                Aimee Nguyen, M.D.
Cosmetic and Vaginal Surgery

GENERAL OFFICE POLICIES:

Appointments:  Patients are seen by appointment only.  We try our best to run on time.  Therefore, if you are more than 15 minutes late, it is up to the discretion of the doctor whether we will be able to see you at your time slot. You may be asked to reschedule.  

We call one to two days in advance for appointment reminders.  This allows us to see all the patients who have requested appointment times that day.  Thus, we do request that you cancel your appointment 24 hours in advance, or you may be billed $25.   

Office Hours:  Our office hours are 8:30 A.M. to 4:30 P.M.  Monday through Friday, and we are closed from noon to 1pm for lunch.  Dr. Nguyen or a covering physician is available 24 hours a day for urgent situations.   

FINANCIAL POLICIES:

Insurance Cards:  You will be asked to present your insurance card at every visit.  Although this might be inconvenient, it is necessary. Insurance plans and ID numbers are changing in order to keep social security numbers off the ID card.

Benefits:  Insurance benefits can be very confusing.  Each company has many different types of policies.  Our office will try to help you as best we can.  However, ultimately, it is your responsibility to know your benefits, including limitations and exclusions, as you are responsible for payment.   If you have any questions regarding any of this, including covered services, deductibles, maximum benefits, please contact the insurance administrator of your employer or your insurance company.  

New Insurance:  If you have new insurance, please let us know at the time you schedule an appointment in order that we can verify benefits prior to your appointment.  If we are unable to verify, you will be responsible for the total allowable charges.  When your insurance company does pay, we will refund your overpayment.

Co-Pay:  All co-payments and deductibles 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 and deductibles from patients can be considered fraud.  Please be aware that your insurance company may require a second co-pay if you address multiple problems during a physical exam or at the same time you have a procedure scheduled.

HMO/POS:  You are required to be directed/referred by your Primary Care Physician (PCP) that you have selected or been assigned to by your insurance company before your appointment with Dr. Nguyen.  If you have not done this, your insurance will not pay for your visit and you would be responsible for payment in full.  

Insurance payments:  We will sometimes ask your assistance to get the insurance company to pay the submitted charges.  If they request some information from you, it is extremely important that you get them the information they request in a prompt manner.  Always keep a copy of what you send them, along with the person’s name to send it to. Please follow up with that person within 24 hours to verify that they have received the information you sent and will be processing your claims.  Ultimately, it is your responsibility for payment of the services provided.
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Responsible Party:  The patient being a child or minor, the parent or guardian bringing the child to the appointment is responsible for all co-payments, co-insurances, and outstanding balances.  We will provide a receipt of payment in order that retrieval for payment can be refunded to the paying parent.

Self Pay:  Payment is required in full at the time of service. 

TREATMENT: 

Your treatment will be based on medical necessity.  Some procedures and labs may not be covered under your particular plan.  It is not our responsibility to verify that everything is covered before treatment is provided.  

Medication:  We prescribe the medication that we feel is best suited to your condition.  If this medication is not covered, or has a very high co-pay, we would need to be provided with alternatives that are financially acceptable to you.

Refills:  Please plan ahead for your prescription refills.  If your prescription says no refills, please call your pharmacy.  They will process an electronic or fax request to us. We need at least 24 hours notice to process the authorization.

MEDICAL RECORDS AND FORMS:

Our office follows the rules set forth by the Texas Medical Board when preparing and furnishing medical records. A $25.00 charge for the first twenty pages and $.50 per page for every copy thereafter is what they consider to be a reasonable fee.  This fee includes the cost of copying and postage. Payment must be made prior to the release of the records.  We ask that you allow 15 business days to process this from the date of the written request.

Copies of diagnostic tests or immunization records only will be provided at no charge with 48 hours notice.

If you require a form or a letter to be completed by the physician (other than excuse notes), a 48 hours notice is required.  There will be a $25.00 charge for this service.

Thank you for choosing Dr. Aimee Nguyen, M.D.  Please let the receptionist know if you would like a copy of this for your records.

______________________________________________________

Patient Name ( please print )

__________________________________________________                   ________________

Patient/Legal Guardian Signature





 Date

PATIENT TESTIMONIAL CONSENT

By signing below, you are consenting to Dr. Aimee Nguyen’s use and disclosure of the information in your testimonial and acknowledgement that the testimonial and acknowledgement that the testimonial may be used, all or in part, in our advertising, publications, website, ect. both now and in the future. 

______________________________________________________

Patient Name ( please print )

__________________________________________________       ________________

Patient/Legal Guardian Signature




Date
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AUTHORIZATION FOR AND RELEASE OF

MEDICAL PHOTOGRAPHS AND/OR VIDEOTAPES
INSTRUCTIONS
This is a consent document that has been prepared to help inform you concerning permission to take photographs, and/or videotapes and to use these images for a purpose as defined within this consent document.
It is important that you read this information carefully and completely. After reviewing, please sign the consent as proposed by your plastic surgeon.
INTRODUCTION

Medical photographs and videotapes may be taken before, during, or after a surgical procedure or treatment. Consent is required to take such images.

Additionally, patients may consent to release these medical images, and videotapes for a stated purpose.

CONSENT FOR RELEASE OF PHOTOGRAPHS/VIDEOTAPES
I hereby authorize Aimee Nguyen, M.D. and or his/her associates or licensees to use pre-operative, intra-operative, and post-operative photographs, and/or videotapes for professional medical purposes deemed appropriate including but not limited to showing these images on electronic digital networks, for the purposes of medical education, patient education, lay publication, or during medical lectures. All identifying features contained within the images will be omitted or hidden to ensure patient privacy.

I understand that I will not be entitled to monetary payment or any other consideration as a result of any use of these images.

Date:……………………

Patient Signature:…………………………………………………………………………………………..
Witness:………………………………………………………………………………………………………….
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HIPPA Disclosure

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have certain

rights to privacy regarding my protected health information. Protected Health Information (PHI) may originate

in your medical record at North Dallas Urogynecology or may be received from outside health entities and filed in your medical record. I understand that this information can and will be used by North Dallas Urogynecology to (a) Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in the treatment directly and indirectly (b) Obtain payment from third-party payers (c) Conduct normal healthcare operations such as quality assessments and physician certifications

I have been informed by you of 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 obtain a current copy of the Notice of Privacy

Practices from my local office or by contacting the Privacy Officer at 4401 N. Coit Rd, Ste 305 Frisco, TX

75035. 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. I

understand that I may revoke this consent in writing at any time, except to the extent that you have taken

action relying on this consent.

Signature ____________________________________________________Date________________________

Release of Information Authorization

Please mark below for release of information concerning your healthcare and/or financial arrangements:

Release information ONLY to me:                                         ___ Yes ____ No

Release of Information to Spouse:                                        ___ Yes ____ No

  Spouse’s Name: _______________________________

Release of Information to Other Individual:                       ___ Yes ____ No

  Name & Relationship: ___________________________

  Phone #: _____________________________________

Preferences

I prefer to be contacted in the following manner:

            Phone#: (      ) _____________________

                              Leave message with detailed information.

                              Leave message with contact number only.

                              Do not leave message.  
I am fully aware my health information will be transmitted by electronic transmission, fax transmittal, internet or e-mail.

Signature _____________________________________________________   _______________       



Patient/Guardian





            Date
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Aimee Nguyen, M.D. Cosmetic Vaginal Surgery
PATIENT INFORMATION SHEET

Name:

First____________________________Middle________________Last____________________________
Address______________________________________________________________________________
City_______________________________    State____________   Zip Code___________-_____________
Home Phone#(____)_______-________ Work#(____)_______-________ Cell#(____)_____-__________
Emergency# (___)____-_____ Emergency Contact Name ________ __________ Relationship _________

Social Security Number ____ -_____-_____ Date of Birth____/_____/_____ Age: ____      Male     Female

E-mail Address___________________     @_______________-___________ Marital Status    S   M  D  W

Who is your primary care physician?______________________________Phone: (____)______-_______

(If you go to a group please specify the name of the physician you see most often.)

Pharmacy Name, Address & Phone Number:_________________________________________________
Employment Status:            Employed

Student

Retired

Employer Name & Address:___________________________________City & State__________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________________________________
INSURANCE INFORMATION

Name of Primary Insurance Company ________________Policy #_____________Group #____________
Name of Secondary Insurance Company ______________Policy #_____________Group #____________

POLICY HOLDER INFORMATION (If Other Than Patient)

Name: _________________________ Relationship to Patient _____________ Date of Birth ___/___/___

Social Security Number: ____-____-____ Address: (if different from patient) _______________________

Employer Name, Address, & Phone ___________________________________(____) ____-___________

Authorization to Release Information:

I authorize Aimee Nguyen, M.D.  to release any information necessary, acquired in the course of my treatment, to process insurance claims.  
 Initial Here _______
Authorization to Pay Benefits Directly:

I authorize the payment of all benefits to Aimee Nguyen, M.D. directly for medical service rendered. 





Initial Here _______
Signature ____________________________________
                             Date ____/____/____
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Aimee Nguyen, M.D.  
Cosmetic Vaginal Surgery

Name:   _____________________________________________Age:________________Date:   ____________________
HOW DID YOU HEAR ABOUT OUR PRACTICE?

___A Physician


Name:__________________________________  Phone: ____________

____Family Member/Friend
Name:_____________________________________________________

____Newspaper/Television
Which publication/program ____________________________________

____Internet


Website: ___________________________________________________

____Other


Please explain_______________________________________________ 

Are you currently under the care of or have you ever been treated by a Medical Physician for any significant illness other than colds, flu or virus?  If so, please explain:

__________________________________________________________________________________________________

Current Height ________________ Current Weight __________________

Do you have any of the following conditions:
If YES, please explain:

Cardiac History

No

Yes
___________________________________________________________

Diabetes

No

Yes
___________________________________________________________

Asthma


No

Yes
___________________________________________________________

Hepatitis

No

Yes
___________________________________________________________

Sleep Apnea

No

Yes
___________________________________________________________

Bleeding Problems
No

Yes
___________________________________________________________

Hypertension

No

Yes
___________________________________________________________

HIV/AIDS                           No                        Yes        ___________________________________________________________

Other (please explain): _______________________________________________________________________________
Are there any significant illnesses or cancer that runs in your family? Please provide details: __________________________________________________________________________________________________
__________________________________________________________________________________________________

Have you had any surgical procedures in the past?

Date (mm/yy)


Type of Surgery


Date (mm/yy)

            Type of Surgery
_______________________   __________________________   _________________________   ____________________

_______________________   __________________________   _________________________   ____________________

_______________________   __________________________   _________________________   ____________________

Number of pregnancies _______
Number of Children ________

SOCIAL HISTORY

Alcohol Use:
Never ________ 
Occasional _________ Drinks per week ____________

Are you a: 
current smoker 


former smoker 


non- smoker 

If yes… how many packs per day _________
how many years ________
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CURRENT MEDICATIONS

(Include herbs, vitamins & any other over-the-counter medications.)
Aspirin


Yes
No

Oral Contraceptives
Yes
No

Blood Thinners

Yes
No

Name of Medication


Dosage


Frequency


____________________________    ____________________    _______________________    
____________________________    ____________________    _______________________   
____________________________    ____________________    _______________________   
Do you have any allergies to Medications?

Penicillin

Yes

No

if YES, please specify:  __________________________________

Local Anesthesia
Yes

No

if YES, please specify:  __________________________________

General Anesthesia
Yes

No

if YES, please specify:  __________________________________

Any others

Yes

No

if YES, please specify:  __________________________________

Do you have any allergies to creams, tape, latex etc.?      Yes        No

Do you have any bleeding tendencies?


Yes
No

Symptoms Review: Please circle any symptoms you’ve had in the past few months:

General Symptoms

Hematologic/Allergy

Gastrointestinal
Cardiovascular
Fever/Chills 


Clotting Problems

Abdominal pain
Chest pain

Change in appetite

Swollen Glands

Diarrhea

Chest palpitations
Headache


Hay fever 


Blood in stools              Shortness of breath
Wt loss/gain>10 lbs

Prolonged bleeding 

Bloating

 Swelling of legs

Nausea /vomiting

Easy bruising                   
 
Constipation
 
 Palpitations



Neurological


Endocrine 


 Musculoskeletal
ENT

Memory loss

Excessive thirst 

 Joint pain

Cold



Dizzy spells

Intolerance to hot/cold
 Back pain                      Sore throat
Numbness


Excessive fatigue

 Weakness

Hearing loss
Insomnia









History of Glaucoma
Tremors











Loss of balance
Skin

Respiratory 


Gynecologic

Psychiatric

Skin Rash 


Wheezing 


Breast pain or lump
Depressive symptoms

Boils 



Frequent cough

Hot flashes

Thoughts of suicide 

Change in - 


Cough up blood 

Vaginal Bleeding 
Anxiety


Appearance of mole

Trouble breathing

Vaginal discharge 
High Stress level
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