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Christopher G. Zitnay, MD, MS 
Charlottesville Endocrine, PLC 

183 Spotnap Road, Suite A 
Charlottesville, VA  22911 

(434) 817-1140  FAX (434) 817-1142 
 
PATIENT INFORMATION      Chart #_______________ 
 
Social Security # 
 

Patient Name (Last, First, Middle) 
 
 

Street Address                                     City & State                                                        Zip Code 
 
 
Home Phone 
(        ) 

Work Phone 
(       ) 

Date of Birth 
 
_____/_______/_________ 

Sex 
            F      M                     

Marital Status 
M      S     W     D    Other_____ 

E-mail 

Patient’s Employer 
 
 

Employer’s Street Address          City & State             Zip Code 
 
 

Occupation 
 

Student Status 
       

School Name 
 

Referring Physician Name Referring Physician Fax and Address PCP Name 
 

 
INSURANCE INFORMATION: Please provide a copy of your insurance card(s) 
 
SubscriberÕs Name (Who holds the insurance?) 
 

Relation of Subscriber to Patient (circle one) 
   Self    Spouse    Parent    Employer 

SubscriberÕs Social Security # 
 

SubscriberÕs Street Address           City&State          Zip Code 
 
 

Subscriber’s Home Phone 
(      )  

Subscriber’s Work Phone 
(     ) 

SubscriberÕs Date of Birth 
_____/_____/_________ 

Subscriber’s Sex 
      F      M 

Subscriber’s Employer 
 

Employer’s Street Address           City&State             Zip Code 
 

Is Patient Covered by Additional Insurance?  ____Yes  ____No 
 
EMERGENCY CONTACT INFORMATION  
In case of Emergency contact: 
 
 

Street Address                 City&State                            Zip Code 
 
 

Relationship to Patient 
 
 

Daytime Phone Number 
(         ) 
 

Home Phone Number 
(      ) 
 

If this patient is a minor or student: 
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Please indicate how you would like statements addressed if you do not want them addressed directly to the patient 
If You Have Medicare or Medicaid, Please Read: MEDICARE/MEDICAID AUTHORIZATION 
I request that payment of Authorized Medicare Benefits be made to Charlottesville Endocrine, PLC for 
any services furnished to me by Charlottesville Endocrine, PLC or John Hong, MD Internal Medicine.  I 
authorize any holder of information about me to release to the Centers for Medicare & Medicaid Services 
(CMS) and its agents information needed to determine benefits.  If I have other insurance, my signature 
authorizes release of information to that insurer or agency.  In Medicare/Medicaid assigned cases, the 
physician agrees to accept the determination of the carrier as payment in full and the patient is responsible 
for deductibles, coinsurance, and non-covered services. 
 
Beneficiary Signature_________________________________________Date______________ 
 
 
FINANCIAL POLICY 
 As a courtesy to our patients we file most insurances.  Please be aware that some or perhaps all of 
the services rendered may or may not be covered.  If your insurance company denies payment, you will 
be billed and payment in full is due upon receipt. 
 We cannot file your insurance unless you have your card with you.  Your insurance must be 
current and verifiable at time of treatment.  Payment assignment must be made to this office.  If you wish 
to have the check sent to you, payment in full is due at time of service.  Co-pays, deductibles, and 
payment for non-covered items are due at time of treatment.  We accept cash and checks only. 
 Should it become necessary to utilize outside collection means for a past due account, you are 
responsible for all costs, including attorney, court, and collection fees.  A minimum $25.00 fee will be 
assessed on all return checks. 
 I have read and understand the Financial Policies of Charlottesville Endocrine, PLC and John 
Hong, MD, Internal Medicine.  I have completed this form to the best of my ability and will not hold 
Charlottesville Endocrine, PLC or John Hong, MD Internal Medicine responsible for my errors or 
omissions. 
 
Signature_________________________________________________Date_______________ 

 
I am interested in getting to know you better, so would you please fill out the information below.  I do not 
expect you to fill everything out.  I will help you during our meeting.  Thank you! 
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PAST MEDICAL HISTORY  
Please place a check mark in the box in front of all the conditions that you have been diagnosed with: 
 
Cardiovascular 
 High Blood Pressure  Coronary Heart Disease  Atherosclerosis 
 Angina (chest pains)  Heart Attack   Peripheral Vascular Disease 
 Cardiomyopathy  Valvular Disease  Endocarditis 
 Congestive Heart Failure  Arrhythmia  Other 
Pulmonary 
 Asthma  COPD  Emphysema 
 Chronic Bronchitis  Pulmonary Embolism  Pulmonary Hypertension 
 Sleep Apnea  Interstitial Pulmonary Fibrosis  Other 
Endocrine 
 Diabetes Mellitus  Thyroid Disease  Osteoporosis  
 Adrenal Insufficiency  Cushing’s Disease  Pituitary Tumor 
 Menopause  Polycystic Ovarian  Other 
Gastrointestinal 
 
 
 

Peptic Ulcer Disease  Gastroesophageal Disease (GERD)  Esophagitis 
 Gastritis  Irritable Bowel Syndrome  Inflammatory Bowel Disease 
 Esophageal Strictures  Colon Polyps  Pancreatitis 
 Diverticulosis  GI Bleeding  Other 
Rheumatology 
 
 
 

Rheumatoid Arthritis  Osteoarthritis  Gout 
 Lupus  Fibromyalgia  Polymyalgia Rheumatica 
 Temporal Arteritis  Raynaud’s  Other 
Renal 
 
 
 

Kidney or Ureter Stones  Pyelonephritis  Bladder Infection 
 Cystitis  Polycystic Kidneys  Incontinence 
 BPH (large prostate)  Erectile Dysfunction  Other 
Women’s Issues 
 
 
 

Fibrocystic Breast  Heavy Menstrual Periods  PMS 
 Fibroids  Ovarian Cysts  Endometriosis 
 Abnormal PAP smear  Tubal Pregnancy or Miscarriage  Other 
Cancer or Blood Disorders 
 
 
 

Breast  Prostate  Colon 
 Lymphoma  Leukemia  Melanoma 
 Lung  Thyroid  Ovarian 
 Cervical  Brain  Anemia 
 Bleeding Disorder  Blood Clots  Other 
Infectious Disease 
 
 
 

HIV or AIDS  Tuberculosis  PPD + 
 Hepatitis A, B, or C  Cellulitis  Other 
Allergy & Skin 
 
 
 

Allergic Rhinitis (hay fever)  Latex Allergy  Eczema 
 Chronic Sinusitis  Ear Infections  Psoriasis 
 Anaphylaxis     Other 
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Neurological 
 
 
 

Stroke  TIA’s (small stroke)  Problems Swallowing 
 Headaches   Drop Attacks  Neuropathy 
 Seizure Disorder  Carpal Tunnel Syndrome  Dizziness 
 Double Vision  Cerebellar Dysfunction  Other 
Psychiatric 
 
 
 

Depression  Manic-Depressive  Anxiety 
 Panic Attacks  Psychosis  Anorexia or Bulimia 
 Schizophrenia  Delusional Thought Disorder  Other 
Surgeries 
 
 
 

Tonsils  Cataract  Gallbladder 
 Colon  Appendix  Sinuses 
 Ear  Thyroid  Lung 
 Breast  Hysterectomy  Brain 
 Bypass Surgery of Heart  Heart Valves  Joints 
 Back  Prostate  Other 
Brain Syndromes 
 Motor Vehicle Accident  Falling Down  Domestic Violence 
 Struck in Head by Object  Gun Shot Wound  Stroke (& where in brain?) 
 Subdural Hematoma  Subarachnoid Hemorrhage  Hydrocephalus 
 Ruptured Aneurysm  Brain Tumor  Lack of oxygen (anoxia) 
 Seizures  Impaled object into head  Other – please describe 
 
MEDICINES  
 Please list all the medicines you are currently taking.  Please list the dose of the medicines and 
how often you are taking them.  Also include non-prescription medicines.  If you cannot fill it out 
completely, I will help you during our meeting.  Thank you! 

Name of Medicine Dose How often you take it 
   

   

   

   

   

   

   

   

   

 
ALLERGIES TO MEDI CINES:  What medicines are you allergic to and what happens to you if you  

take it? 
___________________________________________________________________________________ 
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FAMILY HISTORY  
Please place a check mark in the box in front of all the illnesses that your primary blood relatives 
(parents, children, brothers, or sisters) have been diagnosed with & their age: 
 High Blood Pressure  Coronary Heart Disease (age)  Stroke 

  Diabetes  Thyroid Disease  Cancer (type) 

 Kidney Disease  Osteoporosis  Other 

 
SOCIAL HISTORY  
Smoking: 

1. Never smoked 
2. Previously smoked:   

a) Quit ______years ago.   
b) Smoked  _______packs per day for ________years 

3. Currently smoke:  __________packs per day for ____________years. 
4. Smoke cigars or pipe for __________years. 
5. Exposed to second hand smoke. 

Alcohol: 
1. Never used alcohol 
2. Previously drank 

a) Quit __________ years ago 
b) I had a problem with alcohol in the past:  Yes     or     No 
c) Drank   __________number of drinks per day of (beer, wine, hard liquor). 

3. Currently drink 
a) Type of alcoholic beverage you drink______________ 
b) How many drinks do you have per week on average? _________________ 
c) True or False Questions: 

1)  I have had to cut back on my drinking before: T F 
2)  I have been annoyed by someone commenting on my drinking:  T      F 
3)  I have felt guilty about my drinking:  T F 
4)  I have had eye-openers in the morning T F 

 
Drugs:  Have you used illegal IV drugs in the past or present?  Yes   No.  
Do you use illicit drugs?  Yes   No 
 
Born & Raised:__________________________ 
 
Occupation:______________________________  Highest Level of Education Completed____________ 
 
Marital Status:  M  D  W  S  G  Children?______________ 
 
Vaccinations (please put date of last vaccination) 
 Tetanus  Pneumovax  Hepatitis B 

 MMR  Flu  Hepatitis A 

 
 
_______________________________________ 
Patient’s signature   Date 
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NOTICE OF PRIVACY 
 
January 14, 2003 
 
Dear Patient: 
 

Physicians have always protected the confidentiality of health information by sealing medical 
records away in file cabinets and refusing to reveal your information. Today, state and 
federal laws also attempt to ensure the confidentiality of this sensitive information. The federal 
government recently published regulations designed to protect the privacy of your health information. 
This “privacy rule” protects health information that is maintained by physicians, hospitals, other health 
care providers and health plans. Physicians have until April 14, 2003, to comply with the privacy rule's 
standards for protecting the confidentiality of your health information. This new regulation protects 
virtually all patients regardless of where they live or where they receive their health care. Every time you 
see a physician, are admitted to the hospital, fill a prescription, or send a claim to a health plan, your 
physician, the hospital or other health 
care provider will need to consider the privacy rule. All health information including paper 
records, oral communications, and electronic formats (such as e-mail) are protected by the 
privacy rule. 

The privacy rule also provides you certain rights, such as the right to have access to your 
medical records. However, there are exceptions; these rights are not absolute. We also take 
precautions in our office to safeguard your health information such as training our employees 
and employing computer security measures. Please feel free to ask your physician or our 
privacy officer about exercising your rights or how your health information is protected in 
our office. 

The Notice of Private Practices attached to this letter explains our privacy practices. It 
contains very important information about how your confidential health information is 
handled by our office. It also describes how you can exercise your rights with regard to 
your protected health information. 

Please let us know if you have any questions about our Notice of Privacy Practices. 
You may contact our Privacy Officer at 434-817-1140, or discuss any questions you may 
have with your physician. 
  

1. Sharing Information with Other Health Care Professionals: we do not require that you sign a 
“Release of Information” form to share information with other health care professionals who will 
be involved in your health care.  We do not release information about you to health care 
professionals who are not going to be involved in your care.  We will not release information 
about you if you specifically request that some or all of your medical records not be sent. 

a. Example: If you are referred to a cardiologist, we may send copies of your records to the 
cardiologist so that he/she may know more about you to aide in their care for you. 

b. Example: If you are in the Emergency Department or admitted to the hospital, we may 
send copies of your records to aide the health care professionals in your care. 

2. Release of Information in Transfer of Care: if you are transferring your care to another physician 
and need to have copies of your records sent, we will provide this service with a fee for the 
copying charges, mailing costs, fax costs, and work involved by staff members. 

a. Example “You will no longer see Dr. Zitnay and/or Hong.  You request to have a copy of 
your medical records sent to your new physician, which our office will do.  Our office 
will charge you upfront a fee approximately $15 to cover the costs.” 

3. Appointment Reminders: to help you remember your appointments, our office staff may call you 
to remind you of your appointment time.  If you want to restrict where we can call, please let us 
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know.  If you do not want us to leave a voice mail, please let us know as well.  We do not 
mention what our specialties are. 

a. Example: “This is Dr. Zitnay/Hong’s office reminding you of your appointment 
tomorrow at 9am.” 

4. Postcards may be sent to your mailing address should there be any information we need to tell all 
our patients.  The information will be brief and not disclose your medical condition. 

a. Example: If we move or have our phone number changed, we would send you a postcard 
to notify you of this change. 

5. Email: if you would like to communicate with email, you must be aware that email is not secured.  
If you choose to use email, please let us know and provide us with your correct email address. 

a. Example “You would like to find out your lab result or ask a question using email.  You 
choose to email Dr. Hong or Zitnay and he emails you back.  You must realize that there 
is a chance an unauthorized person may illegally view your email or your doctor’s 
email.” 

6. Release of Information to your Insurance Carrier: for billing purposes, you insurance carrier may 
request documents from your chart.   

a. Example: You see your doctor for a medical problem, and your insurance carrier wants 
justification to pay for that visit.  Our office will send copies of your progress notes and 
any other documents to support your visit. 

7. Virginia law requires health care providers to notify you that Hepatitis B and C or HIV (AIDS) 
Virus testing on a sample of your blood may be done if a health care worker is exposed to your 
blood or body fluids.  This following notice is to advise you that this is in effect at this facility. 

“As a health care provider under the Virginia Acts of Assembly Section 32.1-45.1, 
whenever any health care worker associated with or working for Charlottesville Endocrine and 
John Hong, MD, Internal Medicine, PLC is directly exposed to body fluids of a patient in a 
manner which, according to the guidelines of the Center for Disease control, may transmit human 
immunodeficiency virus or Hepatitis B and C, Charlottesville Endocrine and John Hong, MD, 
Internal Medicine will proceed to test the patient through his or her physician and to the health 
care worker(s) who was/were exposed. 

When a person is tested, we automatically test for Hepatitis B and C and HIV for the 
safety of all concerned.  Hospital and Charlottesville Endocrine and John Hong, MD, Internal 
Medicine policy protects you as a patient, should you be exposed.” 

 
 

You will receive a copy of this form.  Additional copies are available upon request.  Any 
revisions of this policy will be posted and made available to you.  If you have any questions or concerns, 
please contact John S. Hong, MD, MS at 434-817-1140 or dr.hong@cecats.com.   
 
 
 
 
Signature of Patient______________________________________________Date__________ 
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Charlottesville Endocrine Consultation & Treatment Services, PLC 
Christopher G. Zitnay, MD, MS 

& 
John S. Hong, MD, MS 

Internal Medicine  
  
To Our Patients: 
  
            Due to the fact that we have had multiple episodes where individuals have not shown up for 
their scheduled appointments, we have had to institute these policies: 
  
            Beginning on August 1, 2001, we will charge a $50.00 no show fee.  In addition, individuals 
who have missed two appointments will be asked to leave a deposit of $50.00 before they can 
reschedule for a third time. 
  
            We try to provide consistent and timely services to all our patients.  Because of the fact that 
schedules can fill up in advance, we cannot let appointments slip by unfilled.  If you cannot make it 
to a scheduled appointment, we ask that you call 24-hours in advance to reschedule.  If the office is 
closed at the time of your call, you can leave a message with the answering service. 
            We are sorry that we must institute this policy, but we have had many patients who could 
have been seen much sooner for urgent problems, if other patients had called to reschedule. 
            Also, because we are a small office, we are not able to have a full time person to refill 
medications as many offices do. Despite asking all our patients to bring their medications with them 
and requesting refills during the office visit, we are overwhelmed with requests for prescription refills. 
To survive the ever changing medical climate, there will be a $10.00 charge per prescription 
refi l l  effective May 1, 2006. So, if a medication could have been refilled during your last visit and 
you did not request a refill at that time, then the charge will apply for refill requests. 

In addition, there is a $25.00 fee for returned checks. 
            Please sign below to acknowledge that you have read and understand this policy.  If you wish 
to have a copy of this, please ask the front desk person, and she will provide you with one. 
  
Thank you. 
  
Christopher G. Zitnay, MD & John S. Hong, MD 
   
  
________________________________________________________________ 
Signature                                                                                              Date 
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SHARING INFORMATION WITH FAMILY & FRIENDS 
Charlottesville Endocrine Consultation & Treatment Services, PLC 

Christopher G. Zitnay, MD, MS 
& 

John S. Hong, MD, MS 
Internal Medicine 

 
183 Spotnap Road, Suite A 
Charlottesville, VA  22911 

(434) 817-1140  FAX (434) 817-1142 
 
To protect the confidentiality of our patients, we ask you to fill out this form. Please indicate who you 
will allow us to discuss your medical care with.  If you do not let us know who we may talk to, we will 
not discuss your medical care with them. 
 
People We May Talk To About Your Medical Care People We May NOT Talk To About Your Medical Care 

Name Relation Name Relation 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 
 
 
________________________________________________________________ 
Signature        Date 
 


