difficulty sleeping Under Psychiatric care

FEMALE MEDICAL HISTORY:
Number of pregnancies-Number of children Number of vaginal deliveries

C-sections YES/NO Are you currently pregnant? YESA.{O Last menstrual Period
your periods painful? YESNO
Do you have abnormal vaginal bleeding or discharge? YESNO Do you

currently have any palpable breast lumps? YESNO
Do you have painful breasts? YES.NO if YES, is the pain related to your menstrual cycle? YES/NO
Do you have nipple discharge? YES/I.{O if YES, what color is the discharge

Are

Do
you have a family history of breast cancer? YESA{O

2
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INVITAE

*rn.luding:Brcast(female.ndmale),ov..i.n, p:n<.€:tic,prcst.tea.e.
ivi: PcR, NGs, or lHc. screning for MMR dcfici€ncy ir E.omm.nd.n for all colorcctal rnd .ndohd'iel

..nce.t!mo6.nd should be 6.sid.red t6r oth€r l-ynch syndbm. a.cc.
{ rnc uding:colon, erdometi.l/!leri.e. C.stri./rtomach, ov..i.n, u..r../ren.lp.lvis, bilia.rlr.ct, sm.ll

be.l, pancreas, and bEin G.cr, .3 well .5 t.b.c@us .d.noh.r

Cancer family h istory question naire

thdent ooB (M M/Do/YYIY)

Toda/s date (M M/DD/YY:Yn

n Adopted/unknown fami hi

NY NN BREAST CANCER

NY !N OVARIAN CANCER
(Psiton€al/fallopirn tub€)

NY !N UTERINE/ENDOMETRIAL CANCER

PROSTATE CANCER!Y !N

NY !N coLoN/RECTAL CANCER

PANCREATIC CANCERNY trN
oTHER CANCER(S)
(speiry ca..s tp€)!Y !N

trY NN A.€ you ofAshkaEri fe!,ish d*dQ UNith t'ith onc?5ro,5to,, C.nrnl o. Eonan Eutopcl

!Y !N HeFu or rtrrone in,o!rfanil, h.d 8e.'cticrdinS6re hoeditary cancer syndrcme? (Flot deib ond iacludc o cory of @h ifuo"nbb)

HEREDITARY BREAST CANCER SYNOROMES'

n EEan canc diaFos.d .t or before agE v)

E Two pioary ocdr'€,k€s of br€ast (,ftet

E M.l€ b.€dst c.nc.r

n Triph .€g:tive br€ast .:ac.r diagnG€d .t o. be6'. .ge O

U ovanan c.ft€r

! rrnoetc cancer

E Met sra$c or inrr.dud.l/€ribrifonn prost te ence'

E ashrenizilewish encestrr, reg.dless ofpe.son.l history ofcarcc.

HEREDITARY BiTAST CANCEi SYNDROMES

! Rel.tiv. with brssr .:nc€' at or be6'. .t! 50

E Mal. d.dv. with b€:n €..ce'

fl Rd.tive wid! oflian c.ncc'

E Rd.tive wid| pansatic c.nce.

E Rd.tive silh ,hrtasbti. or intr.du€taucribnbrm proslate cancer

fl Thre€ or frore r.latives witfi brc.n .nd/or prosr.t encer

! A prcviousl, id€itlfied p.tho8€ni( vad.nt (rtnur.tion') in the 6mil,

! ashlcn.zi lqrish enc€st'y, r.ge'dl€ss off:mily history ofc.nc€rHEREDITAAY COLON CANCER SYNDROMES

! colorc€ral cancer before ag€ 50

! Endom€niauute'ine canccr berore ase 50

D Tumor with mismrtch rep.ir (MMR) deficiency t

E rwo or more Lrnd' srndrome onceat

E One Lynch syndrone cancer and on. or morc idattves witl a LFch srndDh€ cancer

HEREDITAAY COI,ON CANCER SYNDROMES

n At b.st on. frst-degrce rel.tive *ith .olon or endometrial cancer beforc age 50

! At l..st one first-degre. 
'elrtive 

eith morcthan onc l"rnch syndrome c.n@r

! Two o, nor. relatives with a Lynch syndrome cancer,l at lezst one More age 50

E rhrac or mro rCative. with e Lrnch syndrone <.n@r

! A pruvioust idertified p.thogeni( v.ri.nt {"mutetion") i. the family

please iaclud€: yourseli percntsisiblings, child.en, grandparenis, glandchildren, aunts, uncles, nePhews, nieces,

halfsiblings, 6rit cousini,greatgrandpirents, and greatgBndchildren. Please be es thorough and a.cuate as possible

PARENTS/STBLINCS/
CHITDREN

I'IEREDITARY CANCER FEATURES Pbale.omplere this section with you, healthca.€ proyider

YOUR PERSONAT HISTORY YOUR FAMILY HISTORY

YOU
Ase of

diagnosis

ffiIrI

REIATIVES ON YOUR
FATHER'S SIDE

A$ of
diagnosis

iETATIVES ON YOUR
MOTHER'S SIDE

Age of
diagnosis

:=

IIIIII

Ageof
diagno6is

@

I
II

lfany ofthe boxes above are checked, this history has featur€s that may indicat€ a hereditary cancer syndrome and warrants consldenton ofgenetic testinS.

Date (MM/DD/rffY)Patient's signature

Date (M M/DD/Y'[YY)Health.are provider's signature

CANCER RISK ASSESSMENT REVIEW ro be complet€d afterdiscus:ion with healthcare provide,

For otr.e us€ only: Patient offered hereditrry crncer Eenetic testins) flYEs ENO I fIACCEPTEO EDECUN€D
Follow'up . ppointment sched uled: EYES DNO Date of next appointment 

-

HEADQUARTERS & LABORATORY I l40Ol6thstrcerSanFBncisco.CAg4lo3 I www.invitae.com I INTHEUS lclieots€ ic€s@invit.e.com I p:800-43G3037 | i 11s-276a164

OUTSIDE THE US I slobalsuppod@invitac.com orvasit M.invita..com/contact | @ 2020lnvitae Coporation. All Rights Reserued. EMlsl-s

PERSONAL AND FAMILY HISTORY OF CANCER

CANCER

GGndnrolh.r
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DUCHARME

Ceneral Suryer! PLLC

Thank you for choosing Ducharme General Surgery, PLLC for your surgical needs. The physicians and staff are committed to
providing you with the highest quality of care. This following financial policy is in place to assist you with any questions you may

have regarding your financial obligation to this practice. We ask that you please review and confirm with yow signature below. All
billing is completed as a courtesy to our patients on behalfof their health insurance provider. Patients are fmancial responsible for
all medical services.

INSURANCE

Although we are participants of many insurance companies, it is ultimately your responsibility to confirm that Ducharme Ceneral

Surgery, PLLC or your individual doctor, is in fact a provider for your particular insurance. We will submit a claim for payment for
your services to your insurance as a courtesy, but you are responsible for any copays or deductibles not covered by your insurance.

These are collected at time of service. If you are billed for any balance, payment is required within 30 days of receipt of a bill.
Secondary insurance claims are filed as a courtesy,and b€come the responsibility ofthe patient ifpayment is not received within 60

days of filing a claim. It is your responsibility to be aware ofyour benefits with your insurance. Ifyour insurance information, copay,

or coverage has changed at any time during your treatment, it is your responsibility to notifo the office with the most current and up-

to-date information.

PATIENT RESPONSIBILITY

Copayments and deductibles are due prior to being seen. Ifyou require a bill sent to you for your copay, a $ 10.00 processing fee will
be added to your balance. It is your responsibitity to provide us with any referral required from your insurance. Any service deemed

"non-covered" by your insurance will be your responsibitity. If you do not have insurance, or we are not contracted with your

particular insurance, you will be required to pay for services prior to receiving them. "Self-pay"' accounts are eligible for a discount,

which is due prior to any sewices; Nqpayment arrangements are made when any discounts have been applied. If a circumstance

arises where payment arrangements are approved, the discount will be taken aft€r all payments are received. Ifyou fail to adhere to
your payment agreement, your full balance along with additional fees will be assigned to a collection agency. If your account is

referred to a collection agency, you will be responsible for all costs. If you need to reschedule or cancel your ofnce appointment
please contact our office 24 hours prior to your appointment to avoid a $25.00 fee. All appointments that are rescheduled a third time
will require a prepayment charge of $25.00 which, is not associated with your requted copay.

PAYMENT METHODS

For your convenience, acceptable forms ofpayments are; cash, check, money order, VISA, MasterCard, American Express, or Debit

cards. Please note: ifa personal check is retumed for insumcient funds, there will be a $25.00 fee added to your account-

BILLING INQUIRTES

Ifyou have any questions regarding a bill you received from our omcq please feel free to contact oul Business Office at
(520\ 722-3771 . Our office hours are 8:00am - 5:00prn.

Thank you for allowing Ducharme General Sugery, PLLC to be an important part ofyour medical care. For any furtler questions or

concems our staff is available to assist you.

ACKNOWLEDGEMENT AND AUTHORIZATION

I have read, and understan4 and agree to the above finaacial policy. Regardless ofmy insurance status, I am ultimately responsible
for payment for aoy professional services rendered. I authorize the release of any medical information necessary to process a claim

for benefits under my policy and assign payment to Ducharrne General Surgery, PLLC.

DateSignature

1200 N El Dorado Pl, STE l-910 Tucson AZ 85715. Phone (520) 526-2325. Fax (520\ 526 2837
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DUCHARME

Ceneral Surgery PLLC

"",?Y.?ffi 
H-",o,?f"T#*1ffi"9,'&'ifi 

"?.^,
From time to time in caring for our patients, it may become necessary to contact you by telephone. Often our patients are

not available when we call them and we would like to be able to leave a detailed telephone message (i.e. lab results) when
possible. In order to protect your privacy we need your written permission to leave detailed telephone messages on your
answering machine, voice mail system or with a trusted family member. It should be noted that our current notice of
privacy practices does allow us to call you with courtesy reminder regarding any upcoming appoints(s)/ Please read the
following choices and tell us whether or not we can leave voice mail regarding your medical information, such as lab and
test results and with whom we may leave it.

PLEASE CHOOSE ONE OF TFIE FOLLOWING:

I DO CONENT for DUCHARME GENERAL SURGERY, PLLC and her staffto leave detailed messages:

give DUCHARME GENERAL SLIRGERY, PLLC permission to leave
telephone messages regarding my medical care with the following options: (initial each one that you want us to be able to
use for leaving you telephone messages). This will remain in effect until you rescind it in writing.

I,

Answering machine_
My cell phone

Initial
Initial
Initial
Initial
Initial

Spouse (Name)
Other (Name and phone #)
Other (Name and phone #)

Date

I DO NOT CONSENT to leave detailed messages on my phone or answering machine or with any member of my family.

REVOCATION OF PRIOR CONSENT: I wish to rescind or stop the above authorizations.

Date

1200 N El Dorado Pl. STE l-910Tucson AZ E5715. Phone (520) 526-2325. Fax (520) 526 2E37

Signuture 

-

Signature 

-


