
 
 

LAST NAME: _____________________________FIRST NAME ______________________________MI______________ 
 
ADDRESS:__________________________________  CITY____________________ STATE_______  ZIP___________ 
        
HOME PHONE: ____________________BUS PHONE___________________CELL PHONE______________________  

 
DATE OF BIRTH:_______________ SOCIAL SECURITY #______________________     MALE _____  FEMALE _____    
 
CIRCLE ONE: SINGLE / MARRIED / DIVORCED / WIDOWED  EMAIL ADDRESS_______________________________ 
 
EMERGENCY CONTACT_______________________________PHONE____________ RELATIONSHIP_____________ 
 
EMPLOYER NAME_____________________________________________OCCUPATION________________________ 
 
EMPLOYER ADDRESS_______________________________CITY_________________STATE_______ZIP__________ 
 
PHARMACY NAME______________________________________________TELEPHONE #______________________ 
 
Patient Call Back Survey: Yes or No / Call: Home, Cell or Other: __________________________________________ 
 
Are you a member of SENIOR CIRCLE?  Yes  /  No  HEALTHY WOMAN?   Yes  /  No 
How did you hear about our clinic?  Healthy Woman _____    Senior Circle_____    Physician Advertising_____ 
Hospital Advertising _____   Internet _____    Physician Referral _____    Insurance Referral _____  
Family or Friend ____ Newspaper ____ Other, Please share your source ___________________________________ 
 

INSURANCE INFORMATION 
PRIMARY 

 
INSURANCE COMPANY NAME______________________________________________________________________ 
 
ADDRESS_________________________________________CITY_________________STATE_______ZIP__________ 
 
ID#___________________________________GROUP #___________________________CO-PAY_________________ 
 
POLICY 
HOLDER______________________________________RELATION________________________DOB______________ 
 
SOCIAL SECURITY #_____________________________________PHONE #__________________________________ 
                 
SECONDARY 
 
INSURANCE COMPANY NAME_______________________________________________________________________ 
 
ADDRESS_________________________________________CITY_________________STATE_______ZIP__________ 
 
ID#____________________________________GROUP #___________________________CO-PAY________________ 
 
POLICY 
HOLDER______________________________________RELATION________________________DOB______________ 
 
SOCIAL SECURITY #_____________________________________PHONE #__________________________________ 
 
Who may we thank for referring you?_________________________________________________________________ 
 
 
SIGNATURE________________________________________________DATE________________________________



 

                                                          FINANCIAL AGREEMENTS  
                                                PLEASE INITIAL IF APPLIES TO PATIENT 

_____ I HAVE NO INSURANCE COVERAGE I understand that I am responsible for payment of services        

rendered to myself or dependents at the time of service. 

 

 

                                    INSURANCE AUTHORIZATION AND ASSIGNMENT 
                                                              PLEASE INITIAL ALL THREE 

_____ I hereby authorize the RELEASE OF ANY INFORMATION NECESSARY to process insurance          

claims and request payment of benefits to be made for services rendered to my dependents or myself. 

 

______ I understand I am responsible AT THE TIME OF SERVICE for paying any required co-payment and/or 

deductible. 

 

______ Check with your insurance company to verify your eligibility; WE BILL AS AN OFFICE VISIT.  

Some insurance may require a referral from your primary care physician.  .  

 

                                                          MEDICARE/MEDIGAP 
                                      PLEASE INITIAL IF APPLIES TO PATIENT 

                   

 FOR MEDICARE PATIENTS ONLY   _____________________________  

                 MEDICARE NUMBER 

_____ I authorize any holder of medical or other information about me to release to the Social Security Administration and 

Health Care Finance Administration or it’s intermediaries or carriers any information needed for this or a related 

Medicare claim.  I permit a copy of this authorization to be used in place of the original, and request payment of 

medical insurance benefits either to myself or the party who accepts assignment.  I understand it is mandatory to notify 

the health care provider of any other party who may be responsible for paying for my treatment.  (Section 1128B of the 

Social Security Act and 31 U.S.C. 3801-3812 provides penalties for withholding this information.)  Regulations 

pertaining to Medicare assignment of benefits also apply. 

 

 

 MEDIGAP (Authorization Statement)   _________________________________ 

                     POLICY NUMBER 

_______I authorize any holder of medical or other information about me to be released to process this Medigap claim.  I permit 

a copy of this authorization to be used in place of the original and request payment of medical insurance benefits to 

myself or to the party who accepts assignment. 

 

I HAVE READ AND UNDERSTAND THE PAYMENT POLICY OF THIS OFFICE AND AGREE TO ABIDE BY THE SAID POLICY. 

 

 *** OTHER’S ALLOWED ACCESS TO MY MEDICAL 

RECORDS:_________________________________ 

 

SIGNATURE: 

PATIENT/PARENT/GUARDIAN: 

_________________________________Date__________________ 

 

I will be paying by:   _______Check    ______Cash   ______MasterCard/Visa/Discover/American Express 

 

There will be a $30.00 charge on all returned checks. 



  

PATIENT HEALTH QUESTIONNAIRE 
 

A. Patient Information 
 
Today’s Date;___________________________________ DOB:__________________________________ 
 
Last Name_____________________________________ First Name__________________________________ 
 
Marital Status:  □Single □Married □Divorced □Common-law  □Widow(er) 
 
Number of Children__________________  Occupation_____________________________________ 
 
What is your highest level of education?  □High School □College □Post Graduate 
 
Do you smoke? □Yes □No If so, how much a day?__________________   Illicit Drug Use  □Yes  □No 
 
On average, how many alcoholic drinks do you have over a one (1) week period?____________________ 
  
B. Past Medical History 
In the past have you ever had or is currently being treated for: (Please check all that apply) 
□Alcoholism  □Depression    □High cholesterol 
□Anemia   □Diabetes    □Lung disease 
□Angina   □Heart disease    □Stomach problems 
□Asthma   □Heart attack    □Seizures 
□Cancer   □High blood pressure   □Thyroid problems 
□Other________________________________________________________________________________ 
 
List any surgery you have had:________________________________________________________________ 
 
Have you had any difficulty with anesthesia?_____________________________________________________ 
 
ALLERGIES TO MEDICATIONS:______________________________________________________________ 
 
OTHER ALLERGIES:_____________________________________________________________________ 
 
List all your medications, strength and how often you take: 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

C. Family History 

Are there any diseases that run in your family (Check if applies):  
Who carries the disease Father (F), Mother (M), Sibling(S) (Circle) 
 

□Alcoholism F, M,  S  □High Blood Pressure F, M,  S  □Alzheimer’s F, M,  S 
□Cancer  F. M,  S  □Kidney Disease F, M,  S  Other:______________________ 
□Diabetes  F, M,  S  □Liver Disease  F, M,  S  
□Heart attack F, M,  S  □Stroke   F, M,  S 

 



 

 

 

 

 

 

 

 

 

Patient Consent for E-Prescribing (Electronic Prescribing) 

 

I have been made aware and understand that the medical practices 

and offices may use an electronic prescription system which 

allows prescriptions and related information to be electronically 

sent between my providers and my pharmacy. I have been 

informed and understand that my providers using the electronic 

prescribing system will be able to see information about 

medications I am already taking, including those prescribed by 

other providers. I give my consent to my providers to see this 

protected health information.  

 

 

 

 

 
Parent, Patient’s Signature or Authorized representative Date Time 

 

Relationship to Patient Interpreter, if utilized 

Witness’ Signature 

 



 


