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Patient Name: Patient DOB: 
Patient Phone Number: 

Salina Regional Health Center Contact List /Authorization to Verbally Release 
Protected Health Information Contact List: 

I authorize Salina Regional Health Center hea.lth care providers to provide verbal information 
concerning my health care to those that I have listed below while I am a patient Verbal 
requests for Information from other friends, family, caretakers, concerning my health care 
will not be disclosed without an additional authorization from me. (Exception: Health Information 
may be disclosed without authorization in an emergency situation or if SRHC determines 
that the disclosure is in my best interest and the information disclosed is limited to those 
persons involved in my care). 

Name of Family Member/Caretaker Relationship Phone Number Allow Messages 

_ ____________________________ YIN 

_____________________________ YIN 

____________________ _________ YIN 

I may revoke this authorization at any time by notifying my nurse. I have read the above and 
authorize verbal disclosure of my medical condition. I understand that treatment is not 
conditioned upon the execution of this authorization. I understand that if the person or entity 
that receives the information is not a health care provider or health plan covered by federal 
privacy regulations, the information described above may be-disclosed and no longer 
protected by those regulations. 
x.____________ _
Date 

x,,,_ __ .....,,=-...,...------- ---

signature of Patient or Authorized Agent/Representative 

Printed name of authorized agent/representative Relationship to patient 

Address of Authorized agent/representative Telephone# of authorized agent/representative 

(Note: Any requests for restriction/communication accommodation should be forwarded to the Privacy Office 
for approval on the "Request for Disclosure Restriction/Communication Accommodation Form") 
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PAIN HISTORY 
Name, _______________ Date: ____ ��-

Pr.ease nrnrk the {rn;rrL'> nn uour body where !.JOLIJ"t1e1 a�.e 
J0Um.1Ang sen..o.;ations·, u.!ilI!g the .sumb<ilf.."o helow: 

I 

ti NU:MBNESS 

X BUFI.IVING 
/ STA:JUllNG 

e PINS .11\1':EOl,!,S 

PAIN INTENSITY (Circle One} 

[ 
4 • • l s • ,o



ALI 8. MAtlGUOGLU, M.D., F.A.C.S. 
F.R.C.S. E.D (SU) 

SCOTT M. BOSWELL, M.D. 
KATE MCKEE, PA,C 

501 South Santa Fe Suite 300 Salina, KS 67 401 Phone: (785) 823-1032 Fax: (785) 823-5349 

Patient Name: Patient DOB: 

Patient Phone Number: 

REGISTRATION FORM 
PATIENT INFORMATION 
Date: _________ _ 

Patient Name: -------.,-,,-----,.--,----·Maiden/OlherName. ________ _ 
First Ml Last 

Birth Date: ____________ SSN: ____________ Sex: _____ _

Race: (circle) Asian Black Hawaiian Hispanic Native American White Olher NIA 

Maiing Address: _______________________________ _ 

City: ______________ _ State: ______ Zip: ____ _ 

HomePhOne: _______________ _ Cell Phone: __________ _ 

Email Address: _______________ _ 

(c�cie): Sw191e Married Widowed Divorced Other: ______ _ 

Reigion: _________ Affiiation: _________ _ 

Referring Pf,ysician: ___________ _ Primary Physician: __________ _ 

Have you ever been seeo by one of our Neurosurgeons before? Yes No If so, when? ______ _ 

(clt'cle) Manguoglu Whitlow Boswel 

Have you ever had Back/Neck surgery? Yes No lfso, when? ______ _ 

Or.'&l'lami, _____________ Faa,v ________________ _ 

EMPLOYMENT 
(circle): Full-time Part-time Retired Self-Employed 

If Disabled, are you disabled due to your current pain? Yes 

Unemployed 

No 

Disabled Mi'tor 

Employer: ___________ _ ___ _ _ ____ _ _ _ _ ___ _ ___ _ 

Address: ________________________________ _ 

City: ___________ State: __ Zip: __ _ 

Phone: _________ (Ext: __ __, 
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All B, MArlGUOGlU, M,D,, FACS, 
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SCOTT M, BOSWELL, MD, 
KATE MCKEE, PA-C 
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501 South Santa Fe Suite 300 Salina, KS 67401 Phone: (785) 823-1032 Fax: (785) 823-5349 

Medicare Secondary Payer Questionnaire 
(To be completed for All Medicare Patients ONLY) 

Patient Name: 
-------------------

Payer Questions 
1, Are you receiving Black Lung Benefits? 

Yes No 

Date of Birth: 

2, Are the services to be paid by a government program such as a Research Grant? 
Yes No 

------

3, Has the Department of Veteran Affairs (DVA) authorized and agreed to pay for care at this facility? 
Yes No 

4, Is this medical condition due to an accident of any kind? 
Yes No 

If Yes was the injury: 
Work related 
Auto related __ _ 
Injury in your home __ _ 
Other ___ Please explain: _____________ _

5_ Is the patient covered by an employer's health insurance plan through their own employment or that of a family member? 
Yes No 

6. Are you entitled to Medicare based on:
Age: Yes 
Disability: 
ESRD: Yes 

(end stage renal disease) 

Date: 
---------------

Patient's Initials: 
----------

Initials of Interviewer: _______ _ 

No 
Yes 
No 

No 



AU B. MANGUOGLU, M.D., f.A.C.S. 

f.R.C.S. ED (SN) 
SCOTT M. BOSWEU, M.O. 

KA TE MCKEE, PA-C 

---·---.. _. ... ..__H ______________________________ _ 

501 South Santa Fe Suite 300 Salina, KS 67401 Phone: (785) 823-1032 Fax: (785)823-5349 

Patient Name: Patient DOB: 
Patient Phone Number: 

MEDICATION LIST 

Medication Name Dose How often are What is the Reviewed Date 
vou takina? medicine for? 

Allergies: 



All S. MArlGUOGLU, M.O., F.A.C.S. 

F.R.C.S. ED (Sil}  
SCOTT M. BOSWELL. 1.1.0. 
KATE MCKEE, PA-C 

501 South Santa Fe Suite 300 Salina, KS 67401 Phone: (785) 823-1032 Fax: (785) 823-5349 

Patient Name: Patient DOB: 

Patient Phone Number: 

TREATMENT ALITHORIZATION ANO PRIVACY ACKNOWLEDGEMENT 
$.'\Jina Regional Heallll C"'ter Physician Cirics, lndUdlng Its acute carerellabolitation urit eme<gem:y depam,enls, outpaliefll surg"'Y and outpatient deparonents are 
herein r&ferrecl to as "medk:af group•. 
1. CONSENT FCR TREATMENT: I -t lO x-ray oxamlnadons, latota!o,y p,ocooures, anesthesia, mcdlcill or surgical treatmoot, h0S1)1tai services, and/or othe, services
rendered vnd¢1' Ole gooetal and spedal Instructions of my attendtng or oonsolting physicians, I undefstand that my lreatment is under lhe conlfol of my attending ph)'$icians, 
their asslstan\S or dcsignees. Fllther. I understand that amotYJ thOGe who st1end patients at this medk.al g(O'-'1 af'e medical. nln:i

ng, and -Othet t�alth cam petsonr:el In 
training and volunteer student obSeNet$ whO, unless tequASIOO Olhernise, may be pr8S«ll duril"(l patient care as a part of their OOucation. If admitted, I t.inderstand that if I
des!te pti\l;l(_e duty nursing care, it ts agreed that such must be arrMged by myself or my t'Jlrii y and lhe medical grouP shall be released from any and all liability arising 
from such are. I undersimd (hat.if furttl<:lf' dktgnostic �udtes Qr treatment procedur'e:S that are considered major in  11ature, Sudl as an operalio1l, are tequired. I W\11 be asked 
to �ve $pecilic oonsent f« these prior to 1Mm being carried out I understand that lhe practice -0f medicine and surgery is not an exact science, and ackna,+Aedge that no 
guamnle8S have bee1l made tome .as to the results of care, treatment, and lhe PfO\li&ion of mecJical s«vices.
2. CONSENT FOR BLOODIBOOY FLUID TESTING: tn the event that a health carowooo,r 0r,,me,ge,1cy response pe<son(s) Is suspeded to haw had eJ<pOSure tomy blood 
an<i/or body fluids or ir it is likely lhat a health cace wotker °' emergency response person(s) ls exposed to rny blood and/01' body fluids, due tomJ illness 01' an uncooimon rare 
disease, I oonse1� to have Ul& medical gro� determne by serdogical testing whether« nol my blood contained QOnlag.OU$ virus.es. I unde,$ta1ld that lhe informatioo oblained 
from such tests will only be disclosed as necessary to aclequ.al.ety proteel my (Hl(I h8alth at\d !tie heattt1 o( my fa,nily, as well as the heallh of those hUlh care person net Cf 
emetgeney response person(s) \\4lo may have been or become involved in my treatment. 
3. CONSENT TO DISPOSAi. OF TISSUEll'lUOSISPECIMENS: I agree lllat the n�ical 9r0<1p may utiil,e, de$lr0'(, or diSp¢$0 or 8tl'/ tiS$00$, fluids,« $lledmens taken 
from me during trootment. 
4. AGREEMENT TO PAY FOR SERVICES: I agree. ,,t1<?lhe< I sign this as an agoot or as o paljent. Illa\ in  coosideralion cf se<Vices to be relldered t ome, t he<eby individua!ly
Obllgale myself to p.ay Iha charges of the modi cal gro� in aooordanoe v.;tti ils regular raiee and tenns.
5. ASSIGNMENT OF INSURANCE BeNEFfTS: I hereby ass;gn my insoran<.<! benefits ahelwlse payable to me to be paid dkedfy lO Ille medical 9r0<1p. I understa,>d lhat I 
am lnaooally responslble lor charges not cov«ed by this aasig,lment and further agree to guarantee NI payments of all charges nol OM<ed by third-party payers, tt ldo  not 
pay 
the (¥1"1()lJ1t dve as I �reed, I agree 81$0 to pay the teasonable.oost of oollectton, lncludiflg but net limited to attorney fees and collection ageocy foes. 
6. MEOICAAE/MEOICAD1NSURANCE BENEFITS: I aulhorize the medical group to release to Med:cate and/0< Medicaid, to Ille Soc:iol Security Administrafion and/er its 
lntermedlarics or carriers, and to any peer reviev1 o,gaflmltioos, any infotma!ion neeefed br this or<" re(a\P.d Madlcare and/or MP.dica!'d daim. I raquest payment of authorized 
benefits to be mooe 0<1 my behalf to the medical group lo<""'"""" furrished me, and to Ille physicians involved for tt,e;r seNioes, Including thoso pllysic!ans,'speclalists doing 
their cwm billing, white I was a patient in lhe Hospitat 
7. AUTHORIZATION FOR DISCLOSURES TO REGULATORY OR OVERSIGHT BOOiES PJ'IO 
WMVER OF ACCOUNTING: I understand Iha\ as pan ol its healtll ca,e cpera!ions. Ille medical groop Is required by law to dlsdose certain or my protected hea11'1 lnrormalion 
to publle health agencies, regulatory aod oversight bodies. I h«eby authorize the hospital to make such disdosures ,'Ji thou I any aec.ounti119 or sudl disclosures sitce they are 
required by law. 
8. CONTR/IBIIND Wl:APONSIORUGS: t agree lllat should the medical group find contraband we,pons Md/or nonprescrlpt10<1 drugs r.ol sdd OV<lt'•the-counter ,�th my
possassion, 11,es.e Items w(II be con6sca\ed and the police VJill be contacted. 
9. TOBACCO PROOUCTS; Salina Region3f Health Center is a toba,cc.o fl'OO campus. Tobaor.o use is pcohibited on all hospltal owned pc--operties ioefuding �k!OO( aceas, 
stasways. parking lots and garages, medical office bi.ildlng JXope<ties "'1CI "'1tryways. Please send your smol<ing ma:crials home. � )'O<I do smd<e. please con side< asl<ing
you, nutSe regatdiog lnfonnalio11 on smokulg cessatfon progrMlS, 
10, PROVIDER NON-DISCRIMINATION /\CT: f und0f$land tllat this Is an equal oppom,nlty insli!udon.
There is nodlsctirrinatlon b-X:ausa of raoe, COIOr, religioo. na1...-a1 origin, age, sex. handicap. or inability to pay. 
11. PATIENT RIGHTS INFORMATION; I hove reviewedloeoeived "Patient Right·"" Respon$iblrrlies" and 1JJ1d • ......,d my fights a< deSaibed ln 111"4 docume, .. 
12. NOTCE.: YolX he3'th information telated towo<'.<-refated a1oossesor injuries or to medk:al surveillance oC'lhewOf'k plaocmay be disclosed l o yoot employer. 

PATIENT/PERSONAi. REPRESENT ATM; MUST COMl'tETE BY SIGNNG OR INITIALING 

X 
P"A"JE=NT�IP"ER

=
SONAl.==-"'R"'E"PR"'e"se=NT""A"r"'rve=IN

""n""·,.,
l/\l.,- -- - -----

13. ACKNO\l\11.EOG�£NT Cf' RECEIPT OF NOTICE OF PRIVACY PRACTICES. thereby ocloiowtedge thal I have feeeil-ed • COl>Y oflhe me(l;cal group's Noliee or 
Privacy Practices.

X 
P"A"'r1"'en

=
ri

"'PE""R"'SONAL==-"'R"'E"'PRE=se=w""TA"T"'
M;=1 "N1

"'T,.,
IM.
,--- ------

l certily that t have read and fully undersland this document allCI d1at I have recefved a COf1'/ or it. I. as the patient/personal repres,,,ta!Ne. agree to sign thts document
lndlcacJng ll1at I agree with all ol r.s tem,s and stacements. 

X·----�------------
PatlooVPe<sonal Representa&.-e Signat� Relationship ,o Pa!Mnt Date 

Signature. W.tness 



Beloit Clinic 

Mitchell County Hospital Health System  

400 West 8th St 

Beloit, KS  

(785) 738-2266 

 

 

 

 



Hutchinson Regional Medical Center  

1701 E 23rd Ave,  

Hutchinson, KS 

(620) 665-2000

 

 

 

 



Stonecreek Family Physicians  

4101 Anderson Ave 

Manhattan, KS   

(785) 587-4101

 

 

 

 

 

 

 

 

 



Memorial Hospital 

1000 Hospital Drive 

McPherson, KS 67460 

Phone: 620-241-2250

 

 

 



Russell Regional Hospital 

200 S Main St 

Russell, KS 

(785) 483-3131

 

 

 

 



Salina Regional Neurosurgery 

501 S Santa Fe Suite 300 

Salina, KS 67401 

(785) 823-1032

 

 

 

 

 

 

 

 

 



Trego County-Lemke Memorial Hospital 

North 13th Street 

WaKeeney, KS 

(785) 743-2182

 

 



 




