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Patient Data/ Information de Paciente

Name/Nombre:

Date/Fetcha:

Date of Birth/ Fecha de Nacimiento: / /

Sex/Sexo: M/H F/M
Address/Direcion de Casa

City/Cidad State/Estado

Zip/ Codigo Postal

Phone/Telefono

Email/Correo Electronico:

Emergency Contact Information/ Informacion de Caso de Emergencia

Name/Nombre:

Phone/Telefono:

Relation/Relacion a paciente:

Records medical information release/ Liberacién de informacion médica de
registros

I hereby authorize the following individual
to disclose my protected health information (PHI) as described below.

Autorizo por este medio el siguiente individuo
divulgar mi informacién de salud protegida (PHI) como se describe a continuacién,

—History/Physical - Historia, fisico

— Laboratory Test Reports - laboratorio prueba informes

—_Pathology Reports - Pathology informes

—X-Ray - rayos x

— Radiology/Diagnostic Test Reports - radiologia y diagnéstico prueba informes
__Other

—All Medical Records- All registros médicos

I'understand and agree that: 1 have the ri

ght to revoke this authorization, in writing,
sending such written notice to the Office

at any time by
Manager.
Entiendo y acepto que: tengo el derecho de revocar e

sta autorizacién, por escrito, en cualquier
momento mediante el envio de tal notificacién por es

crito a la oficina del administrador.,

SIGNATURE: Date:
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Patient Name: Today's Date:

Date of Birth: Age: Om O F Last4 of SS#
Pharmacy: O Electronically Send

Location:

O Print

Reason for Today's Visit:

FOR FEMALES:

Are you pregnant or think you may be? [0 Yes

Date of last menstrual cycle:

Do you use tobacco products? 0 Y OO0 N

Do you drink alcohol?

Do you use illegal drugs

O No
If'yes, how much? Per day SMOKE OR DIP
OYON 1t yes, how much? Per day
OyYyOoN If yes, what kind?

—————————————

FAMILY HISTORY:
The following questions pertain to your family: Brothers, Sisters, Parents, & Grandparents. (NOT YOU)
Yes No Unk Yes No Unk
Coronary Artery Disease (] O O Aneu rysm O O O
High Blood Pressure O O O Diabetes O O O
Stroke O O OO High Cholesterol O O O
Cancer O O
MEDICAL HISTORY
Circle all that apply O IDONOTHAVE A MEDICAL HISTORY
A Fib CHF Endometriosis
Hepatitis Lap Band TIA
Acid Reflux COPD/Emphysema Fibromyalgia
Herpes Migraines
ADD / ADHD Crohn's Gallstones
High Blood Pressure Neuropathy
Anxiety CVA / Stroke Gastric Bypass
High Cholesterol Parkinson’s
Arthritis / DJD Dementia Glaucoma
Hypothyroid Pulmonary Embolism
Asthma Depression Gout
Hyperthyroid Rheumatoid Arthritis
Breast Lump Diabetes - Type Heart Attack
Kidney Disease Sciatica
Breast Reduction  Diverticulitis Heart Disease
' Kidney Stones Sleep Apnea
OTHER:







