
PRE-PROCEDURE HEALTH HISTORY
LASER PATIENTS

NAME: 
				    LAST					     FIRST					     M.I.

DATE OF BIRTH:  SEX:   PHONE #: 

� Weight ________ lb.
1.	 ARE YOU ALLERGIC TO ANY MEDICATIONS?                YES            NO

	 IF YES, LIST WITH TYPE OF REACTION _______________________________________________________________

	 _________________________________________________________________________________________________

2.	 LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING INCLUDING EYEDROPS, VITAMINS, HERBAL 			 
	 SUPPLEMENTS AND OVER THE COUNTER MEDICATIONS.  (USE BACK OF SHEET IF NECESSARY)

DATE OF	 PHYSICIAN PERFORMING
PROCEDURE	 PROCEDURE
			                Medical Record #

(            )

WSC-136 Rev. 6/09

(a)	 REACTION TO LATEX (RUBBER). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                YES 	 NO

(b)	 HEART PROBLEMS, IF YES, WHAT TYPE. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                         YES 	 NO

	  _____________________________________________________________________________________

(c)	 PACEMAKER. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                 YES 	 NO

(d)	 ASTHMA OR BREATHING PROBLEMS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                            yes	no

(e)	 HIGH BLOOD PRESSURE. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                      YES	 NO

(f)	 DIABETES. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                   YES	 NO

(g)	 TUBERCULOSIS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                              YES	 NO

(h)	 HEPATITIS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                   YES	 NO

(i)	 ANY SERIOUS INFECTIONS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                    YES	 NO

(j)	 OTHER MEDICAL PROBLEMS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                  YES	 NO

3.	 MEDICAL HISTORY:  DO YOU NOW HAVE OR HAVE YOU EVER HAD?

(FOR WSC USE)

__________________   _____________________________________________________________________
	 DATE					         	        PATIENT SIGNATURE

PATIENT HISTORY FORM REVIEWED BY: ________________________________  DATE: ______________

LASER PATIENTS

PLEASE FILL OUT THIS FORM AND BRING IT WITH YOU ON THE DAY OF YOUR LASER PROCEDURE.

YOUR PROCEDURE WILL BE PERFORMED ON THE 1ST FLOOR OF WESTFALL SURGERY CENTER.  
PLEASE ARRIVE AT YOUR SCHEDULED TIME AND PLAN ON BEING AT WESTFALL FOR 
APPROXIMATELY 1½-2 HOURS.

 4.	 DO YOU HAVE AN ADVANCE DIRECTIVE, THAT IS, A HEALTH CARE PROXY OR A LIVING WILL?       YES	 NO

	 IF YES, WHICH?  ____________________________________________________________________________________

	 WESTFALL SURGERY CENTER HAS PACKETS OF INFORMATION ON ADVANCE DIRECTIVES READILY AVAILABLE FOR ALL PATIENTS.

DOSE TAKEN HOW OFTENNAME OF MEDICATION DOSE TAKEN HOW OFTENNAME OF MEDICATION



WESTFALL SURGERY CENTER PATIENTS:

The Center for Medicare and Medicaid Services (CMS) recently issued regulations requiring 
ambulatory surgery centers to inform you of the following: written notice of patient’s rights, ownership, 
and advance directive policies.

Westfall Surgery Center, LLP  is owned by the following physicians:

Alan F. Bloom, M.D.
Steve B. Park, M.D.
Ronald R. Reed, M.D.

Advance Directives:

An Advance Directive is a type of written or oral instruction which explains what health care is to 
be provided should you become unable to make your wishes known. It is the policy of Westfall 
Surgery Center to accept Advance Directives unless the document contains restrictions on 
resuscitation efforts during your care at our center. You certainly have the right to discuss this 
and alternatives with your physician. 

It is your right and responsibility to make educated decisions about your health care. If you need a 
health care proxy form, they can be printed from the New York State Department of Health website at 
www.health.state.ny.us or are available at Westfall Surgery Center. 

Westfall Surgery Center Patient Bill of Rights:		

Please see back side of this document for the Westfall Surgery Center Patient Bill of Rights

RETAIN THIS PAGE FOR YOUR RECORDS

1065 Senator Keating Blvd.
Rochester, NY  14618-2673

(585) 256-1330

WSC-158  6/09



As a patient at Westfall Surgery Center, you have the right, consistent with the law, to:

1.	 Understand and use these rights. If for any reason you do not understand or you need help, Westfall Surgery 
Center will provide assistance, including an interpreter.

2.	 Receive treatment without discrimination as to race, color, religion, sex, national origin, disability, sexual 
orientation, marital status, or source of payment.

3.	 Receive considerate and respectful care in a clean and safe environment free of unnecessary restraints.

4.	 Receive emergency care if you need it.

5.	 Be informed of the name and position of the doctor who will be in charge of your care at Westfall Surgery 
Center.

6.	 Know the names, positions, and functions of any Westfall Surgery Center staff involved in your care; and 
refuse their treatment, examination, or observation.

7.	 Receive complete information about your diagnosis, treatment, and prognosis.

8.	 Receive all the information that you need to give informed consent for any proposed procedure or treatment. 
This information shall include the possible risks and benefits of the procedure or treatment and alternatives 
for care of treatment.

9.	 Refuse treatment and be told what effect this may have on your health, including the right to change your 
provider if other qualified providers are available.

10.	Refuse to take part in research. In deciding whether or not to participate, you have the right to a full explanation.

11.	Privacy and confidentiality of all information and records regarding your care.

12.	Participate in all decisions about your treatment and discharge from Westfall Surgery Center. Westfall Surgery 
Center must provide you with a written discharge plan.

13.	Review your medical record without charge, and obtain a copy of your medical record for which Westfall 
Surgery Center can charge a reasonable fee. You cannot be denied a copy solely because you cannot afford 
to pay.

14.	Receive an itemized bill and explanation of all charges.

15.	Complain without fear of reprisals about the care and services you are receiving, including appropriateness 
of discharge, and to have Westfall Surgery Center respond to you and, if you request, a written response. 
Complaints and concerns can be addressed in any one of the following ways:

a.	Discuss with the physician.

b.	Discuss with the Administrative Director at Westfall Surgery Center (585) 256-1330.

c. 	Write or call the New York State Department of Health, Office of Health Systems Management, 335 East 
Main Street, Rochester, New York 14604, (585) 423-8053.

d.	Write or call the Medicare Peer Review, IPRO, Inc., Beneficiary Outreach Department, 1979 Marcus 
Avenue, 1st Floor, Lake Success, New York 11042, (800) 331-7767.

e.	Visit the website for the Medicare Beneficiary Ombudsman at  
www.cms.hhs.gov/center/ombudsman.asp.

16.	Authorize those family members and other adults who will be given priority to visit consistent with your ability 
to receive visitors.

WESTFALL SURGERY CENTER, LLP
PATIENT’S BILL OF RIGHTS
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