WELCOME

We are Pleased to welcome you to our Practice‘ Please take a few minutes to fill out this form as comP]etelg as you

can. hcgou have qucstions we'll be g]ad to help you. We look forward to working with you in maintaining\gour health.

FATIENT INFORMATION

Name S5#
Last First Ml
Address City State
Zil:) Home Ph Cell Ph Email
Age Birth Date I:l Single I:l Married I:l Widowed I:l Divorced
Emplogecl bu OccuPation
Business Address Business Phone

Whom may we thank for regerringgou?

Notify in case of emergency Phone

PRIMARY INSURANCE

Person Responsib[c for Account

Last First Ml
Relation to Patient Birth Date SS#
Address (iF different from Pa’cient} Ph
City State ZiP
Person Responsib[e Emplogecl bu OccuPation
Business Address Business Ph
Insurance Company Ph
Contract# GrouP# Subscriber#

Name of other depcndcnts under this Plan

ADDITIONAL INSURANCE

Is Patient covered bg additional insurance? |:| Yes I:l No

Subscriber Name Relation to Patient Birth Date
Address (hc different from Paticnt} SS#
City State Zip Ph
Subscriber Emplogcd bu Business Ph
Insurance ComPanu Ph

Contract# GrouP# Subscriber#

Name of other &ependents under this Plan




FAMILY MEDICAL HISTORY

Age Good Health Poor Heatlh Deceased
Father
Mother
Brother(s)
Sister(s)
GrandParents (s)
MEDICAL HISTORY
Date of last visit Have you had any serious illnesses or oPcrations? |:| Y |:| N

it yes, describe

Are you currentlg under Physician care? I:lY I:l N IFQCS, describe
Have you ever had a blood transfusion? DY |:| N hcyes, givc dates
Are you Pregnant? I:lY I:lN Nursing? I:lY I:l N

Check W) it you have had any of the Fo”owing:

D AIDS/HIV + D Cancer D Heart murmur

I:I Alcolﬁo!/DrugAbuse I:I Chemical dependenc I:l Heart problems
P Y =

D Anaphglaxis D Cholesterol Prob|cm Describe

I:l Arthritis, Rheumatism I:l C]’uemotherapy I:I HcmoPhilia/
I:l Artificial heart valves I:l Cortisone treatment Abnormal b|eeding

D Asthma D Diabetes D HcPatitis

I:I AtoPic (a”ergg Prone) I:I Epilepsg I:I High blood pressure
D Back Problems D Food a”ergies D Hereditarg Problems
I:l Blood disease I:l Headaches I:I Kiclneg disease or

malfunction

List medications you are currcntlg taking, if any:

Talcing birth control? |:| Y I:l N

I:I Liver disease I:l Stomach/Intestinal
I:I Material a“ergies (latig Problems

wool, metal, chcmicals) D Stroke
I:I Mitral valve ProlaPse I:l Surgical imPIant
D Pacemaker/Heart surgery D STDs
D Psgcl'liatric care D Thgroicl disease or
I:I Rapicl weight gain or loss malfunction
D ResPiratorg disease D Tobacco habit
I:I Seizures I:l Tuberculosis
I:I Skin rash D Ulcer/Colitis

List drug a”ergies, if any:

AUTHORIZATION

I have reviewed the information on this ques’cionnaire and it is accurate to the best of my know]cclge. I understand that this
information will be used bg the doctor to hclp determine aPProPriate treatment. If there is any changc in my medical status,

I will inform the doctor.

| authorize my insurance company to pay to the doctor all insurance benefits otherwise Pagable to me for services

rendered. 1 authorize the use of this signaturc on all insurance submissions.

| authorize the doctor to release all information necessary to secure the Pagment of benefits. 1understand that ! am

ﬁnancia”g responsible for all charges whether or not Paicl by insurance.

Signatu re

Date

Pagment due in full at time of service unless Prior arrangements have been aPProvecl.



