K

Meelinghouse Family Physicians

Patient Registration Form (1)

Date:

Patient inform:ation:

T

Last Name:

First Name: MI.

Mailing Address:

City: State: Zip:
Doctor:

Date of Birth: Gender; 0 Male O Female

Marital Status: O Single U Widowed O Separated U Married O Divorced O Partner

Cell:

Telephone Home:

Work:
Social Security#:
Employer:
Name:

Tel:

Employment Status:
O Full-time O Part-time QN/A QO Full-time O Not employed

O Self-employed [ Retired ( Active Military J Part-time

Billing Information:

Responsible Party O Self O Other
(If other):

Name:
Address:

Tel:
Relationship to patient:
Is this person a current patient in this office? O Yes {1 No

Emergency Contacts:
1) Name: Tel:
2) Name: Tel:

Other family members who will be patients in this office (name and relationship)




e . T . o Patient Registration Form (2)
MeeFinghouse Family Physicians

Insurance Information: (Please provide current insurance information)
L

I. Primary Insurance:

» Name of Insured:

* Insured’s Date ofBirth:

e [Insured’s SSN:

2. Secondary Insurance:

Patient Information:
1. Name: DOB:
2. Street Address:  (if different from mailing address):
3. Telephone: H) (W)
© Email:
d No At work? U Yes O No

* May we leave a message at home? O Yes

Employer: (name and address)

Pharmacy: (name/location)

Tel:

Release of Medical Information:
I do not allow my provider to release billing data to my insurance carrier. I understand that my

QI NO
claims will be filed to insurance by my provider.

Q YES - I do perimit provider to release medical billing data to my insurance carrier.

I request payment of authorized benefits be made to Meetinghouse Family Physicians or any services
provided to me by the physician. I authorize any holder of my medical information to release to the Health
Care Financing Administration and its agents any information to determine these benefits or the benefits
payable for related services. I understand I am financially responsible for any balance not covered by my

insurance carrier. A copy of this signature is as valid as the original.

Date:

Signature:



HIPPA Privacy Authorization Form

ed Health Information

Authorization for use or Disclosure of Protect
Act — 45C.F.R. Parts 160 and 164)

(Required by the Health Insurance Portability and Accountability

eive information regarding medical

1) Information may be used by person(s) listed below to rec
other purposes as | direct. authorize

treatments or consultations, billing/claims, payments, or
Meetinghouse Family Physicians to use and disclose protected health information to:

Name: Relationship:
Name: Relationship:
2) Authorization for release of PHI Covering the period of healthcare (please check one)
o From__/_/ _to__/ _J
o Al past, present, and future dates.
3) | hereby authorize the release of PHI as follows (please check one)
O My complete health record (mental health, communicable diseases, HIV/AIDS,
and treatment of alcohol and/or drug abuse)
O Limited access to (check all that apply):
o Mental health records
o Communicable diseases (HIV/Aids)
o Alcohol/Drug abuse/treatment
o Medications (controlled and non- controlled)
4) This authorization will be valid for 1 year or 9 months after my death.
5) 1understand that | have the right to revoke this authorization in writing at any time. 1
understand that | am unable to retroactively revoke authorization.
6) 1understand that my treatment, payment, enroliment, or eligibility for b
conditioned on whether | sign this authorization.
7) lunderstand that information used or disclosed to person(s) liste
protected by federal or state law.

enefits will not be

d above will no longer be

Patient Signature Date of Birth__/__/___
Patient Name Printed Today'sDate__/__/___

Patient Legal Representative Signature
Patient Legal Representative Printed Name

Today'sdate __/__/___




COMPREHENSIVE HEALTH ASSESSMENT QUESTIONNAIRE

Patient Name DOB Today's Date
Emergency Contact: Relationship:
Phone Number: Race:
Sexual Orientation Gender ldentity
Do you identify yourself as (Check One) What is your current gender Identity? (Check all that apply)
[[] Lesbian, gay or homosexual ] Identifies as Male
[[] Strsight or heterosexual T} identifies as Female
[] Bisexual 7] Female-to-Male (FTM)/Transgender Male/Trans Man
[[] Something else. please describe T Mate-to-Female (MTF)iTransgender Female/Trans Woman
[[] Dont know 7] Genderqueer, neither exclusively male no( female
(] Choose not 1o disclose ] Additional gender category of other. please specify
[} Choose not to disclose

# and to provide comprehensive care, physically, mentally and emotionally.

Our goal is to be your “Coordinator of Care
ake time to fill it out to the best of

This is an extensive questionnaire used to determine your treatment plan. Please t
your ability.

Medication Name & Dosages: (Please include over-the-counter medications, vitamins and all supplements’)

—ee—————

Allergies: (Medications, environmental, food, animal or plants)




Personal and Family History: For each bodily system, please indicate whether you have had any of the symptoms or

conditions.

Symptom / Condition Self Mother | Father Comments

Constitutional:

Fever

Night Sweats

Weight Gain- how much weight &
over what length of time?

Weight loss- how much weight &
over what length of time?
Frequent or Chronic Sinus problem
Visual Changes

Other:

Respiratory System

Emphysema / Chronic Bronchitis
Pneumonia

Snoring /Sleep Apnea

Cough /Wheeze /Shortness of
Breath

Other

Cardiac System / Risk Factors
Chest Pain /Angina

Heart Attack

Stroke

Coronary Artery Disease

High Cholesterol

Edema (swelling of the legs)
Arrhythmia

Hypertension (high Blood Pressure)
Peripheral Vascular Disease
Chronic or End Stage Kidney Disease
Diabetes

Other

Gastrointestinal System
Abdominal Pain

Change in Bowel Habits

Nausea / Vomiting

Loss of Appetite

Irritable bowe! Syndrome

Liver Disease- Hepatitis, Cirrhosis, Fatty
Liver

Hemorrhoids

Diverticulosis or Diverticulitis
Colon Polyps

Gallbladder Disease

Ulcers- please indicate location
Other

Reproductive System Self Mother | Father Comments

Fibroids




Reproductive System cont.

Self

Mother

Father

Comments

Vaginal Discharge or Dryness

Breast Pain /Mass/ Cyst

Other

Integumentary (Skin) System

Skin Changes — Moles/ lesions

Hair Changes- Thinning/Loss/growth

Eczema

Psoriasis

Dry Skin

Rash

Other

Psychiatric System

Sleep Problems-Falling Asleep, Stay
Asleep

Anxiety/Depression

Bipolar/Schizophrenia

Other

Neurological System

Frequent Falls

Headache Migraine

Memory Loss- Alzheimer’s,
Dementia, etc.

Seizures/Epilepsy

Other

Metabolic / Endocrine System

Thyroid Disorder- Hyper or Hypo

Diabetes- What type

Other

Musculoskeletal System

Joint Pain

Muscle Weakness

Swelling

Arthritis

Gout

Chronic Pain

Fractures- please indicate where

Other

Blood or Bleeding Disorder

Anemia

Blood clot

Blood Transfusion

Other

General

Cancer- type?

Alcohol/ Drug Abuse

Tobacco User

Allergies- Seasonal or environmental

Other




Immunizations: Please indicate the year in which you received the vaccine.

Vaccine

Received

Date

Tetanus (Td)

Tetanus with Pertussis (tdap)

HPV

Influenza

Pneumovax

Zostavax (Shingles)

Screen Testing: Please indicate the year in which you completed each test.

Test

Received

Date

Colonoscopy

Mammogram

Pap Smear

Bone Density

Family History

Father Mother

Grandmother

Grandfather

Sisters

Brothers

Aunts

Uncles

Daughters

Sons

Deceased (List
age)

Diabetes

Chronic Lung
Disease

Hypertension

Heart Disease

Stroke

Kidney
Disease

Obesity

Genetic
Disorder

Alcoholism

Liver Disease

Depression or
Bipolar
Disorder

Colonor
Rectal Cancer

Breast Cancer

Other Cancer

Drug Abuse

Other




General Information:

Within the past twelve months have you been in the hospital? Yes No

If yes, please explain:

Within the past twelve months, have you seen any other physician? Yes

No

If yes, please explain:

Do you have a “Living Will”? Yes No
Do you have a “Power of Attorney”? Yes No

Does Meetinghouse Family Physicians’ have copies of the above to documents?
Alcohol/ Caffeine Use:
Do you drink caffeine? Yes No

Do you drink alcohol? Yes No

Number of drinks per week of alcohol?

Type of Alcohol?  Beer Wine  Liquor

Number of caffeine drinks per week?

Type of caffeine:  Coffee Tea Soda Energy Drink

Tobacco/ Drug Use

Smoke Cigarettes: Never Former Yes

Quit Date: How many years did you smoke?

Yes

No

How many cigarettes did you smoke?

Current Smoker: Cigarettes per day Number of years

Do you currently use Electronic Cigarettes or Vape?
Have you ever chewed tobacco? Yes No
Have you had exposure to second hand smoke? Yes No
Do you use street drugs?  Yes No

Type: Marijuana Cocaine Heroin Amphetamines

Other:

List any handicaps:




Do you exercise regularly? Yes, No Amount /Type

Highest level of Education

Preferred Language:

Occupation:

Are there any barriers keeping you from achieving your medical goals? (Transportation, complexity of care,

cost of medication, amount of medication prescribed or any other barriers)

Thank you for taking your time to fill out this form.



