MASTER REGISTRATION

PATIENT INFORMATION
Paiert Name: Home Phone #
TAsT FIRST Wi
Address: Work Phone #
City: ST Zip Date of Birth /
Cell Phone Email address
Sex M F Marital Status Age_ Employed: Y N
(Please circle the appropriate answer)
PaientOsSocial Secuity # Employer
Billing Address
(if different from above)
Referredby Famiy MD
SpouseOgor parert) Name
Date of Birth / / Sccial Secuity Number

Per®n to notify in case of emergercy

Relationship to patiert

Emergercy phone#

Reason for visit

INSURANCE INFORMATION
Primary Insurance Compary Pdicy #
EmployerOdName Group #
(E;lgﬂ iﬂfﬂ,&ﬂ;ﬂ )ert to Pdicy Holder: Sef Husbamnd Wife Child Other
Referral Y N Precerificaion Y N HMO PRO POS Other Copaymert Amount__
Secmdary Insurance Company Pdicy #
EmployerO&ame Group #
Relationship of Patiert to Pdicy Holder: Self Husbamnd Wife Child Other

(Please circle the appropriate answer)

Referral Y N Precerificaion Y N HMO PPO POS Other Caopaymert Amount__




Review of Systems

Do you currerntly have arny problemsrelatedto the following systems? Circle Y (ES) or N(O).

Plea® explain any yesamswersin the spaceprovided

GENERAL SKIN
FEVER Y N SKIN RASH Y N
CHILLS Y N PERSISTENT ITCH Y N
HEADACHE Y N OTHER
OTHER
MUSCULOSKETETAL
EYES JOINT PAIN Y N
BLURRED VISION Y N NECK PAIN Y N
DOUBLE VISION Y N BACK PAIN Y N
PAIN Y N OTHER
OTHER
EAR/NOSE/THROAT/MOUTH
ALLERGY/IMMUNOLOGY EAR INFECTION Y N
HAY FEVER Y N SORE THROAT Y N
DRUG ALLERGIES Y N SINUS PROBLEMS Y N
OTHER Y N OTHER
NEUROLOGICAL UROLOGICAL
TREMORS Y N URINATE OFTEN Y N
DIZZY SPELLS Y N PAINFUL URINATION Y N
NUMBNESS/TINGLING Y N URINATE SLOWLY Y N
OTHER URINATE AT NIGHT Y N
URINARY LEAKAGE Y N
ENDOCRINE INCOMPLETE EMPTYING Y N
EXCESSIVE THIRST Y N OTHER
TOO HOT/COLD Y N
TIREDNESS Y N RESPIRATORY
OTHER WHEEZING Y N
FREQUENT COUGH Y N
GASTROINTESTINAL SHORT OF BREATH Y N
ABDOMINAL PAIN Y N OTHER
NAUSEA/VOMITING Y N
INDIGESTION Y N HEMATOLOGIC/LYMPHATIC
OTHER SWOLLEN GLANDS Y N
BLEEDING PROBLEM Y N
CARDIOVASCULAR OTHER
CHEST PAIN Y N
PALPITATIONS Y N PSYCHOLOGICAL
HIGH BLOOD PRESSURE Y N DEPRESSION Y N
OTHER OTHER

Patient comments on any of the above:

PHYSICIAN USE ONLY: (Notes)

Physician: Date:




Past Medical History

Illness — Please List All Major Illness

Disease Number of years Disease Number of years

Surgery — Please List Any Surgical Procedures (including childbirth)

Procedure Date Procedure Date

Allergies — Please List Any Known Allergies

Medications — Please List Any Medications You Are Taking

Social History
Smoking Y N I smoke(d) packs per day for years and/or have quit for years
Alcohol Y N | have drinks perday or ____ldrink socially (less than 3 drinks per week)

Family Medical History - Please list any diseases that have affected family members

Father's side Mother's side




