PrimeCareMDs

Date:

Patient Name: DOB:
Address:

Home Phone: Cell Phone:
Insurance:

Pharmacy / Location:

Email:

Emergency Contact Name/ Phone Number/ Relationship to Patient:

Prescription Retrieval History

i , give Prime Care MDs permission to retrieve my prescription
history at any time needed.

Patient Signature / Date

Relationship to Patient






PATIENT INTRODUCTION PrimeCare MDs 2655 West Baker, Baytown, Tx.

1. PATIENT INFORMATION (PLEASE PRINT) DATE:
Last Name: First Name: MI:
Date of Birth: Sex: [ female [ male Social Security Number:
Home Address: City State Zip
Home Phone: Business Phone: Marital Status:

USingle [Married 0OWidowed ODivorced

Employer: Occupation:

Whom May We Contact In Case Of Emergency/Relation & Phone No:

Cell Phone Number; Email:

2. PERSON RESPONSIBLE FOR PAYMENT

Last Name: First Name: MI:
Social Security Number: Date of Birth: Drivers’s License Number:
Home Address: City State Zip
Home Phone/Cell Phone: Business Phone: Relationship To Patient:

USpouse [JParent (JChild (JEmployer

Employer: Occupation:

3. INSURANCE INFORMATION (please give receptionist copy of card[s])

Primary Insurance Company Name: Insured’s Name:

INSURED’S RELATIONSHIP TO PATIENT:

Address For Claims:

Insured’s Social Security Number: | Insured’s Date of Birth: Policy Number:
Group Number: Deductible Amount $: Copay Amount $:
Secondary Insurance Company Name: Insured’s Name:

Address For Claims:

Insured’s Social Security Number: | Insured’s Date of Birth: Policy Number:

Group Number: Deductible Amount $: Copay Amount $:
















PRIME CARE MDs
ADULT HEALTH HISTORY AND PATIENT CHECK LIST

Patient Name

ALLERGIES TO MEDICINES

(Describe allergy or reaction to any medicines)

Patient Number

Date of Birth

Physician

Today’s Date:

Date(s) of last physical exam:

Main reason for today’s visit:

PAST MEDICAL HISTORY Check “= conditions you have or have had.

CONDITION YES | YEAR | CONDITION YES | YEAR | CONDITION YES | YEAR
Alcoholism Gall Bladder Disease Malaria
Anemia Glaucoma Measles
Anorexia Goiter Migraine Headaches
Appendicitis Gonorrhea Mumps
Arthritis Gout Pneumonia
Asthma Heart Disease Polio
Bleeding Disorder Heart Murmur Prostate Problems
Breast Lump Hemorrhoids Psychiatric Care
Bronchitis Hepatitis Rheumatic Fever
Bulimia Hernia Skin Disease
Cancer Type: Herpes Stomach Ulcers
Cataracts High Blood Pressure Stroke
Chicken Pox High Cholesterol Syphilis
Depression HIV Positive TB Skin Test (Positive)
Diabetes Kidney Disease Tuberculosis
Emphysema Liver Disease/Jaundice Thyroid Disease
Epilepsy or Seizures Low Back Pain
ILLNESSES, INJURIES, & OPERATIONS
(Do not list those checked above.)
TYPE YEAR | TYPE YEAR
MEDICATIONS (includes over the counter), Dose | Times per IMMUNIZATIONS (Check those received)
VITAMINS, HERBS/OTHER THERAPIES day
VACCINE YEAR

PLEASE TURN OVER AND COMPLETE THE OTHER SIDE




PATIENT NAME

OCCUPATION

FAMILY HISTORY!/(Fill in the health information about your family)

Check =] if your blood relatives have had:

Relative Age | Health Age of Death | Illness Disease Relation to you
Status

Mother Ovarian Cancer

Father Bleeding Tendency

Brothers Breast Cancer
Colon Cancer
Depression
Diabetes

Sisters Heart Disease*®
High Blood Pressure
Other:

*Men < 55 years, Women <65 years

HEALTH HABITS (check which substances you use and describe how much you use.)

SUBSTANCES How much do you use?

TOBACCO USE Yes

Caffeine Do you currently smoke or chew tobacco?

Alcohol Have you ever smoked or chewed tobacco?

Cocaine, Heroin, Marijuana, etc. Pack(s) per day_ for years.

EXERCISE AND DIET WOMEN’S HEALTH
Do you regularly exercise? O Yes [1No Date of last period?
Type of exercise? Date of last PAP Smear?
Do you follow a special diet? 1 Yes [1No Date of last Mammogram?
Type of diet? Have you ever been pregnant? I Yes [l No
' SEXUAL CONTACTS If yes, did you have diabetes during your pregnancy? [l Yes [ No

Are you sexually active? 1 Yes [ No Number of Pregnancies:

If yes, do you have sex with: I Men ] Women |2 Both

Number of Births:

LIST SYMPTOMS YOU ARE HAVING:

Do you have a Living Will or Durable Power of Attomey for Healthcare? [ Yes (1 No
If Yes, attach copy.
Patient Signature Date Physician Signature

PLEASE TURN OVER AND COMPLETE THE OTHER SIDE
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