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PATIENT REGISTRATION

TODAY’S DATE:____/____/_________                               PLEASE COMPLETE FORM IN FULL, THANK YOU!
NAME (Last,First,Middle -as shown on insurance):___________________________________________
NICKNAME:___________________     DOB: ____/____/_________         SEX (CIRCLE ONE): Male/Female 
MARITAL STATUS (CIRCLE ONE): Single/Married/ Widowed/Separated/Divorced 
SOCIAL SECURITY NUMBER:_____-____-_______      ANY SPECIAL NEEDS?________________________
ETHNICITY (CIRCLE ONE): Hispanic or Latino/Not Hispanic or Latino/Prefer not to answer             
RACE(CIRCLE ONE): African American                      Caucasian                    Prefer not to answer
                                   American Indian/Eskimo         Hispanic/Latino         Other
                                   Asian or Pacific Islander           Latin American
LANGUAGE(S):_________________________________________________________________________
PRIMARY PHONE:_____-_____-_________ Type (circle one): Home/Cell/Work
ALTERNATE PHONE: _____-_____-_________  Type (circle one): Home/Cell/Work
MAILING ADDRESS: ____________________________________________________________________
CITY, STATE ZIP:________________________________________________________________________
EMAIL ADDRESS: ______________________________________________________________________
PRIMARY CARE PHYSICIAN:______________________________________________________________
EMPLOYMENT STATUS (CIRCLE ONE): Active military/Full time employee/Not employed/Part time employee/Retired/Self employed/Prefer not to answer
EMPLOYER:___________________________________________________________________________
EMPLOYER ADDRESS:___________________________________________________________________
EMPLOYER CITY,STATE ZIP:______________________________________________________________
Continued on next page

EMPLOYER PHONE: _____-_____-_________
DATE OF RETIREMENT (if applicable): ____/____/_________     
PRIMARY EMERGENCY CONTACT NAME:___________________________________________________
RELATIONSHIP TO PATIENT:_________________________ PHONE: _____-_____-_________
SECONDARY EMERGENCY CONTACT NAME:_________________________________________________
RELATIONSHIP TO PATIENT:_________________________PHONE: _____-_____-_________
INSURANCE
PRIMARY INSURANCE:_____________________________ PHONE: _____-_____-_________
ID/POLICY#:__________________________________GROUP/GRP #:____________________________
MAILING ADDRESS: PO Box______________________________________________________________
SECONDARY INSURANCE:___________________________PHONE: _____-_____-_________
ID/POLICY#:__________________________________GROUP/GRP #:____________________________
MAILING ADDRESS: PO Box______________________________________________________________
TERTIARY INSURANCE: _____________________________PHONE: _____-_____-_________
ID/POLICY#:___________________________________GROUP/GRP#:____________________________
MAILING ADDRESS: PO Box______________________________________________________________
DISCLOSURE OF INFORMATION
CAN WE SEND MAIL TO YOUR ADDRESS?(CIRCLE ONE)………………………………………………….………….YES  NO
CAN WE LEAVE A MESSAGE AT YOUR NUMBER(S)?(CIRCLE ONE)……………………………….……………..YES  NO
CAN WE SEND MAIL TO YOUR EMERGENCY CONTACT(S)?(CIRCLE ONE)……………………….……….....YES  NO
CAN WE LEAVE MESSAGES WITH THOSE CONTACT(S)?(CIRCLE ONE)……………………………...………..YES  NO

THE ABOVE INFORMATION IS ACCURATE AND COMPLETE.


SIGNATURE:___________________________________________________________________________



COMPREHENSIVE HISTORY


NAME: 								AGE: 			DATE: 	______

REASON FOR YOUR VISIT:  										_________

REFERRING DOCTOR(S) or PERSON(S): 				______________________________________________________


HISTORY OF PRESENT ILLNESS (Please specify location, quality, duration, severity, timing/how often, context, any modifying factors and associated symptoms):
																																																								_________________________________________________________________________________

PAST MEDICAL HISTORY:
1. History of chronic disease (check all that apply)
___   Diabetes   	                    ___   High Blood Pressure  	___  Bleeding Disorder  
___   Low blood sugar   	___   Low Blood Pressure  	___  Heart Attack   
___   Peptic Ulcer  		___   Kidney Disease      	___  Stroke   
___   Arthritis   		___   Anemia  		___  Transfusion Prob.  
___   Gout  		___   Pacemaker   	                    ___   Chest pain 
___   Asthma   		___   Thyroid Problems  	___   End Stage Renal Disease  
___   Bronchitis		___   Epilepsy / Seizure     	___   Other:_____________________________________________________
___   Emphysema  		___   Cancer/Type:___________  _______________________________________________________________
                                                                                                                        ______________________________________________________________

2. LIST ALL SURGICAL OPERATIONS: Please be as specific as possible
Operation/Hospitalization			Doctor				Date

													
												_________
																																							
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________

FAMILY HISTORY:
Please list any premature deaths in your family or diseases that run in your family.
(Specifically heart attacks, high blood pressure, stroke, diabetes, kidney, or respiratory disease, bleeding disorder, cancer or arthritis)

		Relationship					Disease
						_______________________________________________________________	____________________________________________________________________________________________________________
																												___________________________________________________________________________________________________


SOCIAL HISTORY:

Do you or have you ever smoked tobacco? (Circle one)     YES          NO
Are you a…? (Check one)

_____  Current Smoker			_____  Former Smoker			_____  Never Smoked
Continued on next page

ALLERGIES AND MEDICATIONS 

LIST ALL ALLERGIES and the reaction you had (itching, rash, difficulty breathing, etc.)
													

													


LIST ALL MEDICATION YOU ARE TAKING, including eye drops, inhalers, ointments, sprays etc.

	NAME OF MEDICATION

	DOSAGE
(mg, gr, tsp)
	NUMBER
of tabs per dose
	TIME
of each dose

	
EXAMPLE:           Synthroid
	
112 mcg
	
1
	
7 am

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	

	
	

	
	

	
	




Preferred Pharmacy Name_______________________________________________________________________
Address_______________________________________________________________________________________
[bookmark: _GoBack]Phone/Fax Numbers_____-_____-_________/_____-_____-_________
The above information is accurate and complete.

													
Print Name					Signature				Date
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Please check Yes or No next to the question regarding your health condition.

	
	
	Condition

	
Yes
	
No
	
Constitutional

	
	
	Chills

	
	
	New onset of fatigue

	
	
	Fever

	
	
	Night Sweats  

	
	
	Weight Loss not related to dieting

	
Yes
	
No
	
Head & Neck (HE ENT)

	
	
	Frequent or unusual headache

	
	
	Blurred or double vision (Diplopia)

	
	
	Hearing loss

	
	
	Frequent colds

	
	
	Nasal obstruction

	
	
	Hoarseness or change in voice

	
	
	Abnormal or heavy snoring

	
Yes
	
No
	
Musculoskeletal

	
	
	Back Pain

	
	
	Bone or Joint stiffness or pain 

	
Yes
	
No
	
Endocrine

	
	
	Chronic overweight

	
	
	Chronic underweight

	
	
	Heat intolerance

	
	
	Cold intolerance

	
	
	Generalized weakness

	
	
	Excessive thirst (Polydipsia)

	
	
	Frequent urination (Polyuria)

	
Yes
	
No
	
Neurologic

	
	
	Loss of consciousness

	
	
	Muscle weakness

	
	
	Paralysis

	
	
	Seizures

	
	
	Difficulty with coordination

	
	
	Tremor

	
	
	Loss of memory

	
Yes
	
No
	
Vascular

	
	
	Leg pain when walking (claudication)

	
	
	Cold Extremities

	
	
	Leg ulcers

	
	
	Varicose veins

	
Yes
	
No
	
Respiratory

	
	
	Chronic cough

	
	
	Shortness of breath (dyspnea)

	
	
	Coughing up blood (hemoptysis)

	
	
	Pain related to breathing (respiration)

	
	
	Wheezing

	
	
	History of exposure to tuberculosis

	
Yes
	
No
	
Cardiovascular

	
	
	Chest pain or distress

	
	
	Shortness of breath with exertion (dyspnea)

	
	
	Swelling of the legs or ankles (edema)

	
	
	Shortness of breath lying flat (Orthopnea)

	
	
	Heart palpitations

	
Yes
	
No
	
Gastrointestinal

	
	
	Abdominal Pain

	
	
	Blood in Stool

	
	
	Change in appetite

	
	
	Change in bowel habits

	
	
	Constipation

	
	
	Diarrhea

	
	
	Difficulty swallowing (Dysphagia)

	
	
	Heartburn

	
	
	Vomiting blood (Hematemesis)

	
	
	Hemorrhoids

	
	
	Nausea

	
	
	Vomiting

	
Yes
	
No
	
Genitourinary

	
	
	Pain or burning on urination

	
	
	Urinary urgency

	
	
	Passage or kidney stone

	
	
	Hernia

	
	
	Blood in urine

	
	
	Incontinence 

	
Yes
	
No
	
Hematological

	
	
	Easy bleeding

	
	
	Easy Bruising

	
	
	Lymph node enlargement

	
	
	History of blood clots




The above information is accurate and complete.

													
Print Name					Signature				Date
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