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PATIENT REGISTRATION DATE

MARITAL STAIU DATE OF
NAME [~J~J~JpJ~EP BIRTH

TREET CITY
~DDRESS STATE, ZIP

PHONE (HOME) (WORK) OCCUPAtION/EMPLOYER

SPOUSE’S NAME DAtE OCCUPAtION/ PHONEOF BIRTH EMPLOYER

IF UNDER 18
PARENT ,GUARDIAN

EMERGENCY CONTACT PHONE ADDRESS RELATION
(OThER WAN SPOUSE)

ss# DRIVER’SLICENCE * REFERRED BY

BILUNG NAME
(IF OIlIER WAN F’AIIENJ)

RELATIONSHIP

BILLING ADDRESS PHONE #

PAYMENT REQUIRED AT TIME OF SERVICE - UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.

INSURANCE
1) COMPANY

EFFECTIVE
ADDRESS DATE

SUBSCRIBER’SNAME GROUP # BENEFITI D # CODE

21 INSURANCE‘ COMPANY ADDRESS EFFECTIVEDATE
SUBSCRIBER’S
NAME

1 D # GROUP # BENEFIT
CODE

MEDICARE# MEDICAID I D #

OTHER
COVERAGE

INSURANCE & BILLING INFORMATION

ASSIGNMENT OF INSURANCE BENEFITS

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

AUTHORIZATION TO RELEASE INPORMATION

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

MEDICARE MEDICAID

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

A photocopy of these assignments shall be valid as theoriginal

PATIENT (please print) DATE

PARENT / GUARDIAN (please print) SIGNATURE
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INFORMATI FOR YOUR PHYSICIAN
Please answer the follow, questions prior to your first examination 1 ToDAY’S DATE

to know not only about your health but also about your family and relattves

PRESENT MAPPIAGE (Year marred)
1PREVIOUS MARRIAGE (Year married and duration)

WHERE AND WHEN HAVE YOU LIVED OR TRAVELED OUTSIDE THE U S AND CANADA?

ALIVE ‘~
DECEASED ~

FATHER
Ii
Li

Present health or cause of death MOTHER
EJ
EJ

Present heallh or cause of death SPOUSE Present health or cause of death
[1
EJ

BROTHERS ~
NO ALIVE HEALTH NO DECEASED CAUSE OF DEATH

SISTERS b
NO ALIVE HEALTH NO DECEASED CAUSE OF DEATH

CHILDREN b
NO ALIVE AGES & HEALTH NO DECEASED AGES & CAUSE OF DEATH

CHECK ILLNESSES WHICH HAVE OCCURRED IN ANY OF YOUR BLOOD RELATIVES [ii Dtabetes [3 Cancer EJ Bleedtng tendency El Kidney disease
Li Tuberculosis 1113 Heart disease El Stroke Li High blood pressure Li Nervous diness [] Allergy [] Other
CHECK ANY ILLNESSES OR CONDITIONS YOU HAVE HAD [i Diabetes U] Glaucoma F] Heart trouble [] Syphilis ti Ven trouble
[] Cancer [j Asthma [1 Jaundice [] Gonorrhea F!] Bleeding tendencies LI Tuberculosis Pneumonia U Kidney disease
LI Rheumatic fever [J Nervous disorder LI Other
LIST OTHER ILLNESSES NOT REQUIRING OPERATION FOR WhICH YOU WERE HOSPITALIZED

HAVE You HAD SERIOUS INJURIES, BROKEN BONES, ETC

LANa LlYes ‘~ LIST

HAVE YOU hAD ALLERGY OR SENSITIVITY TO MEDICINES OR OTHER SUBSTANCES’

EJNO__ UYes P LIST

DO YOU USE TOBACCO NOW? IN THE PAST~ TYPE AND DAILY AMOUNT

U No
DO YOU USI

U No
DO YOU DRINK COFFEE~

[]No LlYes ~
ChECK THE DISEASES AGAINST WHICH YOU HAVE BEEN IMMUNIZED
U Smallpox EJ Tetanus ii Typhoid U Polio LI Influenza LI Other
PREVIOUS OPERATIONS (Dates, hospitals and name of surgeon~

DENTAL (List any problenis you have now)

MEDICATIONS (Name or otherwise identify medictnes now or recently used)

Li] Regular [1 lrre~ular NUMBER ~NUMBER
ONSET DATE OF LAST MENSTRUAL PERIOD ~PERIODS ARE OF PREGNANCIES OF MISCARRIAGES
HAVE YOU TAKEN CORTISONE-TYPE DRUGS7 IORAL CONTRACEPTIVES’ HAVE YOU RECEIVED A BLOOD TRANSFUSION~

FIJNo EJYes LINo ElYes I EJNo LI Yes ‘~ DATE.
DRESSED WEIGHT HOW LONG HAVE YOU BEEN AT THIS WEIGHTY

WHAT IS YOUR MAIN MEDICAL PROBLEM AND HOW LONG HAVE YOU HAD IT?

WHAT IS YOUR MAIN SYMPTOM?

REVIEWED BY (Physician) DATE

120195 M.d.~.I Ads P.e~i MpI~ MN 554~



MEDICAL RECORD
NAME AGE SEX S M D W

ADDRESS

SPONSOR

OCCUPATION REF. BY ACKN

CHIEF COMPLAINT

DATE OF ONSET ALLERGIC

PRESENT ILLNESS

PAST HISTORY

ACCIDENTS

OPInATIONS

FAMILY HISTORY

-MOTHER FATHER

BROTHERS SISTERS

HEART DIS. DIAB. HTN MALIG

TB EPILEP BLOOD GOUT

OBESITY ALLERGIC NEPII MENTAL

SOCIAL HISTORY

HABITS: cIgarette alcohol coffee

MEDICATIONS

REVIEW OF SYSTEMS

BODYWT SKIN. flAIR. NAILS

NERVOUS

EENT..

CARDIOVASCULAR

RESPIRATORY

GASTROINTESTINAL

GENITO URINARY

MUSCULO SKELETAL

rOAM 8t004


