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NAME | Formedic

REASON FOR VISIT

Tl [ VA [ NA R (e ;@  PLEASE CHECK (v) IF YOU (SELF) OR ANY BLOOD RELATIVE (FAM) HAD ANY OF THE FOLLOWING CONDITIONS

SELF FAM SELF FAM

1 WT LOSS-GAIN 15 BLOOD TRANSFUSIONS
2 HEADACHES / MIGRAINE 16 ANEMIA/ BLOOD DISORDER
3 HEART VALVULAR DIS 17 VARICOSE VEINS / PHLEBITIS

DISEASE RHEUMATIC DIS 18 SKIN DISEASE
4 HIGH BLOOD PRESSURE 19 DIABETES
5 HIGH CHOLESTEROL 20 THYROID DISEASE

R

BRI B ftesim
7 BREAST DISEASE 22 EPILEPSY / NEUROLOGICAL DIS.
8 JAUNDICE / HEPATITIS 23 ARTHRITIS - JOINT PAIN
9  HIATAL HERNIA (REFLUX) 24 OSTEOPOROSIS
10 PEPTIC ULCER (STOMACH) (FRAGILE BONES)
11 BOWEL DISEASE 25 ANXIETY / DEPRESSION
12 KIDNEY DISEASE 26 SLEEP PROBLEMS

13 URINARY INCONTINENCE
14 URINARY INFECTIONS

RleETN AW Nal LTI /ST THOSE OPERATIONS & SERIOUS ILLNESS’ WHICH REQUIRED HOSPITALIZATION (EXCLUDING PREGNANCY)
YEAR REASON FOR ADMISSION / HOSPITAL YEAR REASON FOR ADMISSION / HOSPITAL

MEDICATIONS LIST ALL MEDICATIONS - YOU ARE CURRENTLY TAKING (DOSAGE - FREQUENCY) - INCLUDE OVER THE COUNTER DRUGS
DRUG
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HOW MANY PERIODS IN THE LAST YEAR BLEEDING (SPOTTING) BETWEEN PERIODS Y N
) BACTERIAL
N AN =ea (o \CH - History of ~ YEAST  TRICHOMONAS CHLAMYDIA ~ HERPES GONORRHEA s
s = DATE OF NORMAL DATE OF NORMAL
EACTEST " LAST TEST ABNORMAL MAMMOGRAM  ByAdv-Ros ABNORMAL
CONTRACEPTIVE CURRENT IF PILL - PAST
HISTORY METHOD BRAND METHODS
ICAL - Number PREMATURE LIVING
OBSTETRICAL HISTORY P PREGNANCIES P MISCARRIAGES ABORTIONS EHnSREN
BORN WEEKS TYPE OF BORN WEEKS TYPE OF
veRR Wos. ‘PREG WT  SEX DELIVERY REMARKS vearR/mos. prec. T SEX pe(very REMARKS
4
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-3
MENOPAUSAL icable - .
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PATIENT REGISTRATION & HEALTH QUESTIONNAIRE |
WAL S DAIE OF
NAVE SMWBIsEr  GTH DATE Formedic
STREET cITY
ADDRESS STATE, ZIP
PHONE #- HOME () WORK#( ) DCCUPRTIONS
SPOUSE'S NAME 2T RTH sty PHONE
IF UNDER 18
PARENT / GUARDIAN
EMERGENCY CONTACT
T o PHONE ADDRESS RELATION
SS.# S REFERRED BY
INSURANGE & BILLING INFORMATION
BILLING NAME
(IF OTHER THAN PATIENT) RELATIONSHIP
BILLING ADDRESS PHONE #
PAYMENT REQUIRED AT TIME OF SERVICE - UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.
INSURANGE EFFECTIVE
) company ADDRESS DATE
NAME OF RELATION BENEFIT
INSURED TO PATIENT GROUP# CODE
1D#
INSURANCE EFFECTIVE
2) COMPANY ADDRESS DATE
NAME OF RELATION BENEFIT
INSURED TO PATIENT GROUPH# CODE
1D#
MEDICARE# MEDICARE 1.0.#
OTHER
COVERAGE

ASSIGNMENT OF INSURANCE BENEFIT:

| hereby authorize direct payment of surgical / medical benefits to Dr.
for services rendered by him / her in person or under his / her supervision.
responsible for any balance not covered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION

| hereby authorize Dr. to release any medical or incidental information
that may be necessary for either medical care or in processing applications for financial benefit.

MEDICARE — MEDICAID

| certify that the information given by me in applying for payment is correct. | authorize release of all records
on request. | request that payment of authorized benefits be made on my behalf.

| understand that | am financially

A photocopy of these assignments shall be as valid as the original.

PATIENT (please print) DATE
PARENT / GUARDIAN (please prini) SIGNATURE
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