[image: image1.png]PATIENT REGISTRATION

TODAY’S DATE

LAST NAME | MID INIT FIRST NAME
ADDRESS
Z1P CODE CITY STATE
HOME PHONE WORK PHONE __ CELL
SOCIAL SECURITY # SEXM_F _ BIRTH DATE
MARRIED/SINGLE/OTHER EMPLOYED(FULL, PART,NO)
RESPONSIBLE PARTY

e PRIMARY INSURANCE CO

NAME

POLICY ID# GROUP#

POLICY HOLDER RELATIONSHIP TO INSURED SELF__ SPOUSE___ CHILD _ OTHER

POLICY HOLDER NAME ADDRESS
CITY STATE Z1P
PHONE BIRTH DATE SEX M F
e SECONDARY INSURANCE CO
NAME
POLICY ID# GROUP#

POLICY HOLDER RELATIONSHIP TO INSURED SELF__ SPOUSE__ CHILD__ OTHER

POLICY HOLDER NAME ADDRESS
CITY STATE Z1pP
PHONE BIRTH DATE SEXM F
e EMPLOYER’S NAME &
ADDRESS
CiTY STATE Z1pP
IN CASE OF EMERGENCY:

NAME PHONE




[image: image2.png]Medical History Date: /| /

Name ' Age Birthdate [/
Address ' Sex: UM [OF
Home phone
Work phone
Occupation Emergency contact
Phone
[] Single [1 Married ] Divorced ] Widowed [] Separated

If married, spouse’s name

Children’s names and ages

Allergies to Medications, X-Ray Dyes, or Other Substances O No O Yes
(If yes, please list name of medicine and type of reaction):

Past Medical History and Review of Systems
Please circle if you have had problems with or are presently experiencing any of the following:

1. High blood pressure 13. Bronchitis 26. Change in bowel habits 38. Arthritis

2. Diabetes 14. Pneumonia 27. Unexplained weight 39. Low back problems

3. Cancer 15. Persistent cough gain/loss 40. Skin diseases

4. Heart disease 16. T.B. | 28. Hemorrhoids 41. Blood disorders

5. Chest pain/chest 17. Hay fever 29. Gall bladder disease 42. Venereal diseases
tightness 18. Abdominal discomfort 30. Colitis 43. Anxiety

6. Shortness of breath 19. Indigestion 31. Hepatitis or jaundice 44. Depression

7. Swollen ankles 20. Nausea 32. Thyroid disease 45. Anemia

8. Palpitations 21. Vomiting 33. Head or neck radiation 46. Alcohol abuse

9. Lightheadedness 22. Constipation 34. Headache 47. Drug abuse

10. Frequent urination 23. Diarrhea 35. Kidney diseases 48. Gout

11. Rheumatic fever 24. Blood in stool 36. Kidney stones 49,

12. Asthma 25. Ulcers 37. Difficulty urinating 50.

Gynecologic and Obstetric History

Age at onset of periods: Frequency: Length of period:
Pregnancies: Births: Miscarriages:
Prolonged or abnormal bleeding: (1 No [J Yes (Please describe):

Leakage of urine: . [J No [ Yes (Please describe):

Pelvic pain: | 1 No [J Yes (Please describe):

Abnormal discharge: [0 No [J Yes (Please describe):

History of abnormal Pap smear: [0 No L[J Yes (Type of treatment):

This information is for use by your physician as part of your confidential medical record. Please continue on next page
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Please List and Supply the Dates of:

Operations:

Hospitalizations other than for surgery:

Immunization history—have you had: Pneumovax immunization? [ No [J Yes When?
Hepatitis B? [J No [ Yes When? Flu immunization? [l No [J Yes When?
Other? [J No [ Yes When? Tetanus immunization? [J No [ Yes When?
When was your last:
Pap smear? Breast exam? Stool check for blood?
Mammogram? Cholesterol check? Prostate exam?
Family History . |
Has any member of your family (including parents, grandparents, and siblings) ever had the following?
o | | Approx. age
lliIness Which family members? when diagnosed
Cancer (describe type)

Hypertension (high blood pressure)
Heart disease

Diabetes

Strokes

Mental disease (anxiety, depression, etc.)
Drug or alcohol addiction

Glaucoma

Bleeding diseases

Other:

Medications (Prescription, Over-the-Counter, Vitamins, Herbs, etc.)
Drug name Dose Drug name Dose

Prevention
Do you wear seat belts? [J Yes [1 No If no, why not?
Do you wear a bike helmet? ] Yes [ No [0 N/A
Do you exercise regularly? [J Yes [ No If yes, type, duration and number of times
_ per week?
Do you smoke? [J No [ Yes If yes, how many packs per day?
Do you drink alcoholic beverages? [0 No [J Yes if yes, how much per week?
Do you drink coffee? 0 No [ Yes If yes, how many cups per day?
Do you drink tea? [J No [ Yes If yes, how many cups per day?
If there is a gun in your home, do you keep it [J Yes [ No ] N/A
unloaded and out of children’s reach?
Do you use drugs? (marijuana, cocaine, crack, etc.) [J No [J Yes If yes, explain:
Have you ever engaged in any activity which has [ No [ Yes If yes, explain:
put you at risk of getting AIDS?
Do you wish to be tested for AIDS? [J No [J Yes
Have you ever worked with chemicals, paints, [J No L[] Yes If yes, explain:
asbestos, or other hazardous material?
Are you in a relationship in which you have been [J No [ Yes
physically hurt (e.g., slapped, kicked, punched,
bruised) by your partner?
Do you ever feel afraid of your partner? [J No [ Yes L] N/A
Do you have a “living will”? [J Yes [J No
Do you have a donor card? [] Yes [ No

Method of birth control?

This information is for use by your physician as part of your confidential medical record.
GR-67376 (6/97) Cat. 2000866900 ©1997 Aetna U.S. Healthcare" Inc.
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The purpose of ths form allows Feasterville Fomily Praciice, LLP £o trgat you, bl any insurances you may have, share
information with other health care office/facilie, ond to collect your account.

REGARDING INSURANCE: Our offce partcipates with Medicare and mary managed cara insurance comparles,
Should your insurance coverage be with one or more of these companies, we will billyour insurance company along the.
uidelnes of our contract. | authorize my doctor o act s my agent i helping me obain payment from my insurance
co. However, co-payments, co-insurances, deductibles, and non-covered serices that have not been satsled,are the
responsibity of the patient and payment i expected a the time services arsrendered. Insuranca companies are.
Covering less and less, f you have an EXG, Injection, physicl or s procedure, 3 portion or all may not be covered. I you
have an insurance with which we do not paricipate, e ask that payment b made st the ime servces are rendered.
and your insurance company wil reimburse to you any amount due. Asa courtesy o our patients, we willsubrita
i to your nsurance company.

SPECIAL NEEDS: There are times when making a payment can be a financial hardship. It may be necessary o set up
a payment plan for apatient who cannot comaly with our financialpolicy. 1fyou are n need of special payment
artangements, please adise our Iaff prior (o your visi. Co-pays are exempt from this because your nsurance requires
¥outo pay your co-pay atthe time sevices are rendered. You are required at the time we see you to notfy us f this s
worker's compensation or accident vistto avoid additonal financial costs. If you are not covered by any insurance, let
us know you are sel-zay.

I authorize treatment by the providers of Feastenvill Family Practice LLP. | authorize the release of any information
requested by nsurance companies or liable thi parties and | assgn any insurance benefitsor injuy benefits o FFP. If
the correct insurance information i not given to Feastervll Family Pactice, then the patient will be responsible for the
bil

1 hereby understand the financial polic ofthis office. | guarantee payment of alcharges incurred forthe account of the
below patien.

+ THE FEE FOR A RETURNED CHECKIS $25.00.

* CO-PAYS ARE DUE IN FULL ON DATE OF SERVICE. WE ACCEPT CASH, CHECKS AND CREDIT CARDS.
‘THEREFORE, $10.00 BILLING FEE WILL BE CHARGED IF CO-PAY IS NOT PAID.

+ FORMS REQUIRING A PHYSICIAN SIGNATURE ONLY WILL BE $5.00.

« FORMS REQUIRING ANY INFORMATION TO BE FILLED OUT WILL BE $15.00.

* THE CHARGE FOR COPIES OF PATIENT CHARTS TO BE DETERMINED AT THE TIVIE REQUESTED.

PLEASE HAVE YOUR INSURANCE CARD(S) READY FOR THE RECEPTIONIST TO COPY. THANK YOU!
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T0O:

l, hereby request that

(Patient’s name or guardian)

you release to:

FEASTERVILLE FAMILY PRACTICE
523 Bustleton Pike
Feasterville, PA 19053

Telephone: (215) 355-7900

a report of my diagnosis, treatment, prognosis and recommendations, as well as other data

pertinent to your treatment of me from to
(Date of Request) (Patient’s Signature)
(Witness) : (Address)
(Date) (City, State, Zip Code)

#13109 — Medical Arts Press 1-800-328-2179
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Please circle:
MARITALSTATUS: Married Widowed
Single Domestic Partner
Divorced
RACE: White
Black/African American
Asian
Other
ETHNICITY: Spanish/Hispanic Origin

Not of Spanish/Hispanic Origin

LANGUAGE PREFERENCI
English
Spanish
‘Communication Disability What?
Other

E-MAIL ADDRESS:

PLEASE ADVISE US OF ANY CHANGES IN YOUR ADDRESS, PHONE #'S (CELL #'S) MARITAL
STATUS AND EMAIL ADDRESSES




