
“PLEASE COMPLETE AND RETURN TO OUR OFFICE”

PATIENT INFORMATION: (STRICTLY CONFIDENTIAL)

NAME: LAST________________________ FIRST________________________ MIDDLE________

ADDRESS: _________________________________________________APT:_____________________

CITY_____________________________________STATE_________________ZIP________________

E-MAIL ADDRESS: ___________________________________________________________________

HOME # (____) _________________________CELL # ( )___________________________________

BIRTHDAY: ___________________AGE:____ SOC.SEC. #___________________________________

PT’S EMPOYER__________________________________________WK. #_______________________

MARITAL STATUS: (PLEASE CIRCLE ONE)
MINOR SINGLE MARRIED DIVORCED WIDOWED SEPARATED

SPOUSE INFORMATION / (GUARDIAN INFORMATION IF MINOR)
NAME_______________________________DOB____________________S.S. #____________________

EMPLOYER__________________________________________WK #___________________________

(IF MINOR PLEASE FILL IN PARENTS EMPLOYER INFORMATION)
COLLEGE STUDENT: FULL OR PART-TIME - WHERE:
______________________________________________________________________________________

CONTACT INFORMATION: (NEAREST RELATIVE OUTSIDE OF YOUR HOME)
EMER.CONTACT________________________PHONE___________________REL:_______________

WORKMAN COMPENSATION INFORMATION:

IS YOUR VISIT TODAY A WORK RELATED INJURY? YES NO

DID YOU REPORT YOUR INJURY TO YOUR EMPLOYER? YES NO

CONTACT PERSON & PHONE NUMBER FOR WORKMAN’S
COMPENSATION_____________________________________________________________

RESPONSIBLE PARTY INFORMATION:
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT_________________________________
RELATIONSHIP TO PATIENT____________________ CONTACT #_______________________
ADDRESS_____________________________________________________________________________
BIRTHDATE__________________S.S.#_______________________DL#_________________________
EMPLOYER________________________________________WORK PHONE____________________

INSURANCE INFORMATION: (WE WILL MAKE COPIES OF YOUR CARDS)
CARDS GIVEN TO RECEPTIONIST: YES OR NO (PLEASE CIRCLE ONE)
NAME OF INSURED_________________________RELATIONSHIP TO PT._________________
NAME OF INSURANCE CARRIER______________________________________________________
POLICY NUMBER__________________________GROUP#___________________________________
SPECIALIST CO-PAY________________ DEDUCTIBLE AMOUNT__________________________



**********IMPORTANT INFORMATION PLEASE READ***********

IT IS THE PATIENT’S RESPONSIBILITY TO NOTIFY US OF ANY INSURANCE
REQUIREMENTS: PRE-CERT, SECOND OPINION, REFERRAL NUMBERS, CO-
PAYS, X-RAYS, LAB PREFERENCE OR HOSPITAL PREFERENCE PER YOUR
INSURANCE CARRIER.

DENIAL OF CLAIMS OR UNPAID BILLS DUE TO INCORRECT INFORMATION
WILL BE THE PATIENTS RESPONSIBILITY.

Central Surgical Associates, PLLC CANNOT AND WILL NOT CHANGE PHYSICIANS
DIAGNOSIS JUST TO COVER NON-COVERED SERVICES OR CLAIMS.
“PLEASE DO NOT ASK”

PATIENTS ARE RESPONSIBLE FOR ANY CO-PAYMENTS UN-MET DEDUCTABLES
AND ANY UN-PAID PORTION OF THE BILL.

I UNDERSTAND THAT ANY ADDITIONAL CLAIM FORMS SUCH AS ATTENDING
PHYSICIAN STATEMENTS OR DISABILITY FORMS THAT Central Surgical Associates, PLLC
FILLS OUT FOR ME, WILL ONLY BE FILLED OUT ON FRIDAYS AND I WILL BE
CHARGED $ 10.00 PER FORM DUE WHEN FORMS ARE PICKED UP, MAILED OR FAXED.
( FMLA FORMS ARE FILLED OUT AT A NO CHARGE)

AUTHORIZATION OF TREATMENT AND ASSIGNMENT OF BENEFITS:

I AUTHORIZE Central Surgical Associates, PLLC, NURSE OR TREATING PHYSICIAN TO
TREAT ME. I FURTHER AUTHORIZE THE RELEASE OF MEDICAL INFORMATION
NECESSARY FOR THE COMPLETION OF INSURANCE FORMS. I AUTHORIZE PAYMENT
DIRECTLY TO Central Surgical Associates, PLLC AND THE TREATING PHYSICIAN FOR ALL
MEDICAL BENEFITS OTHERWISE PAYABLE TO ME UNDER THE TERMS OF MY
INSURANCE.
I UNDERSTAND THAT WHILE I AM UNDER Central Surgical Associates, PLLC/PHYSICIAN
TREATMENT IT IS ALSO MY RESPONSIBILITY TO NOTIFY Central Surgical Associates,
PLLC OF ANY CHANGES.
SUCH AS ADDRESS CHANGE, PHONE NUMBER, INSURANCE, JOB, OR MARITIAL
STATUS. IT IS ALSO MY RESPONSIBILITY TO MAKE SURE Central Surgical Associates,
PLLC HAS A CORRECT COPY OF MY INSURANCE CARD(S).
Central Surgical Associates, PLLC WILL FILE YOUR INSURANCE CLAIM FOR YOU.
HOWEVER, YOU ARE RESPONSIBLE TO MAKE SURE CLAIMS ARE PAID.

A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS
EFFECTIVE AND VALID AS THE ORIGINAL.
I HAVE READ THE ABOVE AND UNDERSTAND MY RESPONSIBILITIES.

Patient Signature: ________________________________________

Date:____________________________



Please circle “YES” or “NO” and provide additional details where requested.

Name:_____________________________________DOB:________________________
Last First

“ALLERGY LIST”
1. Are you allergic to any medication? If so, please list in the space provided.
WHAT ARE YOU ALLERGIC TO? WHAT HAPPENS WHEN TAKEN?

“PRESENT MEDICATION LIST”
*ARE YOU CURRENTLY TAKING ASPIRIN OR ANY OTHER BLOOD THINNER’S

2. What prescription drugs are you now taking regularly? Are you taking any over the
counter drugs and /or supplements? Please supply us with a written or typed list so we
can make a copy for you. If you do not have a list please write in the space provided
below what Prescriptions or Over the counter medications you are currently taking

*PLEASE PRINT THE FOLLOWING INFORMATION SO WE CAN READ CLEARLY*
Name of Medication Current Dose How often do you take What do you take it for

“Current Medical Problems”

4. Are you currently a Dialysis Patient? YES NO
Doctor treating you for Dialysis_______________________________________________
Unit and Phone Number_____________________________________________________
5. Do you have high blood pressure? YES NO
Doctor treating you for High Blood Pressure_____________________________________
6. Do you have any other “Current” conditions that we need to know about for today’s
visit?____________________________________________________________________

PLEASE CONTINUE ON THE NEXT PAGE…………………..

“Social History”

MEDICAL HISTORY QUESTIONNAIRE
CENTRAL SURGICAL ASSOCIATES, PLLC

*WHO REFERRED YOU TO OUR CLINIC TODAY? ______________________
*WHY ARE YOU HERE TODAY? ______________________________________
*WHO ARE YOU SEEING TODAY IN OUR CLINIC?______________________
*DID YOU BRING ANY FILMS FOR TODAYS APPOINTMENT? YES NO
*IS YOUR VISIT TODAY WORKMAN’S COMPENSATION? YES NO



7. Are you a “Current Smoker”? How many packs per day? ______
Do you consume alcohol? How much do you consume per day? __________

“Past Surgical History”

8. Have you had any “major” surgeries in the past?
Surgery Type Surgeon Year Any Complications

“Past Medical History”

9. Please check “ONLY” conditions that you “HAD” in your past but no longer have
today.

High Blood Pressure Kidney Problems

Lung Problems Other Problems

Heart Problems

“Family Medical History”

10. Has anyone in your “Immediate Family” ever had the following? Please Circle

Cancer
“List type of
Cancer”

Mother Father Sister Brother

Type________________ Type________________ Type_______________ Type_______________

Cardiac Disease Mother Father Sister Brother

High Blood
Pressure

Mother Father Sister Brother

Respiratory
Problems

Mother Father Sister Brother

Kidney Problems Mother Father Sister Brother

PLEASE SIGN THE FOLLOWING:

Patient Signature: _______________________________________
(Parent if patient is minor)

Date: _________________________________________________



Central Surgical Associates, PLLC
1190 North State Street Suite 502

Jackson, Ms. 39202-2414

Kenneth E. Cleveland, MD H. Gregory Fiser, MD Gina E. Heath, MD
James R. Rooks, MD Erin R. Cummins, MD Lee M. Nicols, MD

Dear Patient,

The next form for you to sign is called an arbitration agreement. This form states that
if you are unhappy with our services here and want to file a lawsuit you will agree to go
in front of an arbitrator instead of a twelve person jury trail. An arbitrator is a retired
lawyer or judge. A law firm in another state chooses this person so the person is not
partial to either party. Our clinic does require you to sign this before you meet with the
physician for an office visit or procedure. If you want to make any changes to this form
the physician will review it and will make the decision regarding treatment. If you refuse
to sign this form our clinic will be happy to refer you to another physician or back to the
physician that referred you to our clinic. Please carefully read the arbitration agreement
and if you still have any questions call our office at 601.944.1781. Please sign the
highlighted areas and initial the highlighted boxes on the back of the arbitration.

Thank you,

Central Surgical Associates, PLLC



CLINIC – PHYSICIAN – PATIENT ARBITRATION AGREEMENT

____________________________________________, (“Patient”) engages Central Surgical Associates, PLLC, or employee(s) thereof
(“Clinic”), Kenneth Cleveland, M.D., PLLC, J. Russell Rooks, M.D., PLLC, H. Gregory Fiser, M.D., PLLC, Erin R. Cummins, M.D., PLLC. Gina E.
Heath, M.D., PLLC, Lee M. Nicols, M.D., PLLC, or member(s) or employee(s) thereof (“Members”), and each Physician that renders medical care
and services to perform services in conjunction with Patient’s medical care. For and in partial consideration of the rendition of any and all present
and future medical care and services, Patient agrees that in the event of any dispute, claim or controversy arising out of or relating to the
performance of medical services, including but not limited to, patient fees, informed consent, negligence or medical malpractice, between Patient
(whether a minor or an adult) or the heirs-at-law or personal representative(s) of Patient, as the case may be, and the Clinic, the Members, and each
Physician individually, where the claim or the amount in controversy exceeds $5,000, such dispute or controversy shall be submitted to JAMS, or its
successor, on an arbitration form for final and binding arbitration. All claims for unliquidated damages shall be deemed claims for in excess of
$5,000.

Either party may initiate arbitration of any matter subject to arbitration by filing a written demand for arbitration at any time. Patient shall
be entitled to an in-person hearing in his or her county in accordance with the Federal Arbitration Act. The arbitration shall be administered by JAMS
pursuant to its Comprehensive Arbitration Rules and Procedures and Minimum Standards of Procedural Fairness, and all parties agree to be bound
by the arbitrator’s decision. Any decision by the arbitrator(s) shall be accompanied by a reasoned opinion. Judgment may be entered on the
arbitrator’s award, if any, by the court having jurisdiction of the subject matter.

All parties agree that their relationship affects interstate commerce and that this Agreement shall be governed by the Federal Arbitration
Act and, if not, by Mississippi law. The party requesting arbitration shall bear all costs of the arbitration, except the Patient is not required to pay any
more than $125.00, with Clinic or Members bearing the other arbitration costs.

If you are not willing to submit to binding arbitration, the Clinic may perform the services or refer you to another health care provider
capable of rendering the medical care or services which you require (although Physician assumes no responsibility for the quality of care or service
rendered by any other health care provider). Please inform a Clinic representative immediately if you do not agree to binding arbitration and
desire such referral.

This Agreement may be rescinded by written notice by either party within fifteen (15) days of signature. However, any claim or dispute
related to medical services rendered after execution of this Agreement and prior to the date of such written notice of rescission shall be subject to the
terms of this Agreement. Written notice of such rescission may be given by a guardian or conservator of Patient if Patient is a minor or
incapacitated. If any portion of this Agreement is found unenforceable, that portion shall be stricken and the remainder of this Agreement fully
enforced. If a court rules that the dispute must be litigated and not arbitrated, Patient agrees the suit will be heard in the county where services are
rendered.

NOTICE: BY SIGNING THIS AGREEMENT YOU ARE AGREEING TO HAVE ANY CLAIM OF NEGLIGENCE OR MEDICAL MALPRACTICE
DECIDED BY NEUTRAL BINDING ARBITRATION AND YOU ARE GIVING UP YOUR STATUTORY AND CONSTITUTIONAL RIGHT TO A JURY
OR COURT TRIAL.

Witness our signatures this the _____ day of ___________, 200____.

CENTRAL SURGICAL ASSOCIATES, PLLC PATIENT
KENNETH CLEVELAND, M.D., PLLC
J. RUSSELL ROOKS, M.D., PLLC
H. GREGORY FISER, M.D., PLLC
ERIN R. CUMMINS, M.D., PLLC
GINA E HEATH, M.D., PLLC
LEE M. NICOLS, M.D., PLLC
and associated Physicians

By:____________________________________________ By: __________________________________________________________
Authorized Representative Patient

If a parent or guardian has signed on behalf of their minor child or ward, such parent or guardian hereby attests that he or she has full

legal authority to execute this agreement on behalf of said child or ward. Furthermore, said parent or guardian hereby agrees to
indemnify and hold harmless the Clinic, the Members, and their employees and Physicians from any claim, demand or
loss which may occur in the event said parent or guardian does not, in fact, have such legal authority.

By: __________________________________________________________

Parent or Guardian

A photostatic or electronic copy of this authorization shall be considered as effective and as valid
as the original.

____________
Physician Initials



SUMMARY OF ARBITRATION AGREEMENT

Medical staff must carefully explain the Agreement to each Patient. Have the Patient initial beside each of
the following points after you explain them.

Explain: Patient’s Initials
1. Before signing the Agreement the Patient may make written changes in the

Agreement if they so desire and present these to the Clinic for approval. _____________
2. The Patient is agreeing to arbitrate any disputes above $5,000. You are agreeing

not to sue the Clinic, its Members, or any of their Physicians or employees in a
court of law.

_____________

3. The Patient is waiving his or her constitutional or statutory right to a jury trial. _____________
4. Arbitration will be performed by JAMS. This is a national association of neutral

arbitrators. They don’t work for the Clinic, Physician(s), or for the Patient. The
Clinic or the Members will pay the costs, except for the first $125.00, and each side
will pay for their own attorneys and other costs.

_____________

5. This Agreement is effective to the date of this Agreement.
_____________

6. The Patient can rescind this Agreement within 15 days, but must still arbitrate any
claim arising before the Agreement is rescinded. _____________

7. If the Patient does not agree to arbitrate, or if you rescind this Agreement, the Clinic
will either treat the patient or immediately refer them to another doctor or group who
can provide the medical care they need. The Patient is not in need of emergency
care or under immediate stress.

_____________

8. If a court rules that a dispute must be litigated and not arbitrated, any lawsuit must
be filed in the county where services are rendered.

_____________

9. In arbitration each side will have a fair opportunity to present their evidence, but
court rules do not necessarily apply. There is no appeal except in limited
circumstances.

_____________

10. Patient, Physician(s), Members and the Clinic all have the right to terminate their
relationship at anytime. _____________

11. A claim by you or the Physician(s), Members, or Clinic will be waived and forever
barred if, on the date of the demand for arbitration, the claim would be barred by
the applicable statute of limitations.

_____________

12. If you still have any questions, you should consult an attorney before signing. _____________

13. The Patient has read the attached Questions and Answers and understands them. _____________

I hereby confirm that I have explained the Agreement to the Patient, and the Patient has affirmed his or her
understanding of the Agreement by initialing or signing beside each of the foregoing provisions.

CENTRAL SURGICAL ASSOCIATES, PLLC,
KENNETH CLEVELAND, M.D., PLLC, J.
RUSSELL ROOKS, M.D., PLLC, H. GREGORY
FISER, M.D., PLLC and ERIN R. CUMMINS,
M.D., PLLC, GINA E. HEATH, M.D., PLLC, LEE
M. NICOLS, M.D.,PLLC, and associated
Physicians

By:___________________________________________
Authorized Representative

_______________
Physician Initials






