PATIENT INFORMATION

Thank you for choosing our office!l In order to serve you properly, we need the following information.

Please print. All information will be confidential.

Date Patient Name Patient #

SS #/SIN 3 Male Dﬂ;émale BinhdZte - Home phone
Address City State/Prov. Zip/P.C. _
E-Mail Cell phone

Check appropriate box: ~ [] Minor [ Single ] Married ] Divorced [J widowed  [] Separated
Patient’s or parent/guardian’s employer ! Work phone

Business address City State/Prov. Zip/P.C.
Spouse or parent/guardian’s name Employer Work phone

If patient is a student, name of school/college City State/Prov.
Whom may we thank for referring you?

Person to contact in case of emergency Phone
Responsible Party

Name of person responsible for this account Relationship to patient

Address Home phone

E-Mail Cell phone

Driver’s license # Birthdate Financial institution

Employer Work phone

Is this person currently a patient at our oifice? [ Yes I No

Insurance Information

Name of insured Relationship to patient
Birthdate SS #/SIN Date employed

Name of employer Work phone

Address of employer City State/Prov. Zip/P.C.
Insurance company Group # _- Union or local #

Ins. Co. address City State/Prov. Zip/P.C.

How much is your deductible? How much have yb"‘u usegdl?.
Fpl g

Max. annual benefit?

" Do you have any additional insurance? [ Yes -[J No

If yes, complete the following: i

Name of insured

Birthdate SS #/SIN

Name of employer Work phone

Relationship to patient
Date employed

Address of employer City
Insurance company Group #
Ins. Co. address City

How.much is your deductible? How much have you used?

State/Prov. Zip/P.C.
Union or local #
State/Prov. Zip/P.C.

Max. annual benefit?

| authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the
purpose of evaluating and administering claims for insurance benefits. | also hereby authorize payment of insurance benefits

otherwise payable to me directly to the doctor.

X

Signature of patient or parent/guardian if minor

Date

ITEM Q7-0567289/16649

PATIENT INFORMATION
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FAMILY HEALTH ASSOCIATES
AUTHORIZATION TO RELEASE MEDICAL INFORMATION
(All sections must be completed)

I hereby authorize  FHA and its physicians employees and agents to
release or disclose to the below-named recipient all of my medical records including any
specially protected records such as those relating to psychological or psychiatric impairments,
drug abuse, alcoholism, sickle cell anemia, sexually transmitted disease, or HIV/AIDS infection.

Patient Name: Date of Birth:

I hereby authorize the release of medical records and medical information to:
relationship
relationship

Purpose of disclosure:

The authorization will expire on:

Date or Event may not exceed one year
This request and authorization applies to:
All medical records

Health care information relating to the following treatment,
condition, or dates of treatment:

Specific records to be released (eg. Labs, imaging reports, other):

If you DO NOT WANT certain portions of your medical records released, please initial the
box for the information you do not want released.

Substance abuse Psychological or psychiatric treatment HIV/AIDS/STD
I understand I have a right to revoke this authorization by written notification to the Privacy
Officer, except to the extent it has acted in reliance thereon before notice of revocation. 1
understand that any disclosure of information carries with it the potential for an unauthorized re-
disclosure which may not be protected by federal confidentiality rules. I understand that [ may
request a copy of this authorization. I understand that I can refuse to sign this authorization and
the above-named office may not condition treatment on my signing of this authorization.

Signature of Patient or Authorized Representative Date Signed

- Relationship to Patient
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FAMILY HEALTH ASSOCIATES
211 HERITAGE PARK DRIVE
MURFREESBORO, TN 37129

Dennis C. Carter, M.D.
(615) 890-9006 George W. Smith, M.D.

/
L FAX (B15) 890-9016 :
s Akashia Anderson MD

PATIENT FINANCIAL POLICY

Our office policy requires payment at the time of service for copayments, coinsurance, and
deductibles.

If your are a member of an HMO or PPO and have chosen our physicians as our provider of care,

1t is YOUR responsibility to:

* Provide our office with accurate insurance information, including insurance card,
employer, date of birth, address and social security number. This information is
requested on the Patient Registration Form that you complete at your first visit.
We respect a patient’s right to privacy and ensure that strict confidentiality is
adhered too. ,

e Pay your copayment, deductible and coinsurance at the time of service.

e Pay for any service not covered by your insurance carrier.

s To fully understand your insurance benefits.

1t is OUR responsibility to:

+  Submit your claim to your insurance carrier.
e Provide your carrier with information necessary to determine the medical care
you received.

We accept cash, most major credit cards, and personal checks. A $25.00 overdraﬁ charge will be
added to returned checks.

When your bill is unpaid, a collection agency may be chosen to manage delinquent accounts. If
your account is placed with a collection agency, you are responsible for all costs associated with
the collection process. No appointments will be made until account is seitled.

Please be courteous and advise our office within 24 hours of your scheduled appointment if you
are unable to keep your appointment.

Please feel free to ask one of the Patient Coordinators if you have questions regarding your
account.

Thank you for allowing our physicians the opportunity to provide your healthcare needs.

Patient/Responsible Party Signature Date

Patient Name (Please Print)
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HEALTH HISTORY

PATIENT NAME BIRTHDATE / I PATIENT #

To help us meet all your healthcare needs, please fill out both sides of this form completely in ink. This is a confidential
record of your medical history and will be kept in this office.

Today’s date When was your last physical exam?

Place of birth Name of doctor Phone
Highest level in school Please list all serious illnesses, operations, and other hospitalizations
Occupation you have experienced and indicate year these occurred: [T} none

Previous occupations
Marital status
Hobbies
Exercisefrecreation
Habits:
Smoking (type & amount per day)
If former smoker, date quit
Alcohol (type & amount per week)
Caffeine (type & amount per day)
Street drugs (type & amount per day)
Usual weight
Date of last dental exam
Please list all allergies (foods, drugs, environment)

Please list all medicines you are currently taking (include

nonprescription drugs): [] none

Describe all serious accidents, severe injuries, head injury, fractures or
broken bones (include date occurred): ] none

Have you ever taken Fen-Phen/Redux?

Chief Complaints
Please list (in order of importance) the present health concerns, symptoms, or problems you are experiencing:

Past Medical History

Have you ever had the following:  (Circle “no” or “yes’, leave blank if uncertain)

Measles . ........... no yes Migraine headaches . ... no yes Hives or Eczema. . .. .. no yes
Mumps............. no yes Tuberculosis . ......... no yes AIDS or HIVH .. o0s no yes
Chickenpox ......... no yes Diabetes. ............ no yes Infectious Mono . ... .. no yes
Whooping Cough . . . .. no yes Cancer ..:usa: amimsas & no yes Bronchitis. .......... no yes
Scarlet Fever......... no yes PBLiG 5 sy amsrgsmas no yes Mitral Valve Prolapse .. no yes
Diphtheria .......... no yes [ T Tes - no yes Stroke): ssws s s ua v no yes
Smallpox: s s wsmems s no yes Hemia ... co vo curmsass no yes Hepatitis. . .......... no yes
Pneumonia.......... no yes Blood or Plasma . ... ... no yes UICEE « o vvwirmin s s s v no yes
Rheumatic Fever. . .. .. no yes transfusions Kidney Disease . ... ... no ves
Heart Disease........ no yes Back trouble. . ........ no yes Thyroid Disease . . .. .. no ves
ATHFIES .« s v s v s no yes High or low blood. . . . .. no yes Bleeding tendency .. .. no ves
Venereal Disease . . . .. no yes pressure Any other disease . . . . . no yes
Anemia............. no yes Hemorrhoids ......... no yes (please list)

Bladder Infections. . . .. no yes Date of last chest x-ray

Epilepsy . ........... no yes Asthmiae s sw:gemssrms no yes

Family History
Has any blood relative had any of the following:  (Circle “no” or “yes”, leave blank if uncertain)

Relationship Relationship
Cancer_ no yes Stroke _____no yes
Tuberculosis no yes Epilepsy no yes
Diabetes no yes Allergies no yes
Heart Disease no yes Anemia no yes
High blood pressure____ no yes Bleeding tendency no yes

HEALTH HISTORY
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Family History (cont.)

(Circle “no” or “yes”, leave blank if uncertain)

11121 TR no
Chronic lung disease. . .. no
Drug or alcohol problem. no
Mental lllness .. ....... no
Leukemia............ no
Migraine headaches .. .. no
Obesitiws svimamans 1 no
Thyroid Disease .. ... .. no
Ulcer .. vovvvvnian.. no
Depression . cssuwsavis no
High Cholesterol. . . .. .. no
Kidney Disease. . . ... .. no
Claucoma. ........... no
GOt v o smenams smem no

ves ...

yes

Relationship

Present age,
or age of death

Father

If living, health (good, fair, poor)
If deceased, cause of death

Mother. .

yes

yes _

yes.__

yes._.

yes_ o

yes PR

yes.__ .
yes

yes ...
yes. ..
yes____.

Siblings .

| I -

Spouse__....

Do you have now or have you had within the past year: (Circle “no” or “yes”, leave blank if uncertain)

Weakness or paralysis. ........ no
Tire easily or weakness ... ..... no
Recent weight changes ... ..... no
Change in appetite .......... no
Sensitivity to cold or heat . . .. .. no
Persistentfever . ............. no
Night sweats or hot flashes . . . .. no
Bkl vash cuipcnsnsninrasnen no
Skin trouble or changes ....... no
Change in nails or hair ........ no
Headaches................. no
Easy bleeding or bruising . ..... no
Double vision .............. no
Blurred vision . ............. no
Eyepain :wiscmsmrmisimamea no
Infectedeyes .. ............. no

Do you wear glasses or contacts . no
When was your last eye exam

Ringingintheears ........... no
Discharge fromears . ......... no
AR 00T, s o s et no
Decrease in hearing . ......... no
Frequent nosebleeds ......... no
Frequentcolds . ............. no
Sinustrouble ........ .. .. no
Lossofsmell ............... no
Persistent hoarseness .. ....... no
Sorethroat................. no
Sore tongue or gums ......... no

Lump or discharge from breast . . no
A persistent cough or throat clearing
not associated with a known illness

(lasting more than 3 weeks) . ... no

To the best of my knowledge, the questions on this form have been accurately answered

yes
yes
yes
yes
yes
yES
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yES
yes

yes

Shortness of breath ............no
Bloody sputum ............... no
Wheezing : :uswsvimibiimsminss no
Chest pain or discomfort . ....... no
Purple fingersor lips ........... no
Swelling of hands, feet or ankles .. no
Difficulty in breathing .......... no

Palpitations or fluttering of the heart no

Leg cramps on walking or at night . no
Enlarged veins . ........... ... no
Difficulty swallowing ........... no
Heartburn . .............. ..., no
Frequentbelching ............. no
Abdominal cramping . .......... no
NEUSEE v s o mtiomr ottt e v no
VO o ievnins minrni no
Vomited or coughed up blood . ... no
Chronic diarthea .............. no
Chronic constipation ........... no
Rectal bleeding ............... no
Black tarry stools .............. no
DA 5 5 1 s s v v s st 55 no
Yellow jaundice ............... no
Frequent urination (day) ......... no
Frequent urination (night) ....... no
Increase inthirst. .............. no
Painful urination .............. no
Leakage ofurine .............. no

Difficulty in starting urine . ... .... no

Blood inurine ................ no
Lack of sexdrive .............. no
Hemortthoids: s : o s msimsin s no
Backaches ................... no

yes
yes
yes
yes
yes
yes
yes

yes

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes

Joint pain or stiffness ......... no
Swollen joints . ............. no
Muscle cramps or spasms .. .. .. no
Sleeplessness ............... no
Seizures ssieimiaininimigsas no
IRPRRSION xynseryrvsmimons no
Memory 10sS v v vviii i no
Poor coordination ........... no
Dizziness or fainting spells . .. .. no

A living will or advance directive no
Men only:

Discharge from penis . ....... no
Pain or lump in testicles .. .. .. no
VEBBBIEE  . n xxmnmn 2 wnen no

Women only:

yes
yes
yes
yes
yes
yes
yes
yes
yes
yes -

yes

yes
yes

Age period began
How many days do periods last?
How many days between periods?
Is the flow heavy? no
Do you bleed orspot . .......
between periods?

Do you have pain or cramps? . . no
Date of last period?

Date of last pelvic exam?

Date of last mammogram?

Any itching in vaginal area? ... no
Pain with intercourse? ....... no
Type of birth control used?

Number of pregnancies

Number of full term births

Number of preterm births

yes
yes

yes

yes
yes

. 1 understand that providing incorrect information can be

dangerous to my (my child’s) health. It is my responsibility to inform the doctor’s office of any changes in my (my child’s) medical status. I also

authorize the healthcare staff to perform the necessary health care services | (my child) may need.

X

Signature of patient or parent if minor

Physician's Comment

Physician’s Signature

Date
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