
SurgOne, P.C.   601 E. Hampden Ave, #470, Englewood, CO 80113 
 

Eric O. Kortz, M.D.            Richard L. Tillquist, M.D.             Thomas G. Heffron, M.D. 
 
PATIENT INFORMATION                                Patient E-mail Address: _________________________________________________ 
 
Requesting/Referring Physician__________________________________ Primary Care Physician ___________________________________  

Name (legal): Mr.      Mrs.      Ms.       First Name_________________________________ MI_____ Last____________________________________ 

Address: ____________________________________________________ City:______________________________ St: ______ Zip:____________ 

Phone:  Home ______________________   Work ___________________________    Cell/Pager ___________________________ 

SS#: ___________________________ Date of Birth: ___________________  Age: ________   Sex: M      F     Marital Status: S     M     W     D 

Patients Occupation: __________________________________________ Patients Employer: __________________________________________ 

Employer’s Address: ________________________________________________________ Work Phone #: _________________________________ 

Spouse/Parent Name: _______________________________________________ SS# ______________________ Date of Birth_________________ 

Address (if different from patient):______________________________________ City:________________________ St: ______ Zip:____________ 

Spouse/Parent Employer: ___________________________________________Spouse/Parent Work Phone #: _______________________________ 

Person Responsible for Payment of Services (if different from patient):______________________________________________________________ 

Emergency Contact: Relative/Friend, not living with you (in case we are unable to contact you, or need to contact someone regarding your care in an emergency). 

Contact: ______________________________________ Phone #:_________________________ Relationship to Patient:_______________________ 

Address: __________________________________________________ City:_____________________________ State: ______ Zip: ______________ 

Long Term Contact: Relative/Friend, not living with you (Should we need to contact you in future years if you have moved from the address given in patient info above). 

Contact: _____________________________________ Phone #:_________________________ Relationship to Patient: _______________________ 

Address: _________________________________________________ City: _____________________________ State: ______ Zip: ______________ 

INSURANCE INFORMATION              Legible Copy of Ins. Card                   Copy of Drivers License 

PRIMARY Insurance Company: ____________________________________________ Subscribers Name: ___________________________________ 

Address or P.O. Box (for claims):___________________________________________ City: _________________________ State: _____ Zip:__________ 

Phone #:_____________________________ Group #:______________________ Subscriber ID #:______________________________________ 

Relationship:  Self_____   Spouse_____ Child_____ Other_____ Employer Carrying Insurance:_______________________________________________ 

 IF ACCIDENT:    Work Comp    Auto: Date of Injury_________________________________ Claim No. _________________________________ 

SECONDARY Insurance Company: ____________________________________________ Subscribers Name:_________________________________ 

Address or P.O. Box (for claims):___________________________________________ City: _________________________ State: _____ Zip:__________ 

Phone #: _____________________________ Group #:______________________ Subscriber ID #:______________________________________ 

Relationship:  Self_____   Spouse_____ Child_____ Other_____ Employer Carrying Insurance: _______________________________________________ 

 IF ACCIDENT:    Work Comp    Auto: Date of Injury_________________________________ Claim No. _________________________________ 

* I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL CHARGES THIS OFFICE, AS A SERVICE TO ME, WILL BILL MY INSURANCE. I FURNISH THIS OFFICE WITH ALL INFORMATION NECESSARY TO BILL 

MY INSURANCE. ANY BALANCE AFTER INSURANCE HAS PAID OR DENIED IS DUE BY ME. ALL COPAYMENTS ARE DUE AT THE TIME OF SERVICE. I AGREE THAT IF IT BECOMES NECESSARY TO FORWARD MY 

ACCOUNT TO A COLLECTION AGENCY, I WILL ALSO BE RESPONSIBLE FOR THE REASONABLE COST OF COLLECTION, TO INCLUDE ANY ATTORNEY FEES. 
* I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE PHYSICIAN/SUPPLIER FOR THESE SERVICES AND ALL FUTURE CLAIMS. I ALSO AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION 

NECESSARY TO PROCESS THIS CLAIM AND ALL FUTURE CLAIMS. 
 

SIGNATURE_________________________________________________ (Signed)  Date: ___________________________ 

   



SurgOne, P.C.   
Dr. Eric O. Kortz              Dr. Richard Tillquist  Dr. Thomas Heffron 

Today’s Date:_______________ 
 
Patient Name:_______________________________________ Age:________ Weight:_________ Height:_________ 

Requesting/Referring Physician:____________________________________ Primary Doctor___________________ 

Reason for visit (Chief Complaint)__________________________________________________________________ 

History of the Present Illness:______________________________________________________________________ 

______________________________________________________________________________________________ 

List of all Significant Medical Problems                 Please List all Medications and their doses 

1._____________________________________  1._______________________________________ 

2._____________________________________  2._______________________________________ 

3._____________________________________  3._______________________________________ 

4._____________________________________  4._______________________________________ 

5._____________________________________  5._______________________________________ 

6._____________________________________  6._______________________________________ 

7._____________________________________  7._______________________________________ 

 
List All past surgeries you’ve had and approx. date 
 
1._________________________________________________________________________________________ 

2._________________________________________________________________________________________ 

3._________________________________________________________________________________________ 

4._________________________________________________________________________________________ 

 
Reproductive History (please indicate number of pregnancies and births) 

Pregnancies________________ Births_________________       Lost Pregnancies_________________ 

 
Allergies (please list) are you allergic to any medicine, latex, tape, etc. 
__________________________________________________________________________________________ 
 
Social History: 

Do you smoke?________ (if so, how much per day)________ If you have smoked, when did you quit? ________ 

Do you drink alcohol?________ (if so, how many drinks per day?) ________ 

Do you use any non-prescribed drugs? ________ (if so, what?) ________________________________________ 

Are you on any type of special diet? (If so, please describe) ___________________________________________ 

What is/was your occupation?___________________________________________________________________ 

Family History- Please indicate if any family member (including Grandparents, Parents, Siblings) had/does have the 

following: 

Gallbladder problems ____________________  Reaction to Anesthesia ____________________ 

Bleeding or Clotting   ____________________  Breast Cancer         ____________________ 

Heart attacks               ____________________  Ovarian Cancer             ____________________ 

Diabetes                     ____________________  Colon Cancer         ____________________ 

               Any other Cancer          ____________________ 

 
Anything else your Physician should know about your family’s health?_____________________________________ 

 
 
 



SurgOne,P.C.-Medical history/Review of symptoms 
Have you been diagnosed with and/or are currently having any of the following symptoms (in the last six months) 

****Place a check mark ONLY by those that apply**** 
 
Neurological/Head, Ears, Nose, Throat 

Numbness/Tingling   _________________      
Do you have any of the following NO  YES if yes please indicate below 

Loss of Strength   _________________             
Stroke(CVA/TIA)   _________________          
Headaches-type    _________________             
MS    _________________       
Ear problems   _________________       
Eye problems   _________________      
Nose/Sinus problems     _________________   
Throat problems             _________________  
 
 
Musculoskeletal/Skin 

Back/Neck/Joint problems      _________________  
Do you have any of the following NO  YES if yes please indicate below 

Loss of Sensation        _________________    
Rash/Skin Breakdown   _________________  
Arthritis        _________________         
Fractures     _________________            
Osteoporosis    _________________        
Joint Replacement     _________________      
 
 
Endocrine 

Tired/Sluggish     _________________            
Do you have any of the following NO  YES if yes please indicate below 

Shortness of Breath    _________________    
Bloody Cough       _________________          
Bronchitis       _________________     
Pneumonia    _________________      
Pulmonary Embolism   _________________  
Tuberculosis      _________________              
 
 
Cardiac 

Heart Murmur                     _________________         
Do you have any of the following NO  YES if yes please indicate below 

Chest Pain (angina)     _________________    
Palpations/Heart Racing  _________________ 
Congestive Heart Failure  _________________  
Heart attack   _________________     
High blood pressure  _________________  
Pacemaker   _________________  
Artificial heart valve  _________________  
Rheumatic fever   _________________  
 
 
Communicable Diseases 

Malaria    _________________  
Do you have any of the following NO  YES if yes please indicate below 

Aids/HIV   _________________  
Hepatitis   _________________  
Sexual Trans Disease  _________________  
Tuberculosis   _________________  
 
 

Digestive  

Abdominal Pain   _________________   
Do you have any of the following NO  YES if yes please indicate below 

Nausea/Vomiting                _________________  
Constipation/Diarrhea  _________________  
Colitis    _________________  
Diverticulitis   _________________  
Hiatel Hernia   _________________  
Reflux Esophagitis  _________________  
Irritable Bowel   _________________  
Ulcers    _________________  
Pancreatitis   _________________  
Rectal Bleeding or Pain  _________________  
Change in bowel habits  _________________  
Cirrhosis   _________________  
Jaundice                 _________________  
Hemorrhoids   _________________  
Gallstones   _________________  
 
Genitourinary/GYN 

Kidney Problems   _________________  
Do you have any of the following NO  YES if yes please indicate below 

Bladder Infections  _________________   
Kidney Failure   _________________  
Prostate Infections  _________________  
Uterine Problems                _________________  
Ovarian Problems  _________________  
 
Breast 

Nipple Discharge                _________________  
Do you have any of the following NO  YES if yes please indicate below 

Lumps           _________________  
Pain    _________________  
Prior Surgery   _________________  
 
Blood/Immune System 

Swollen Lymph Glands  _________________  
Do you have any of the following NO  YES if yes please indicate below 

Anemia    _________________  
DVT/Phlebitis/Clots  _________________  
Lupus    _________________  
 
Cancer 

Type    _________________  
Do you have any of the following NO  YES if yes please indicate below 

Treatment   _________________  
Location                 _________________  
 
Psychologic (Emotional) 

Nervousness    _________________  
Do you have any of the following NO  YES if yes please indicate below 

Anxiety    _________________  
Depression   _________________  
Other    _________________  
 
Constitutional 

Fever    _________________  
Do you have any of the following NO  YES if yes please indicate below 

Chills    _________________  
Weight Loss   _________________  
Night Sweats   _________________  

 



 
SURGONE, P.C.  FINANCIAL POLICY 

 
Thank you for choosing SurgOne, P.C. for your healthcare.  In order to achieve our 
goal of providing and maintaining a good physician-patient relationship, we believe it is 
important to have solid financial policies in place.  We also believe that these policies 
will allow us to provide our patients with high quality, cost-effective care.  We ask that 
you carefully read and sign the following SurgOne, P.C. Financial Policy prior to your 
treatment.   
 

 Upon arrival, please sign in at the front desk and present your current health 
insurance card as well as your driver's license or another acceptable form of ID.  
You may be asked to present both of these items at each visit for proper 
identification.  
 

 If you do not have health insurance coverage, choose to bill your own insurance, 
or if our physicians do not participate in your insurance plan, payment IN FULL 
is due at the time of service.  Acceptable forms of payment are cash, check, VISA 
and MasterCard. 
 

 You are responsible to make available to SurgOne, P.C. complete insurance 
information for accurate filing of claims.  Complete insurance information 
includes current benefit cards (primary and secondary), proper identification, and  
referrals from other providers if applicable. 
 

 You are responsible for checking with your insurance plan regarding any co-
payment, deductible or co-insurance that you may owe at the time of service.   
 

 Co-payments are due at the time of your visit and are collected prior to service. 
 

 If the insurance information that you provide at the time of your visit is incorrect, 
you will be responsible for payment of your visit and to submit the charges to the 
correct plan. 
 

 For indemnity-type health insurance plans, insurance payments received by 
SurgOne, P.C. will be applied to your account and you agree to pay the balance.  
 

 If you have a HMO or PPO health insurance plan and our SurgOne, P.C. 
physicians participate in your plan, we will accept payment from the carrier for 
services covered by your benefit plan. 
 

 If you have a surgical procedure that requires the use of a surgical assistant, 
SurgOne, P.C. does not bill for those services.  You will receive a separate 
statement from the surgical assistant.  These services may or may not be covered 
by your health insurance plan. 
 

 SurgOne, P.C. is committed to providing the best treatment for our patients, 
however, you are responsible for any unpaid balance regardless of your insurance 
company's arbitrary determination of usual and customary rates. 
 

 For scheduled appointments, prior balances must be paid prior to the visit. 
 

 We require 24-hour notice for canceling any appointments. 
 



 A $20 fee will be charged for any checks returned for insufficient funds, plus any 
bank fees incurred. 
 

 A $35 fee is required for the completion of patient forms regarding disability 
insurance, life insurance and FMLA. 

 

 Not all services provided by our office are covered by every plan.  Any service 
determined NOT to be covered by your plan will be your responsibility. 

 

 It is your responsibility to know your healthcare benefits and coverage 
limitations. 

 
We will be happy to address any questions you may have after reading our Financial 
Policy. 
 
I have read and understand SurgOne, P.C.'s Financial Policy and agree to comply and 
accept the responsibility for any payment that becomes due as outlined in the above 
policy.  I agree to pay for all services rendered not covered by my insurance and to notify 
this office should there be any change to my health insurance coverage. 
 
 
_______________________________    
Patient's Printed Name     
 
 
_______________________________  _____________________________ 
Patient Signature     Date 
 
 
_______________________________  _____________________________ 
Legal Guardian Printed Name   Relationship to Patient 
 
 
_______________________________  _____________________________ 
Legal Guardian Signature    Date 











Eric Kortz, MD Richard Tillquist, MD  Thomas Heffron, MD 
 
 

SurgOne, PC 
 
 
 

Notice of Privacy Practices 

 
Acknowledgement 

 
 
 
 
 
 
I acknowledge that I am in receipt/or am aware of the Notice of Privacy 
Practices for SurgOne, PC. 
 
 
 
 
 
 
______________________________ 
                     Print Name 
 
 
 
 
______________________________   ____________________ 
                    Signature            Date 



SurgOne, PC 
 
Eric Kortz, M.D.     Thomas Heffron,M.D.                Richard Tillquist, M.D. 
 
 

 
 

RELEASE OF INFORMATION FORM 
 
 
1. Your surgeon may request an assistant to help with your surgery.  Some insurance companies 

may not pay for the assist. It is the patients responsibility to check with his/her insurance 
company to verify this benefit.  If your insurance company does not pay for the assistant, you 
will be responsible for this expense. 

 
 
 
2. I give permission for this office to leave messages on my answering machine, 

with my spouse, or other specified contacts regarding the following: 
 
 
 
 
YES    NO 
 
____    ____   Specific information regarding my surgery 

____    ____   Test/Surgery scheduling appointments 

____    ____   Test/Surgery results 

____    ____   Other specified contacts______________________________________ 

 
 
 
 
 
 
________________________________              _______________________________ 
Patients Signature      Date              Witness       Date     
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