WELCOME

PATIENT INFORMATION

DATE
PATIENT NAME MALE / FEMALE
FIRST LAST
ADDRESS
CITY STATE ZIP
D.O.B [ |SINGLE [ [MARRIED [ |DIVORCED
[ WiDoweDp [ |oTHER
HOMEPHONE () CELLPHONE ()

PATIENT EMPLOYER/SCHOOL
EMPLOYER/SCHOOL PHONE ( )
WHOM MAY WE THANK FOR REFERRING YOU?

INSURANCE INFORMATION

INSURANCE CO.

INSURED’S NAME / SELF
INSURED’§ D.O.B.

INSURED’S EMPLOYER

RELATIONSHIP TO PATIENT

IS THE PATIENT COVERED BY AN ADDITIONAL INSURANCE? Y /N
SECONDARY INSURANCE CO.

I CERTIFY THAT | HAVE INSURANCE WITH _____AND ASSIGN DIRECTLY TO DR. SANFORD

PRONER ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I
UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY
INSURANCE. I AUTHORIZE THE USE OF MY SIGNATURE ON ALL INSURANCE SUBMISSIONS.

THE ABOVE-NAMED DOCTOR MAY USE MY HEALTHCARE INFO. AND MAY DISCLOSE SUCH INFORMATION TO
THE ABOVE NAMED INSURANCE CO. AND THEIR AGENTS FOR THE PURPOSE OF OBTAINING PAYMENT FOR
SERVICES AND DETERMINING INSURANCE BENEFITS PAYABLE FOR RELATED SERVICES. THIS CONSENT WILL
END WHEN MY CURRENT TREATMENT PLAN IS COMPLETED.

SIGNATURE X DATE




AIDSHIV T
Allergies to Anasthet
Allsrgies to Medicine
Anemia

Angina

Arthritis

Asthma
Back Problems

Dl o

DYas |:|No
ics [CIves [INo

or Drugs [_]Yes [ |No

Yes No
as No

es DNO

Artificial Heart Valves or Joints 0s No
Yas No

[Jves [Ino

Epllepsy

Eye Problems
Fainting

Foot or Leg Cramps
Gout

Headaches

Hearl Disease
Heniophilia

Hepatitis or Jaundice

MEDICAL HISTORY

Place a mark on “Yes" or “No” to Indicate if you have had any of the following::

DYes DNO
[ves [no
|:|Yes D No
BY&S o
Yos No
Yos |:| No
Yes No
HYes |:|No

[Jves [Ino

Rash

Respiratory Disease
Rheumatic Fever
Shortness of Breath
Sinus Problems
Special Diet

Stroke

Swaelling in Ankies, Feet
Swollen Neck Glands

|:|Ye s
Yes
BYes
|:|Ye ]
Yos
HYes

|:|Yes

;; Bleeding Disorders [Jves [INo High Blood Pressure [Jves [Ino Tired Feet [JYes [INo
gl Cancer [Jves [No Kidney Problems [Jves [INo Tuberculosis [Jves [INo |§
1,{%& Chemical Dependency [Jves [INo Liver Disease [Cves [Ino Ulcers [Jves [INo %
‘ffé Chest Paln [Jes [Ino Low Blood Pressure [ves [[INo Varicose Veins [es [No |
81 Chronic Diarhea [ves [INo Neuropathy [Tves [INo Venereal Disease [Jves [ INo

W : Circulatory Problems |:|Yes I:l No Phlebitis |:|Yes |:| No Weight Loss, unexplained |:|Yes |:| No

Diabetes
Ear Problems

Psychiatric Care
Radiation Treatment

*?‘f.'l':
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Surgeries you have had

—

gL

Hospitalization other than for the surgeries listed

PR
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Family physician

Last visit date

[ves [No

Fre i
LN

Are you now, or have you been, under any other doctor's care for any reason over the past two years?

if yes, please explain

MEDICATIONS

Include prescriptions, over-the-counter medications and vitamins

ALLERGIES

[Jadnhesivertape [Jtocat Anesthetics
DAnticoaguIant Therapy |:| Novocaine

[ Aspirin [ Penicitiin
[[codeine []seafoods

|:|Demerol |:|Sulfa
D lodine

Other

Pharmacy Name(s)

Pharmacy Phone(s) ( )

Do you take oral contraceptives? |:|Yes |:|No

TREATMENT CONSENT

| hereby consent and give my permission to the doctor (and the doctor's assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patlent, Parent, Guardian or Personal Representative

Relationship to Patient
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