CONFIDENTIAL PATIENT INFORMATION

The following information is needed for our files so we can better serve you as a patient. Please fill in all the portions of the form. If you need any help, please ask the receptionist

PATIENT DATA

Was your visit due to an accident?   Yes  no                 work phone(________)__________________

name _________________________________   home phone(______)_______________________

address_____________________city__________________state_______________zip____________

age_________________birthdate______________marital status______________#number of children________

occupation____________________________employed by______________________ss#__________________

Name or nearest relative___________________________________phone# (______)_____________________

Name of wife or husband_______________________________occupation_____________________________

Employer________________________________________phone#(______________)____________________

Present complaint__________________________________________________________________________

Briefly describe symptoms____________________________________________________________________ ________________________________________________________________________________________________

Other doctor’s seen for this condition______________________________________________________________
Medical history ( if any of the following are relevant to your medical history, please check the accompanying box.)

Cancer




muscular dystrophy

rheumatic fever

Tuberculosis



convulsions


nervousness




High blood pressure


epilepsy


asthma

Heart trouble



concussions


digestive disorders

Diabetes



dizziness


sinus trouble

Hepatitis



arthritis



backaches

German measles


neuritis



numbness

Venereal disease


rheumatism


anemia

Describe the operations that you’ve had__________________________________when?__________________

Have you been treated by a physician for any health condition in the last year? Yes no

Describe condition__________________________________date of last physical exam___________________

Are you allergic to any medication?     Yes        no     what kind?____________________________________

Are you pregnant?       Yes       no    date of last menstrual period____________________________________

Insurance data (clinic policy requires payment arrangements be made on the first visit.)

Name of party responsible for payment________________________phone#(_____)______________________

Do you have insurance?     Yes      no      company_________________________________________________

Please list all sources of insurance

Patients insurance____________________

(employee id no.________________________

Spouse’s insurance____________________

(policy no._____________________________

Worker’s compensation_________________
(group no._____________________________

Others_______________________________
(medicare no.__________________________

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to he paid directly to this office and will be credited to my account upon receipt. I permit this office to endorse co-issued remittances for the conveyance of credit to my account. However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services render me will be immediately due and payable

Patient’s signature____________________________________________date__________________

Spouse or guardian’s signature________________________________date____________________

