PLEASE COMPLETE ALL INFORMATION
Appointment Date: _________________
Who referred you to our office?______________________
Have you previously been seen in this office? _______

Name of other family members seen in our office: ___________________________________________
PATIENT INFORMATION

Name:_________________________________________
Date of Birth:____________
Age:________
Address:_______________________________________
Social Sec #__________________________
City:________________
State:________
 Zip:______
Marital Status:___________
Sex:________

Home Phone: ______________________
Work Phone:______________
Cell Phone:______________
Employer: _________________________ Email Address _____________________________________
IF MINOR, RESPONSIBLE PARTY INFORMATION


Name________________________________________
Social Sec # _________________________

Address_____________________________________________________________________________
City:________________
State: ________
Zip:_______
Relationship to Patient: ________________
Home Phone: ______________________
Work Phone:______________
Cell Phone:______________

INSURANCE INFORMATION

Name of Insurance Company ______________________
Policy Holder’s Date of Birth: ___________
Policy Holder’s Name: ___________________________
Relationship to Patient _________________

Policy Holder’s Address:________________________________________________________________
City ________________
State:  _________Zip:_______
Soc Sec # ______________ Sex: _________

Policy Holder’s Home Phone: ____________ Work Phone: ____________   Cell Phone: ____________
Policy Holder’s Employer ______________________________________________________________
I.D. #__________________________
Group # ______________________
Copay ____________

Patient Name:__________________________________________________  Date:______________________

Reason for today’s visit:_____________________________________________________________________
Are you allergic to any medications?  ____Yes ____No        If yes, please list: __________________________
_________________________________________________________________________________________
List all medications you are currently taking (including vitamins, over the counter meds, etc.):______________
_________________________________________________________________________________________
Do you have now, or have you ever had diseases or conditions of: (Please circle all that apply)

Lungs: bronchitis, emphysema, asthma, chronic cough, tuberculosis, shortness of breath

Cardiovascular: high blood pressure, low blood pressure, heart attack, heart murmur, irregular heartbeat, pacemaker, varicose veins, blood clots, bleeding disorders, prolonged bleeding

Skin: skin cancer (type: __________), other skin diseases  (________________________________________),

Problems with healing, excessive scarring/Keloids, skin rashes, reactions to medications or foods, reaction to environment, sensitivity to sunlight

Infectious Disease:  HIV/AIDS, Hepatitis (A, B, C), Syphilis/other sexually transmitted disease

Other Systemic Diseases: Diabetes, Lupus, Thyroid Disease, Kidney or Liver Disease, Stomach Ulcers, Arthritis, Mental Disorder, Stroke, Cancer (Type :_____________), Epilepsy (Seizures), Fainting, Depression, Anemia

Do you smoke? ___Yes ___ No     Do you drink alcohol? ___ Yes ___ No

Women: Are you pregnant: ___Yes ___No   Date of last menstrual cycle ___________ Do you develop yeast infections when taking antibiotics? ___Yes ___No

I hereby declare that I have honestly and completely answered the above questions to the best of my knowledge.  I understand that it is my obligation and responsibility to notify Dr Stern’s office of any changes in my medical condition or medications during the course of my medical or surgical treatment and at follow up visits. It is my responsibility to notify this office of any change in the above insurance information.

I hereby authorize and consent Dr. Stern, Dr. Glaich and staff to:

1. Provide any medical and/or surgical treatment.

2. Call me at home or my place of employment with regard to appointment reminders, lab results, or any other information pertaining to my care, and/or leave a message on my answering machine with appointment reminders.

3. Send information to me in the mail regarding appointments or patient education/information.

4. Release medical records to my referring or primary physician, and to my insurance company, if applicable.

5. Receive payment of medical benefits for professional services rendered from contracted payers.  I further understand that verification of my insurance coverage has not been completed at this time.  If, upon verification, I or my dependent is not eligible for benefits under the above insurance plan, then I will be responsible for payment of medical and/or surgical services provided by Drs Stern, Dr. Glaich and staff.

I understand that by signing this form I have read and understand my responsibility.

_____________________________________

_____________________
Insured or Authorized Person’s Signature


Date
