PATIENT INFORMATION

L ]
MEDICAL ASSOCIATES OF BREVARD

PATIENT’S NAME

(LAST) (FIRST) (M) (NICKNAME)

DOB / / SOCIAL SECURITY# - - MARITAL STATUS |:| MALED FEMALE

ADDRESS

(STREET) (CITY,STATE) (zIP CODE)

HOME PHONE( ) - CELL PHONE( ) - WORK PHONE( ) -

EMERGENCY CONTACT, PATIENT’S EMPLOYE

RELATIONSHIP TO PATIENT PATIENT’S

EMAIL ADDRESS

EMERGENCY CONTACT PHONE # (

IF YOU WOULD LIKE US TO SEND YOU TEST RESULTS

AND RECOMMENDATIONS USING THIS EMAIL PLEASE
CHECK THE BOX. YES

REFERRING PHYSICIAN FAMILY DOCTOR PHONE# ( ) -

INSURANCE INFORMATION

PRIMARY INSURANCE CO. POLICY #
NAME OF INSURED PARTY. DOB: SS# - -
SECONDARY INSURANCE CO. POLICY #
NAME OF INSURED PARTY. DOB: SS.# - -

| understand that | am financially responsible for all charges for services to me, including co-payments, co-

insurance, out-of-pocket and deductibles. | authorize payment of medical benefits and | assigh benefits payable to

Medical Associates of Brevard for professional services rendered. | understand that | will receive statements,

reflecting my account balance and that the FINAL PAYMENT of this account is my responsibility. Furthermore,

should | default on payment for services rendered | agree to pay all collection costs including reasonable attorney’s

fees. Please be advised that your insurance has been verified but is not a guarantee of payment. This signature

and assignment is to be a continuing one, remaining in effect until revoked in writing by the undersigned.

SIGNED

DATE /

HIPPA RELEASE

| authorize Medical Associates of Brevard to discuss my health care with and/or leave a detailed message on my answering

machine:

(NAME) (RELATIONSHIP)

(NAME) (RELATIONSHIP)
SIGNED DATE /




HEALTH HISTORY QUESTIONAIRE
MAB GASTROENTEROLOGY
NAME:Last First Mi

DOB: REFERRED BY: TODAY’S DATE:

REASON FOR
APPOINTMENT:

MEDICATIONS: List ALL medications, including the dosage. Please include all over-the-counter
medications, vitamins, herbs, etc.

ALLERGIES: List ALL medicine and foods, include the reaction you get.

PREVIOUS SURGERIES: Please include the dates.

PREVIOUS HOSPITALIZATIONS: Please include the dates.




REVIEW OF SYSTEMS: How are you feeling today? Please check the appropriate response box.

SYMPTOM

NO

YES

HEENT

SYMPTOM

NO

YES

Change in vision

MUSCULOSKELETAL

Ringing in ears

Joint pain

Dry mouth

Joint swelling

Nose bleeds

Joint stiffness

Sinus congestion

Back pain

Post nasal drip

Sciatica

Sore throat

Back stiffness

SKIN

NEUROLOGIC

Skin rash

Change in thinking/confusion

Skin cancer

Headache

Blisters

Double vision

Bruise easily

Vertigo/Room spinning

RESPIRATORY

Weakness

Persistent cough

Seizures

Shortness of breath

History of Stroke

Coughing up blood

Numbness/tingling of extremities

Wheezing

PSYCHOLOGIC

Sleep apena

Depression

CARDIAC

Anxiety

Chest pain or discomfort

Insomnia

Angina

HEMATOLOGIC

Wake at night short of breath

Easy bleeding

Fainting

Easy bruising

Racing or skipping heartbeats

Blood clots

Leg or feet swelling

History of Hemophilia

UROLOGIC

CONSTITUTIONAL

Blood in urine

Excessive thirst

Pain with urination

Cold intolerance

Difficulty in stream

Ten pounds or more recent weight gain

Urinary incontinence

Ten pounds or more recent weight loss

Frequent urination

Fatigue that limits your daily activities

Wake at night to urinate

If female, breast feeding

If female, pregnant

NAME

DOB

TODAYS DATE




PREVIOUS TESTS: Please include dates

Colonoscopy

Endoscopy/EGD

Upper G.I. series

CT Scan of Abdomen
Sigmoidoscopy Ultrasound of Abdomen
Gallbladder X-Ray Prostate Exam &/or PSA

Hemoccult cards (to check for blood in stool)

PAST MEDICAL HISTORY: Please check if you or have you ever had:

CONDITION

NO

YES

CONDITION

NO

YES

Diabetes mellitus

Difficulty w/anesthesia

High blood pressure

Kidney stones

Heart disease

Chronic kidney disease

Heart attack

Thyroid disease

Heart murmur

Glaucoma

Cardiac arrhythmia

Mouth ulcers

Implanted defibrillator

Neurological disorders

Pacemaker Poor balance
Asthma Hearing loss
Tuberculosis Hoarseness
Von Willebrands Flu vaccine

Blood transfusion

Hepatitis vaccine

Anemia

Cancer

FAMILY HISTORY:
Check any condition that any BLOOD relative has/had and state whom.

Ulcers
Gallstones
Pancreatic Disease

Colon Polyps

Colon Cancer

Colitis
Liver Disease

Diabetes

Heart Disease

Bleeding Problems

High Blood Pressure

NAME DATE OF BIRTH TODAY”S DATE




Family History

Alive | Deceased | Age Health If deceased, cause of death

Father

Mother

Siblings

Children

Grandparents

Do any diseases tend to run in your family? If so, please state below.

Social history:

Occupation:
Marital Status: Circle One: Married Widowed Divorced Single
Children: How many? Ages:
Do you exercise? No 1-3 days/week more than 3 days/week
Walk Run Bike Gym Other
Do you or have you ever smoked? No Yes
Cigarettes Pipe Cigars Chew
Packs per day How many years

Do you or have you ever consumed alcohol?

No Yes If yes, how many years?

How many drinks per day?
How many drinks per weekend?
What types of alcohol do you usually drink?

Do you have any pets? If yes, what type?

What is your daily caffeine intake? (per cup — state amount)
Coffee Tea Soda Cocoa Chocolate

What is your dairy intake per day?

Milk glasses Cheese ounces Ice Cream cups Yogurt cups

Other

NAME DATE OF BIRTH TODAY’S DATE




ADVANCED DIRECTIVE
MAB GASTROENTEROLOGY

All adults in health care settings have the right in the state of Floridatoan® Adv anc ed

Di r e cThisisva@ritten or oral statement made and witnessed in advance of a serious illness
or injury, stating how medical decisions will be made. An Advanced Directivenables you to
state your choice, or may name someone to make your choice for you if you should be come
unable to make decisions about your medical treatment. An advanced directive can enable you

to make decisions about your future medical care.

| have received informationon® Advanced Directi ve.

Signature: Date:

ADVANCED DIRECTIVES
(for compliance with the patient self-determination act)
Have you executed an Advanced Directive Yes No

If yes, is this directive in the form of:
Living will
Durable Power of Attorney
Health Care Surrogate

If you have executed an Advanced Directivia any of the above formats, have you provided this
office with a copy for your medical records?

Yes No

Signature



