GERIATRIC & FAMILY MEDICINE ASSOCIATES, P.C.

PATIENT INFORMATION SHEET
Account #____________

PLEASE PRINT & FILL OUT COMPLETELY

Patient Name:   Last __________________       First ___________________                Middle __________
Date of Birth:
  ______- ____- _____



 Month       Day      Year
Social Security Number:   ______-______-______
Patient Address:  ________________________________________
City:  
_______________________

State:
____

Zip:   ___________
Home Phone:  _____________       SEX: Male (  )   Female (  ) 

Marital Status:  _______________
Employer:  _____________________________________   Address:  _______________________

City:  
_______________
State:
____
Zip:   ___________ Phone:  _____________
IN THE EVENT OF AN EMERGENCY, PLEASE CALL:

___________________

____________________
___________________
           Name


             Relation
           

  
Phone
RESPONSIBLE PARTY FOR BILLING:


Name:  ________________________________________   Address:  _______________________

City:  
_______________
State:
____
Zip:   ___________ Phone:  _____________

This space for administrative use only.
Patient Release
I, hereby, authorize Geriatric & Family Medicine to furnish medical information necessary to process this and all future claims for payment.  I also authorize my insurance company to make payment directly to: GERIATRIC & FAMILY MEDICINE.
Date: _____________________

Signature: _______________________________
Patient’s Name: (Please print):__________________________ Today’s Date:  ____________

HEALTH SUMMARY
ARE YOU ALLERGIC TO ANY MEDICATION OR FOOD?

YES OR NO (Circle one)
	If you answered YES, please list ALL:
	Indicate REACTION that occurs:

	1. 
	

	2. 
	

	3. 
	

	4. 
	

	5. 
	

	6. 
	

	7. 
	

	8. 
	


PRESENT HEALTH CONDITIONS

	
	YES
	NO
	
	YES
	NO

	Irregular heart beat
	
	
	Prostrate problems
	
	

	Congestive heart failure
	
	
	Gout
	
	

	Heart Attack
	
	
	Arthritis
	
	

	Heart Murmur
	
	
	Skin disease, Type:
	
	

	Rheumatic Fever
	
	
	Stroke
	
	

	High Cholesterol
	
	
	Epilepsy/seizures
	
	

	High Blood Pressure
	
	
	Diabetes/High blood sugar
	
	

	Asthma
	
	
	Thyroid problems-too high or too low
	
	

	Emphysema/chronic bronchitis
	
	
	Anemia/low blood
	
	

	Blood clot in lung
	
	
	Bleeding problems, Type:
	
	

	Blood clot in leg
	
	
	Blood transfusion
	
	

	Tuberculosis
	
	
	Cancer, Type:
	
	

	Gallstones
	
	
	Anxiety
	
	

	Liver Disease, Type: 
	
	
	Depression
	
	

	Ulcers in bowels/stomach
	
	
	Glaucoma
	
	

	Bleeding from bowels, other:
	
	
	Other
	
	

	Kidney disease, Type:
	
	
	
	
	

	Kidney stones
	
	
	
	
	


SURGERIES

	
	DATE
	
	DATE

	Cataract Surgery, Left or Right?
	
	Joint replacement of knee/hip
	

	Tonsils removed?
	
	Back disc surgery
	

	Neck artery surgery?
	
	Prostate surgery
	

	Open Heart Surgery/catheterization
	
	Hernia surgery
	

	Appendectomy
	
	Vasectomy
	

	Gallbladder removal
	
	Hysterectomy
	

	Abdominal surgery
	
	Other:
	

	Broken bone repair
	
	
	

	Joint scope surgery
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FAMILY HISTORY

	
	YES
	NO
	RELATIONSHIP

 TO YOU
	
	YES
	NO
	RELATIONSHIP

 TO YOU

	Heart attack
	
	
	
	Bleeding problems
	
	
	

	High blood pressure
	
	
	
	Sickle Cell Anemia
	
	
	

	High cholesterol
	
	
	
	Diabetes/high blood sugar
	
	
	

	Asthma
	
	
	
	Thyroid problems
	
	
	

	Tuberculosis
	
	
	
	Cancer, Type: ____________________
	
	
	

	Liver disease
	
	
	
	Cancer, Type: ____________________
	
	
	

	Gout/arthritis
	
	
	
	Alcohol abuse
	
	
	

	Osteoporosis
	
	
	
	Anxiety or depression
	
	
	

	Stroke
	
	
	
	Glaucoma
	
	
	

	Epilepsy/Seizures
	
	
	
	Other:__________________________
	
	
	


OTHER HISTORY

	Exercise:  Never   Rarely   Other:  _________________________________

	Immunizations:   When was your last:  Tetanus:  _____. (Never) _______ / Hepatitis B: ____ (Never) 

	                                                          _   Pneumovax: _________  (Never) _______/ Flu shot:  ______(Never)

	Smoking:  Have you ever smoked:     YES       NO    How many years did you smoke: ____________

	                      When did you quit?  ______________________

	How many packs per day do you smoke now?  ________   Do you use smokeless tobacco:   Yes   No   

	

	The following questions are very important & strictly confidential.  Please answer them accurately.

	Alcohol/Drugs:

	           Do you drink alcohol?   YES       NO       If yes,   How much?   ______________   How often?  _____________

	            Do you currently “use” drugs?          YES      NO       If yes, what kind:  _________________________________________

	                                            How much?  _____________________   How often?  ____________________

	What drugs have you used in the past?  ___________________________________________________________

	


FEMALE PATIENTS ONLY

	Number of Pregnancies:  ________  Number of deliveries:    ________  Number of elective abortions:  ______

Number of miscarriages:  ________

When was your last menstruation:  _______________

How old were you when you went through menopause?  __________

When was your last PAP smear?  ________  Have you ever had an abnormal PAP smear?    YES     NO

If “Yes,” when was the abnormal PAP smear?  ___________

What was the abnormality?  _____________________________

What kind of treatment did you have?  __________________

When was your last mammogram?  _________________

Have you ever had an abnormal mammogram:   YES    NO

If Yes,” when was the mammogram?  _________




I have reviewed the above history and the information is current and correct to the 
best of my knowledge.  I agree to pay any amounts charged to me not covered by my insurance.
____________________________
__________

_________________     __________ 

Patient/Guardian Signature                    Date


    Physician’s Initial  

Date


____________________________
__________

_________________     __________

Patient/Guardian Signature                    Date


    Physician’s Initial  

Date
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Insurance information





6








5











Updated 12/21/2010


