WELCOME TO OUR PRACTICE

Please Complete the Information Below to Help Us Serve You Better

PATIENT INFORMATION (CONFIDENTIAL)

NAME 3 | DATE _

FIRST Mi LAST
ADDRESS 3 CITY S IABESSE RS
SOC. SEC. # ) - BIRTHDATE _ - - HOME PHONE
PATIENT'S OR PARENT'S EMPLOYER WORK PHONE
BUSINESS ADDRESS CITY , STATE Z|P
SPOUSE OR PARENT’S NAME | T EMPLOYER ~ WORK PHONE |
WHOM MAY WE THANK FOR REFERRING YOU? , _ " Het
PERSON TO CONTACT IN CASE OF AN EMERGENCY - ol
INSURANCE INFORMATION
NAME OF INSURED _ N _ RELATIONSHIP TO PATIENT
BIRTHDATE - SOCIAL SECURITY NUMBER DATE EMPLOYLED N
NAME OF EMPLOYER B WORK PHONE *
EMPLOYER ADDRESS _ CITY N STATE S | [ S S
INSURANCE CO. GRP # ~ POLICY /I1.D. # )
INS. CO. ADDRESS CITY STATE ZIP
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT’?
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NAME OF INSURED HELATIONSHIF’ TO PATIENT
BIRTHDATE | - SOCIAL SECURITY NUMBER DATE EMPLOYLED
NAME OF EMF’LOYER * * WORK PHONE _

EMPLOYER ADDRESS CITY _ STATE ~ZIP

INSURANCE CO. . GRP # F’OLICY i D #

INS. CO. ADDRESS CITY STATE Z\P

PATIENT MEDICAL HISTORY YES NO YES NO |

1. AREYOU IN GOOD HEALTH .eiiriiiriiiiiireeririnenssresssssasscnns o o 8 DO YOU BRUISE EASILY ..o SN h ) 0)

g- gg%%m?gﬁ mSET PHYSICAL EXAM 9. DO YOU USE TOBACCO covvee oo eeeeee e eeee e eeeereisseressnen, 0 0

4. ARE YOU NOW UNDER THE CARE OF A PHYSICIAN ..... O 0 10. ESJ&&%SﬁS;%Si%%%? %TE?SSPH'?NK |

5. HAVE YO EVER BEEN HOSPITALIZED FOR ANY SHOULD KNOW ABOUT 0 0
SURGICAL OPERATION OR SERIOUS ILLNESS .............. 0 R A A o el i s o e R
PLEASE EXPLAIN | : :

WOMEN ONLY:

6. ARE YOU TAKING ANY MEDICINE(S) :

INCLUDING NON-PRESCRIPTION MEDICINE oo () 0) | ’;EE gSgNF_’rF‘EGNANT OR THINK'YOU MAY BE &
TAKING ..........................................................................
IEYES, WWHAT MED'CINE(S_) ETE = ARE YOU NURSING oo oo oo seses e, 0
7. HAVE YOU HAD ANY ABNORMAL BLEEDING .o 0 0 ARE YOU TAKING BIRTH CONTROL PILLS ...........o..ooov..... J
YES NO YES NO

ARE YOU ALLERGIC TO OR HAVE YOU HAD REACTIONS TO: HIVES OR SKIN RASH oo, 0 0
LOCAL ANESTHETICS LIKE NOVOCAINE ....oovveveeeeea, Q 0 FAINTING OR DIZZY SPELLS oo, 0 0
PENICILLIN OR OTHER ANTIBIOTICS vevevveeeeereeeeennann, B 0) DA S RS T S RPN NN s T 0 0
SULFA DRUGS ..oooeeeivieossresssssssasasssssssanesessssesasnsnsesssssasnsssses 3 0 AIRS ORIV N s i O N e s et et e gl -
BARBITURATES, SEDATIVES OR SLEEPING PILLS ......... 0 0 Y RO R R O I VL B e s eaes reem P st vs 8t v e s Seolon tos o o J )
I T 1 [ e e N N SR T DA U I R M 0 ) ALLERGIES ........ccventeeneancrnniariniiisnsnnnianiinisimine, . .
LODINE oo oo e e e e ss e e e esesaa e e eereeesresanens 0 0 ARTHRITIS OR RHEUMATISM ..o U -
ANY METALS (E.G., NICKEL, MERCURY, ETC.) .....cc.ccoee. 0 0 Pl R e e B
LATEX / RUBBEH ----------------------------------------------------------------- j D K'DNEY THOUBLE ......................................................... D D
OTHER (PLEASE LIST) TUBERCULOSIS oo i ]

DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOWING: ) PERSISTENT COUGH oo 0 )
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER .. U — COUGH THAT PRODUCES BLOOD ..........cccconvirererernnene ) 0
E{EQE'II_'EJEII::E\(/}E'ETRORHEARTMURMUR ............................... j j gg)%mﬁlvgrgﬁiys ’gﬁ_,?_r;jéggg,l éEHgEMIA) __________________________ g éll
HEART TROUBLE, HEART ATTACK, OR ANGINA.............. O 0) EPILEPSY OR SEIZURES .....oovvovvoeeeeooeecoseeseeeesessssessssessernn O 0
G ST P AN eI ol o e R TR S e B 0 ANEMIA ooovoeieeevseeiseeessssessssesssssnssonssssssasssessonsessessstssesnssessnssn 0 B
SHORTNESS OF BREATH cooveeveeeeeesiiseessesssessssssssesseessesssnes E 0 (6 VAL © NN TN o SO WY SO T SF LIS GEEN 0 8
PACEMAKER oo e e st e e e e e e s e esr e, ) 0 N ERV G S S O e N S Y Ol 0 0
HEART SURGERY ...oooooceeseeressussssessssssssssessssssssseserssessnsessoses 0 0) O SIBE IS L I e A 0 0
HIGH/LOW BLOOD PRESSURE ......ocvvveieeeecvieeeeceseens o O TUMORS ....occcconiiiiinininnnninninnicneiiniiimmeioisie, . .
CONGENITAL HEART PROBLEM ........cccoovvevirniererinrirennnen, Q 0 MENTAL HEALTH CARE ..o, -
SWELLING OF FEET, ANKLES, HANDS ..........ccoovvnrruerenne, & 0 A s 5 =
g‘EggT,iQ& JAUNDIGE OR LIVER DISEASE <.vvcesccsssesennen. B 3 MITRAL VALVE PROLAPSE .. ooooeooeeeeeee oo oo e e, 8 0
SINUS TROUBLE e 0 9 CORITSONE TREATMENT .ooooeeeeeee oo eee e eeeseeeseeresseene. 0) )
CUNG OR BREATHING PROBLEMS B 0 =) E'%g gl?{%%SM /' EEVEH BLISTERS ..o.ooveevieionssessssssssmsessssens 3 [DJ
ASTHMA OR HAY FEVER ....ccooiiiiie, - J EATING DISORDERS oo D 0)

SIGNATURE OF PATIENT OR PARENT IF MINOR ____ _ 5




