DATE PATIENT REGISTRATION
PATIENT INFORMATION

SOCIAL SECURITY # HOME ADDFEESS

FIRST NAME MIDDLE
LAST NAME CITY STATE ZIP
I i i :
SEX___ DATE OF BIRTH EMAIL
MARITAL STATUS O MARRIED [ SINGLE o
HOME PHONE ()
(1 DIVORCED O WIDOWED ‘
WORK PHONE )

(CHECK ONE) O EMPLOYED O RETIRED O FULLTIME STUDENT
REFERRING PHYSICIAN

O OTHER

W DID YOU HEAH OF Us?

EMPLOYER O
INSURANCE INFORMATION

PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST

O Commercial O Medicaid 71 Medicare [ Worker's Compensation O Other

INSURANCE COMPANY

INSURED / CARD HOLDER'S NAME _ —RELATIONSHIP

POLICY # . GROUP # , : . PHONE( ) ,
SECONDARY INSURANCE INFORMATION _

[0 Commercial 3 Medicaid O Medicare [0 Worker's Compensation [ Other

INSURANCE COMPANY
INSURED / CARE HOLDER'S NAME RELATIONSHIP
POLICY # GROUP #__ PHONE ( }

WORKERS’ COMPENSATION INFORMATION

COMPANY NAME ___ COMPANY PHONE { )

SUPERVISOR'S NAME SUPERVISOR'S. PHONE ( )

EMERGENCY CONTACT

SOCIAL SECURITY # SEX

FIRST NAME MIDDLE____ HOME PHONE ( )

LAST NAME WORK PHONE (____ |
;

SOGIAL SECURITY # _ SEX___ DATE OF BIRTH

RELATIONSHIP DAYTIME PHONE ( )

FIRST NAME MIDDLE______ EMPLOYER _

LAST NAME ADDRESS

ADDRESS cITY S STATE zIP

cITY STATE zP

SIGNATURE (Patient or Parent if Minor)

SIGNATURE

Sage SOLION 80D.707.531( Visit our website at solion.com ' B FORM #SPMPR75P 2/05



CONSENT FORM

I give this practice/clinic my consent to use or disclose my protected heath
information to carry out my treatment, to obtain payment from insurance
companies, and for health care operations like quality reviews.

I have been informed that | may review the practice/clinic's Notice of Privacy
Practices (for a more complete description of uses and disclosure) before signing
this consent.

I understand that this practice/clinic has the right to change their privacy
practices and that | may obtain any revised notice of the practice/clinic.

I understand that | have the right to request a restriction of how my protection
health information is used. However, | also understand that the practice/clinic is
not required to agree to the request. If the practice/clinic agrees to my request
restriction, they must follow the restriction(s).

I also understand that | may revoke this consent at any time, by making a request
in writing except for information already used of disclosed.

Signature: Date: / /

If singed by a patient representative, state relationship to patient




INSURANCE FORM

Note: You need to make a choice about recelving these health care items of services.

Patient's name:

Date: / / Insurance Plan:

The fact that your insurance carrier may not cover a service does not mean that you should not
receive the service. There is a medical reason for why your physician recommended said
service(s}. The purpose of this form is to help you make an informed choice about whether or
not, to receive said service(s) understanding that you may have to pay for this yourself. Please
read this information in its entirety prior to signing.

* You are encouraged to contact your insurance plan directly prior to services being
rendered if you have any questions regarding service(s) rendered.

It is the patient's responsibility to obtain verification of their insurance plan benefits. Verbal or
On-line verifications in NOT a guarantee of payment. Services are subject to the limitations and
exclusions including pre-existing conditions as stated in the insurance benefit plan.

| understand that in the event my insurance determines a service does not meet their
defi or is considered a non-covered service due to lan exclusions

inition of medical necessi

and limitations including pre-existing conditions, | will be financially responsible for payment

of the service(s).

L *Diagnostic imaging services scheduled by our office at an outside facility* 1

Our office makes every attempt to schedule ALL diagnostic testing/surgical procedures at a
facility that is participating with your insurance plan. However, due to the constant addition
and termination of plan affiliations it is the patient's responsibility to confirm participation prior
to receiving services.

| acknowiledge that the office has provided me with a copy of this disclosure and understand
the contents.

Patient /insured Signature: Date: / /

If singed by a patient representative, state relationship to patient
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NOMBRE FecHaDE FECHA : i !

_ NacmEnTO:__ f T
Tee CELLULAR: TEL TRABAJO:
DR. QUE LA REFIERE TeL#:

DHRECCION DEL DR, QUE LA
REFIERE: =

REVISION DE LOS SISTEMAS

PORFAVOR MARQUE/(X). St ALGUNO DE LOS SIGUIENTES APLICA A USTED £N EL PASADC-O AMENUDO

1. % CoNsnrUcionaL’ No
Pajdida de Peso
Au‘mento de-Peso
Fidbre
Fahaa
2. OJos
Vismn boble
sztos en la vision
Calmbios en ia vision

3. GARGANTA, NARIZ'Y Oibos/ Bota
- Dolor de oidos

Rujdos-en los oidos
Préblemas con Jos sinuses
Dolor de garganta

Llagas en la boca
Prob!emas dentales

4.7 CARDIOVASCULAR

Dolor al respirar

Dotar en el pecho

Dificultad respirando cuando
hace ejercicios

Plemas hinchadas
Paipitatlones en el Sorazon

5. RESPIRATORIO
Scmsdo en et pecho
Es{mpe sangre
Fal‘ta de aire

Tos, cronica

6. | GASTROINTESTINAL
Diarrea, frequente

$ahgre en las heces fecales
Natssealvomitos
Eslrenfmiento

7. GENITOURINARIO
Sahgrd en {a orina
Dolor d: orinar
Urgancla al orinar
Oriha frequentemente
Rebiduo de orina en la vejiga
inﬁonﬁnencia
Mepnstruaciones anormales
Do!or en-el acto sexual

8. [ MUSCULOESQUELETAL
Debilidad muscular
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-
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PDR FAVDR MARQUE (X} SI ALGUNO DE LOS SiGUIENTES APLICA A USTED EN EL PASADO o AMENUOO

'3‘ PIEL/SENDS NO

“

Notas

Do!ot on los: senos
‘Secrecton en los senos
Masas enios senos
Saipmﬁdos en ta piet
}Hcen‘as enla piel

on

I

?NJ NEUROLOGICO

Marebs

Epllepsw

Adormecimlento
Problemasx:aminando

14. PsiquATRICO
Depresion
Liora, frequentements

12, ENDOCRINOLOGICO
Seqtredad en la plel
' ‘_sed anormal

Fogajes

13 HEMATOLOGICO/LINFATICO
mrados, frequen!es

Heridas no coagulan, rapido
| Nodulos linfaticos: inflam;

.‘14 ALLERGICOANMUNOLOGIGO
| Mergias
Drogas, otros

on Jooo oo oo Iooopo looo

Nirrieemre.
T

f."{HISTORiA_ PERSONAL

0o jooon (aon0 o jdooo oooog

|
|

|
|

E%EN#ERMEOA::E& MAYORES

Si

No

5

NO

‘Asmia

Cancer

YPreumonia

Ulceras

E:%Erife_nnsdad} cronica de los
inulmones

Depresion/ansiedad

5 Infecccron delos rinunes! predras

Anemiaftransfusiones de sangre

FTubgrculosis

Convulsiongsiepilepsia

({Enfammedades venereas

Problemas intestinales

ﬂ;frolsiemas enel Gorazonfmurmuilo

Glaucoma

iDiabetes

Artrifis/dolor en 1as arliculaciones

: Preélon alta-

Fracturas

tEmbolia( balia.cerebral

Hepatitis/se ha’ puesto amarilla

‘Flebre reumatica;. )

: Enfennedagi dal

3 t;mrdes_

Hospnmznclonesi '

i
Razbn

Fecha Razon

Fecha

OPERACIONES

Fecha Tipo

Fechg

g

(A
5

ULTIMAS INMUNIZACIONES Y PRUEBAS

D_ale

Fecha

Fetanus

1 Pneumonia

Vacima del Flu

Prueba de Tuberculosis enla pial




- HISTORIA DE QB-GYN .

li}lacitréientos

Aborios

{;bbrtos' espontaneos

Hijos/hijas vivos

é’dad de 1a prmera menstruacion

Ultima menstruacion

MEDICINAS QUE TOMA ACTUALMENTE

N_cmb‘i'e Dosls Nombre Dosis
HiSTORIA FAMILIAR
Er fennedades S Pa__rgrites‘__:o Enfermer..!‘ade_ls Si Parentesco Edad
_gahetes ' Canger de senos
Embuolias Cancer de colon
Ehfermedades card:acas Cancer de ovario
‘ Pga:gp lta C Cancer de utero
S@CIAL HISTORY
P L Habitos
Fémar 3 ] No 3 Cajetifas diarias anos
Témar Alcohol Si a No (i} Tragos diarios Tragos
semamnales
Usar drogas Si O No 0
Usao del cm{uron de Si [u| No o
sqgur“ad
Ejercicios Si % No O
|_refularmente )
R B _ Datos Personales
Estado Civil Casadd O Soliera [ Viuda o Divorciada 0
Nwmero de hijos/hijas vivos
Ngimegc de personas en si casa
Educacion Secundaria O Universidad Escuela de Graduados Otra N
P 0
Ernpleo actual o el mas reciente
Eé?ubios PREVENTIVOS
E@tﬂdio | Ultima Fecha | Resuitados
Pr&ebas ‘de PAP
Noscipia
grafia
Demsidad osea
Campletado por: PacienteT Enfermera ] Medico 3
l .

Firna del paciente:

Fechz que o revisaron ef pasiente y el medico:

Finna del Medico:
}

Hisftorfa de su consulta annual

Fe:f.'hé- de la Consulta:

Firma del Medico:

P
Fecha de Ia Consulta:

Firma del Medico:;

Fe(;ha;-de la Consulta:

Firma dei Medico;

rmbr dim bn M anenita.
N Oy I PR
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