446 Poplar Street Suite B
Macon, GA 31201
Phone: (478)746-0097 Fax: (478)742-4051

Thank you for choosing to become a patient of Ocmulgee Physicians. We are committed to providing exceptional service and
assistance to each and every patient in our practice with the utmost diligence.

Please bring the following items to your appointment:
e Insurance Card(s), Picture ID and Co-pay
e COMPLETED NEW PATIENT PAPERWORK
e All medications you are currently taking in their correct bottles
e The name(s), address, phone/fax numbers to your previous doctors to obtain your medical records

We would like to take this opportunity to familiarize you with our practice policies.

e |tis your responsibility to know the benefits that you receive from your insurance company. This includes
wellness/physical coverage, deductible amounts and co-pay requirements.

e For your convenience, we provide onsite lab services. If your insurance requires you to use a specific reference
laboratory, it is your responsibility to tell us before labs are drawn so that you may be given an order sheet to go to an
outside lab that your insurance covers.

e In compliance with HIPAA laws, no information will be given to anyone, including family, without prior written consent.

e If your insurance company contacts you requesting information to process a claim, please contact them to prevent the
bill from becoming your responsibility.

e To ensure patient care is not interrupted during the day, all calls for the providers will be directed to the nurses.

e If you need to reschedule or cancel your appointment, we ask that you give at least a 24 hour notice.

While our address is on Poplar Street, the office entrance with parking is accessible on the backside of the building off of Poplar
Street Lane. You will see a sign for “Poplar Medical Complex”.

Please do not hesitate to call us if you have any questions. We look forward seeing you soon!
Sincerely,

Dr. Alan Justice and Ocmulgee Physicians Staff



At Ocmulgee Physicians, we are committed to providing quality and affordable primary health care. Because some of our
patients have questions regarding general practice guidelines and patient financial responsibility for services rendered, we have
developed these policies for your information and future reference. Please read them, ask any questions you may have and sign
in the space provided.

GENERAL PRACTICE POLICIES:

Telephone Calls: If you have a medical emergency, please call 911.

Due to heavy call volumes, some calls will be transferred to a voice mail box. The voicemails are monitored continuously
throughout the day. All calls received before 4pm will be returned within the same business day.

Medication Refills: All refills and prescription renewals should be initiated through your pharmacy. Please notify your pharmacy

when you need a refill, and they will contact our office for approval. If you have no future appointments scheduled, you will
need to contact our office to make an appointment for evaluation to ensure there are no issues with your medications before
we can send any refills to your pharmacy.

Missed Appointments: To ensure the best outcome for every patient, we feel strongly that every appointment is medically

necessary. Each time a patient misses an appointment without providing proper notice another patient is prevented from
receiving care. Our system is set to call and/or text reminders of your scheduled appointments. Please ensure that your
preferred method of contact and contact information are up to date in our system and respond to these calls accordingly.
Although we understand that emergency situations may arise, a quick call to cancel your appointment would be appreciated.
Due to high demand and limited availability of same day appointments we have instituted a “missed appointment” fee. You
must give at least a 24hr advance notice to cancel or reschedule appointments. Failure to do so will result in a missed
appointment fee charge of $25.00-550.00 to your account, depending on the service scheduled. These fees are patient
responsibility, will be billed directly to you and must be paid before scheduling another appointment.

FINANCIAL POLICIES:

Identification and Proof of Insurance: At each visit you will be asked to provide driver’s license/picture ID and current insurance

card. Please be sure to bring these to each appointment so we can ensure accurate information in your patient account. We
have made prior arrangements with many insurers and health plans to accept assignment of benefits and participate in most
insurance plans, including Medicare and Medicare Advantage plans. We are happy to file insurance to your primary and
secondary insurance as a courtesy. Your insurance will be verified prior to each visit or procedure. If we are unable to verify your
coverage prior to your visit, you will be considered a self-pay patient and payment in full will be expected until your coverage
can be re-established.

Dismissal: As a last resort, repeated failure to keep your scheduled appointments or failure to comply with practice treatment
polices may result in dismissal from the practice. Dismissal may also occur if your account has carried an unpaid balance after
the 3rd billing statement without making payment arrangements. If for any reason you have been dismissed from Ocmulgee
Physicians, you will be notified by regular and/or certified mail.

Self-Pay Patients: For all services rendered to patients without insurance or proper proof of insurance, a self-pay discount will

be applied to your account. Payment is due at the time of services rendered unless previous arrangements have been made with
the billing office. Should any test performed result with any abnormalities, additional testing may be required and will fall
under the patient's responsibility for those charges.

Insurance Coverage: If your insurance changes, please notify our office prior to your visit so that the necessary updates can be

made to ensure you receive the maximum benefits. We will submit your primary and secondary insurance claims; however,
resolving any claims issues that require additional information from you are your responsibility. If additional information is
requested, failure to respond to Ocmulgee Physicians or your insurance company will result in the unpaid balance being moved
to your financial responsibility. If your insurance company does not respond to our claim with payment or denial within 45 days,



unpaid charges may be billed directly to you. Knowing your insurance benefits is your responsibility. Please contact your
insurance company with any specific questions you may have regarding your benefits, deductible, and coverage limitations.

Co-payments, Co-Insurance and Deductibles: Payment of co-pays, co-insurance and deductibles are part of your contract with

your insurance company and are required per our agreement to accept your plan. Please help us in upholding the terms of these
contracts by paying your co-payment at each visit. We will attempt to verify your out-of-pocket expense prior to any procedures
being performed but pre-certification does not guarantee payment by your insurance company and therefore could become
patient responsibility after the claim has paid. If we cannot determine this amount at the time of your visit, patient responsibility
will be assigned after your insurance company has processed the claim and submitted payment to Ocmulgee Physicians. This
balance is due upon receipt of your statement.

Non-covered services: Some recommended services may be ordered by your provider but may be deemed as not reasonably

necessary by Medicare or your insurance company based on plan limitations and/or your benefit structure. When possible, you
will be advised in advance if we believe the service may not be covered, the reason it may not be covered and the anticipated
charges for these services. Services that exceed your limits of coverage will be billed directly to you. For traditional insurance,
annual physicals are typically scheduled at least 366 days apart. We will try our best to notify you of these circumstances;
however, understanding the benefits of your insurance is ultimately your responsibility.

Preventive Services/Sick Visit on the Same Day: Preventive services are traditionally scheduled at regular intervals to collect or

update basic patient information related to history, physical status, and to make plans for additional services that may be
required to ensure patient wellness. In some cases, a patient may request or require additional services outside of what is
traditionally provided in a preventive/wellness visit.

Multiple Statements: Ocmulgee Physicians bills for services provided by the physicians and providers in the practice. Ancillary

services such as laboratory, pathology, or radiology services, etc., may be billed by an outside medical vendor. Therefore, you
may receive separate statements from those offices. Please pay each statement separately.

Non-payment: If any balance is over 90 days past due, your final statement will notify you that you have 20 days to pay your
account in full to avoid being turned over to an outside collection agency. Partial payments will not be accepted unless a
payment agreement has been established and followed as scheduled. If at any point a payment is missed, the collection process
will pick up where it left off and the account will be referred immediately to an outside agency. In the event your account
balance is referred to a collection agency, your account will be made inactive and you will be dismissed from Ocmulgee
Physicians. Additionally, because of the high expense related to using an outside collection agency, additional fees will be added
to your account.

Credit Balances: In the event that a credit balance is created for any service date, we will verify that there are no outstanding

balances on any other date of service and no upcoming appointments before initiating a refund. Because of the administrative
expense of processing a refund, any credit balance of $20.00 or less will remain on the account for use at a future visit unless
the refund is specifically requested by the patient or guarantor.

| HAVE READ, UNDERSTAND, AND ACCEPT THE ABOVE STATEMENTS.

Patient Name: DOB:

Signature: Date:




Patient Information:

bame (Last, First): GU_gpegy_ M.l | DateofBirth: ¢ W
Sex: (M) (F)] Race: Uy_ SSN: { Marital Status: Py
Address: 0 U___ Apt: 1o —

State: __ Zip: ___W___ Home Phone: Wy_ Cell Phone: by

Work Phone: w Email: v

Patient’s Employer: __ (i Occupation: Py

Emergency Contact Name: U Yy Relationship: __ gy

Emergency Contact Phone Number: Home: o Gy_ Cell: gy

Primary Insurance Company: U

ID Number: GUUYUUUY__ Group Number:

Subscriber’s Name: U U__ DOB: y Relationship: ____{__yy_uu

Secondary Insurance Company:

ID Number: Group Number:

Subscriber's Name: DOB: Relationship:

| authorize Ocmulgee Physicians, LLC to leave medical information pertaining to my care by the following methods and | will
assume responsibility to notify them whenever this information changes (check all that apply):

[ JHome Phone Voicemail []Cell Phone Text Message/Voicemail [JWork Phone Voicemail

| authorize any holder of medical or other information about me to be released to my insurance company or the Social Security Administration needed for
this or any related medical claim. | request payment of medical insurance benefits to Ocmulgee Physicians, LLC. | understand that the charges are my
responsibility. | understand that it is my responsibility to know if my physician is in network with my plan. If my insurance company fails to make

payment in a timely manner, | am responsible for this bill. (Initials)

Signature: Date:

Patient Representative: Relationship:




GENERAL AUTHORIZATION FOR TREATMENT/CONTACT

| authorize physicians, nurse practitioners and/or physician assistants of Ocmulgee Physicians, who may attend me, their
assistants, including those employed by Ocmulgee Physicians, to provide the medical care, tests, procedures, drugs, services and
supplies considered advisable by my provider. These services may include pathology, radiology, emergency services, and other
special services ordered by my provider. In consenting to treatment, | have not relied on any statements as to results. |
further authorize my provider to examine, use, store, and/or dispose of in any manner (except for organ donation and/or
transplantation) any tissue, fluids or parts removed from my body. In the event that any personal assisting in the provision of
care and treatment suffer inadvertent exposure to any of my blood and/or other bodily substance that are capable of
transmitting disease and | am unable to consult timely with my physician prior to testing, | consent to limited testing to
determine the presence, if any, of antibodies to hepatitis A, B, and C and HIV. (Initials)

| consent and give permission to Ocmulgee Physicians, to photograph me for internal purposes of patient identification only. This
photograph will not be used for marketing purposes. (Initials)

RELEASE AND ASSIGNMENT OF BENEFITS

| understand that payment is due at the time service is rendered. | hereby authorize the release of any medical information to (1)
an insurance company through which | claim benefits and (2) any physician involved in my MEDICAL CARE. | realize the
authorization allows Ocmulgee Physicians to release any information to any of my insurers or physicians. | authorize and direct
my insurers to pay directly to Ocmulgee Physicians and/or its physicians any and all benefits up to the amount of my bill
pertaining to all charges incurred. | assign to which | am entitled, with respect to the Health Care Service(s) | receive, including
but not limited to, the proceeds of any liability settlement or judgment being paid by or on behalf of a third-party and any
benefits due from any third-party insurance policy. | direct that all such benefits be paid directly to Ocmulgee Physicians LLC
and/or its affiliates, including its physicians, and applied to my account(s) until the account(s) is paid in full. | understand that |
am personally responsible for any remaining fees. (Initials)

HIPAA-Privacy Policy

It is the policy of our practice that all physicians and staff members preserve the integrity and confidentiality of protected health
information (PHI) pertaining to our patients. The purpose of this policy is to ensure that our entire practice has the necessary
medical and PHI to provide our patients the highest quality of medical care possible. Patients should not hesitate to provide
information to our practice, physicians, or staff members for purpose of treatment, payment, and healthcare procedures. Our
HIPAA policy in its entirety can be obtained through out office at any time. Let us know if you would like to receive a copy prior to
signing this consent.

| understand HIPAA and its policies. (Initials)

| authorize the release of medical information necessary to process insurance claims and to healthcare providers for treatment or
care. (Initials)

| hereby acknowledge that Ocmulgee Physicians LLC will share my medical information, as permitted under federal law (HIPAA)

and Georgia State law, with my healthcare providers through a health information exchange. (Initials)
Prescription History Authorization:
| authorize the review of my prescription history for reasons of evaluation and treatments. (Initials)

Signature: Date:

Patient Representative: Relationship:




Ocmulgee Physicians, LLC
446 Poplar Street Suite B
Macon, GA 31204
Phone: (478) 746-0097 Fax: (478) 742-4051

Consent to Disclose Protected Health Information

l, , am granting permission for Ocmulgee Physicians, LLC to allow the following

people to have access to my:
|:| Medical Records
|:| Account Information

| understand | may revoke this permission by completing a new form.

Name: Relationship: Phone Number:

DOB:

Patient Name:

Date:

Signature:




Ocmulgee Physicians, LLC
446 Poplar Street Suite B
Macon, GA 31204
Phone: (478) 746-0097 Fax: (478) 742-4051

Medical Records Release Form

By signing this form, | authorize you to release confidential health information about me by releasing a copy of my

medical records, or a summary or narrative of my protected health information, to Ocmulgee Physicians, LLC.

Patient Name: DOB:

| understand that my medical records may contain information regarding the diagnosis or treatment of HIV/AIDS,

sexually transmitted diseases, drug/alcohol abuse, mental illness, or psychiatric treatment.
I:l | give my specific authorization for these records to be released to Ocmulgee Physicians, LLC.

I:I IF NOT, initial the information that you DO NOT want released:

Drug/Alcohol Abuse/Treatment Sexually Transmitted Diseases

HIV/AIDS Diagnosis/Treatment Psychiatric Diagnosis/Treatment

This authorization will automatically expire one year from date signed. You may revoke this consent at any time,
except to the extent that action has already been taken. You do not have to sign this authorization in order to obtain
treatment, payment or enrollment. You may revoke or terminate this authorization by submitting a written
revocation to Ocmulgee Physicians, LLC. Information disclosed under this authorization may be disclosed again by
the person/organization to which it was sent. It may not be possible to ensure your right to protection of the privacy

of this information once Ocmulgee Physicians, LLC discloses it to another party.

Signature: Date:




Patient Portal Agreement

We are pleased to provide a Patient Portal in partnership with our electronic medical records provider, eClinicalWorks, for
the exclusive use of established patients. The Patient Portal is designed to enhance patient-provider communication. All users
must be established by a previous office visit. We strive to keep all of the information in your records correct and complete.
If you identify any discrepancy in your records, you agree to notify us immediately. Additionally, by using the Patient Portal,
the user agrees to provide factual and correct information.

The Patient Portal provides access to the following services:

Request Prescription Refills
View Your Medical Records
Send Messages to Clinical Staff

The Patient Portal is not intended to provide internet based diagnostic medical services. The following limitations also apply:

No internet based triage and treatment requests. Diagnosis can only be made and treatment rendered after the patient
is seen by the doctor or nurse practitioner.

No emergent communication or services. Any emergent conditions should be handled by calling the office directly, going
to an urgent care clinic, emergency room, or by calling 911 should the emergency be life threatening.

No requests for new prescriptions or refills for conditions in which you are not being treated by our providers will be
accepted.

It may take up to 48 hours to receive a response to an email request. If you do not receive a response within 48 hours you
should contact the office at (478) 746-0097.

If you lose your password or username, you may request a new one through the web portal or in person at the office by
providing valid identification.

Always remember to log out and close your browser when you are finished accessing your password protected Patient
Portal services. This prevents someone else from accessing your personal information.

Patient Acknowledgement and Agreement:

| acknowledge that | have read and fully understand this consent form. | have been given risks and benefits of the Patient Portal
and agree that | understand the risks associated with online communications between Ocmulgee Physicians, LLC and myself, and
consent to the conditions outlined herein. | acknowledge that using the Patient Portal is entirely voluntary and will not impact the
quality of care | receive should | decide against using the Patient Portal. In addition, | agree to adhere to the policies set forth
herein as well as any instructions or guidelines that my medical provider may impose for online communications. | have been
given an opportunity to ask questions related to this agreement and all of my questions have been answered.

Do you wish to sign up for the Patient Portal?

[INo, I do not want to sign up.

[]Yes, | want to sign up.

Signature: Date:

Patient Representative: Relationship:




Patient Name:

Medical History:

DOB:

Have you ever been diagnosed or treated for any of the following? Check those that apply.

High Blood Pressure Reflux Dizziness
Low Blood Pressure Hernia Stroke/TIA
High Cholesterol Gastric Ulcers Migraines
Heart Attack Constipation Seizures

Heart Failure

Irritable Bowel

Dementia/Alzheimer’s Disease

Cardiac Stent/Bypass

Crohn’s Disease

Parkinson’s Disease

Heart Valve Abnormality

Ulcerative Colitis

Rheumatoid Arthritis

Abnormal Heart Rhythm

Diverticulosis/Diverticulitis

Multiple Sclerosis

Pacemaker/Defibrillator/Loop
Recorder (specify):

Colon Polyps

Autoimmune Disorder (specify):

Poor Circulation

Hemorrhoids

Cataracts

Peripheral Artery Disease

Poor Appetite

Glaucoma

Varicose Veins

Liver Disease

Macular Degeneration

Lymphedema Kidney Disease Diabetic Retinopathy
Anemia Dialysis Skin Disorder (specify):
Blood Clots Lack of Bladder Control Alcohol Abuse

Blood Transfusion

Blood in urine

Drug Abuse

Organ Transplant

Frequent Urination

Sexually Transmitted Disease

Diabetes

Recurrent UTIs

HIV Positive

Hypothyroidism

Prostate problems (if male)

AIDS

Hyperthyroidism

Osteopenia/Osteoporosis

Psychiatric Issues (specify):

Sleep Apnea Gout

COPD/Emphysema Numbness in hands or feet Cancer (specify):
Asthma Hearing Loss

Other:

Name of Your Last Primary Care Provider:

Preferred Pharmacy:

Phone Number:

Phone Number:

Current Medications (including prescription and over the counter medications/vitamins/supplements):

Name of Medication

Dosage in Milligrams # of Tablets/Capsules Frequency




Patient Name:

DOB:

Most Recent

Date

Doctor/Location

Physical

Chest X-ray

Electrocardiogram (EKG)

Mammogram

Bone Density

Colonoscopy

Endoscopy

Stress Test

Echocardiogram

Eye Exam

Pap Smear (if female)

Prostate Cancer Screening (if male)

Flu Shot

Prevnar 13 (pneumonia vaccine)

Prevnar 20 (pneumonia vaccine)

Pneumovax 23 (pneumonia vaccine)

Shingles Vaccine

Tetanus Vaccine

Allergies:

Name of Medication/Food

Reaction

Surgical History:

Year Surgical Procedure

Hospitalizations:

Year Reason




Patient Name:

Family History (check those that apply):

DOB:

For Grandparents: P (Paternal — Father’s side) M (Maternal - Mother’s side). Please specify GM (grandmother) and/or GF (grandfather).

Relative: Father Mother Grandparents (P) Grandparents (M) Aunt(s) Uncle(s)
Living or Deceased L or D L or D L or D L or D L or D L orD
Anemia GM GF GM GF
Diabetes GM GF GM GF
Hypothyroidism GM GF GM GF
Hyperthyroidism GM GF GM GF
High Blood Pressure GM GF GM GF
Heart Disease GM GF GM GF
Heart Attack GM GF GM GF
Stroke GM GF GM GF
Lung Disease GM GF GM GF
Cancer (specify)
Other (specify)
Number of Siblings: Brothers Sisters Number of Children: Sons Daughters
Relative: Brother(s) Sister(s) Son(s) Daughter(s)
Living or Deceased L or D L or D L or D L orD
Anemia
Diabetes

Hypothyroidism

Hyperthyroidism

High Blood Pressure

Heart Disease

Heart Attack

Stroke

Lung Disease

Cancer (specify)

Other (specify)

Social History & Health Habits (check which applies and specify where indicated):

Marital Status

[single [ Married [J Widowed [ Divorced

Living Situation

[] Independent in Private Home [] With Caregiver [_] Assisted Living [_]Nursing Home []Other:

Occupation

[J Unemployed [Retired []Employed (specify):

[C] Never Smoker

[ Current Smoker

Packs Per Day: Number of Years Smoked:

[ Previous Smoker Packs Per Day: Number of Years Smoked: Year Quit:
[] other Tobacco User [ cigar [ Pipe [Snuff/Chew []Vape Year Started: Year Quit:
[ Alcohol [JBeer [JWine []Liquor Frequency:

[] Caffeine Cups per day:

[] Exercise Intensity: [] Light (] Moderate C1Heavy  Frequency:

[] Specialized Diet Specify:

[] Recreational Drug Use | Specify:




Patient Name:

DOB:

MEDICARE PATIENTS ONLY

Current List of Patient’s Providers:

Type of Specialist

Provider’s Name

Current List of Medical Suppliers:
Please list any suppliers in which you may receive supplies (i.e. Home Health Agency, Diabetic Supplies, etc.)

Name of Supplier

Reason

FUNCTIONAL STATUS ASSESSMENT

YES

NO

SAFETY ASSESSMENT

YES

NO

Do you require someone else to drive for you?

Do you have difficulty with mobility (getting out of bed,
walking, or getting in/out of a chair)?

Do you need help using the telephone?

Do you have difficulty with your balance?

Do you require help with your shopping?

Do you use a cane/walker/wheelchair or other assistive
device? If yes, specify:

Do you require help with housekeeping?

Have you fallen in the LAST 12 MONTHS?
If yes, how many times?

Do you require help managing your medications?

Do you have any problems with your hearing?
If yes, do you use hearing aids? [Yes [INo

Do you require help managing your money?

Do you have any problems with your vision?
If yes, do you wear glasses or contacts? []Yes []No

Are you able to prepare your own meals?

Do you have stairs in your home without handrails or with
poor lighting?

Do you have any difficulty feeding yourself?

Do you have working smoke alarms in your home?

Do you require help with bathing?

Do you wear your seatbelt?

Do you have difficulty with grooming (combing
hair, shaving, brushing teeth)?

Do you get social/emotional support through family,
friends, church or other group activities?

Do you have any difficulty getting dressed?

Have you felt little interest or pleasure in doing things in the
past 2 weeks?

Do you require assistance using the restroom?

Have you felt down, depressed or hopeless in the past 2
weeks?

Does your bladder sometimes leak?

Do you have a living will or advance directive?

Do you have a medical power of attorney? If yes, what is their name?




	OFFICIAL NP PACKET correct1.pdf
	NEW PATIENT.pdf
	New PT Medicare Questions CORRECT.pdf

	Patient Name: 
	DOB: 
	Text4: 
	Text5: 
	Text6: 
	ADDRESS: 
	APT: 
	CITY: 
	STATE: 
	ZIP: 
	HOME: 
	CELL: 
	WORK NUMBER: 
	EMAIL: 
	EMPLOY: 
	JOB: 
	EMERGENCY CONTACT: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text39: 
	Date: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Patient Representative: 
	PT Rep Relationship: 
	NameRow1:  
	RelationshipRow1: 
	Phone NumberRow1: 
	NameRow2: 
	RelationshipRow2: 
	Phone NumberRow2: 
	NameRow3: 
	RelationshipRow3: 
	Phone NumberRow3: 
	NameRow4:  
	RelationshipRow4: 
	Phone NumberRow4: 
	NameRow5: 
	RelationshipRow5: 
	Phone NumberRow5: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Check Box71: Off
	Check Box90: Off
	Check Box115: Off
	Check Box72: Off
	Check Box91: Off
	Check Box116: Off
	Check Box73: Off
	Check Box92: Off
	Check Box117: Off
	Check Box93: Off
	Check Box118: Off
	Check Box94: Off
	Check Box119: Off
	Check Box95: Off
	Check Box120: Off
	Check Box78: Off
	Check Box96: Off
	Check Box121: Off
	Check Box97: Off
	Check Box122: Off
	Check Box98: Off
	Check Box123: Off
	Autoimmune Disorder Specify: 
	Check Box99: Off
	Check Box124: Off
	Check Box100: Off
	Check Box125: Off
	Check Box101: Off
	Check Box126: Off
	Check Box85: Off
	Check Box102: Off
	Check Box127: Off
	Check Box86: Off
	Check Box103: Off
	Check Box128: Off
	Check Box87: Off
	Check Box104: Off
	Check Box129: Off
	Check Box88: Off
	Check Box105: Off
	Check Box130: Off
	Check Box106: Off
	Check Box131: Off
	Check Box107: Off
	Check Box132: Off
	Check Box108: Off
	Check Box133: Off
	Check Box65: Off
	Check Box109: Off
	Check Box134: Off
	Check Box68: Off
	Check Box110: Off
	Psychiatric Issues Specify: 
	Check Box89: Off
	Check Box111: Off
	Check Box135: Off
	Check Box70: Off
	Check Box113: Off
	Cancer Specify: 
	Check Box331: Off
	Other: 
	Name of Your Last Primary Care Provider: 
	Phone Number: 
	Preferred Pharmacy: 
	Phone Number_2: 
	Name of MedicationRow1: 
	Dosage in MilligramsRow1: 
	 of TabletsCapsulesRow1: 
	FrequencyRow1: 
	Name of MedicationRow2: 
	Dosage in MilligramsRow2: 
	 of TabletsCapsulesRow2: 
	FrequencyRow2: 
	Name of MedicationRow3: 
	Dosage in MilligramsRow3: 
	 of TabletsCapsulesRow3: 
	FrequencyRow3: 
	Name of MedicationRow4: 
	Dosage in MilligramsRow4: 
	 of TabletsCapsulesRow4: 
	FrequencyRow4: 
	Name of MedicationRow5: 
	Dosage in MilligramsRow5: 
	 of TabletsCapsulesRow5: 
	FrequencyRow5: 
	Name of MedicationRow6: 
	Dosage in MilligramsRow6: 
	 of TabletsCapsulesRow6: 
	FrequencyRow6: 
	Name of MedicationRow7: 
	Dosage in MilligramsRow7: 
	 of TabletsCapsulesRow7: 
	FrequencyRow7: 
	Name of MedicationRow8: 
	Dosage in MilligramsRow8: 
	 of TabletsCapsulesRow8: 
	FrequencyRow8: 
	Name of MedicationRow9: 
	Dosage in MilligramsRow9: 
	 of TabletsCapsulesRow9: 
	FrequencyRow9: 
	Name of MedicationRow10: 
	Dosage in MilligramsRow10: 
	 of TabletsCapsulesRow10: 
	FrequencyRow10: 
	Text355: 
	Skin Disorder Specify: 
	DatePhysical: 
	DoctorLocationPhysical: 
	DateChest Xray: 
	DoctorLocationChest Xray: 
	DateElectrocardiogram EKG: 
	DoctorLocationElectrocardiogram EKG: 
	DateMammogram: 
	DoctorLocationMammogram: 
	DateBone Density: 
	DoctorLocationBone Density: 
	DateColonoscopy: 
	DoctorLocationColonoscopy: 
	DateEndoscopy: 
	DoctorLocationEndoscopy: 
	DateStress Test: 
	DoctorLocationStress Test: 
	DateEchocardiogram: 
	DoctorLocationEchocardiogram: 
	DateEye Exam: 
	DoctorLocationEye Exam: 
	DatePap Smear if female: 
	DoctorLocationPap Smear if female: 
	DateProstate Cancer Screening if male: 
	DoctorLocationProstate Cancer Screening if male: 
	DateFlu Shot: 
	DoctorLocationFlu Shot: 
	DatePrevnar 13 pneumonia vaccine: 
	DoctorLocationPrevnar 13 pneumonia vaccine: 
	DatePrevnar 20 pneumonia vaccine: 
	DoctorLocationPrevnar 20 pneumonia vaccine: 
	DatePneumovax 23 pneumonia vaccine: 
	DoctorLocationPneumovax 23 pneumonia vaccine: 
	DateShingles Vaccine: 
	DoctorLocationShingles Vaccine: 
	DateTetanus Vaccine: 
	DoctorLocationTetanus Vaccine: 
	Name of MedicationFoodRow1: 
	ReactionRow1: 
	Name of MedicationFoodRow2: 
	ReactionRow2: 
	Name of MedicationFoodRow3: 
	ReactionRow3: 
	Name of MedicationFoodRow4: 
	ReactionRow4: 
	Name of MedicationFoodRow5: 
	ReactionRow5: 
	YearRow1: 
	Surgical ProcedureRow1:  
	YearRow2: 
	Surgical ProcedureRow2: 
	YearRow3: 
	Surgical ProcedureRow3: 
	YearRow4: 
	Surgical ProcedureRow4: 
	YearRow5: 
	Surgical ProcedureRow5: 
	YearRow6: 
	Surgical ProcedureRow6: 
	YearRow7: 
	Surgical ProcedureRow7: 
	YearRow1_2: 
	YearRow2_2: 
	YearRow3_2: 
	YearRow4_2: 
	YearRow5_2: 
	ReasonRow5: 
	YearRow6_2: 
	ReasonRow6: 
	YearRow7_2: 
	ReasonRow7: 
	Check Box306: Off
	Check Box305: Off
	Check Box303: Off
	Check Box304: Off
	Check Box310: Off
	Check Box308: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box137: Off
	Check Box146: Off
	Check Box299: Off
	Check Box297: Off
	Check Box272: Off
	Check Box273: Off
	Check Box155: Off
	Check Box164: Off
	Check Box138: Off
	Check Box147: Off
	Check Box251: Off
	Check Box252: Off
	Check Box274: Off
	Check Box275: Off
	Check Box156: Off
	Check Box165: Off
	Check Box139: Off
	Check Box148: Off
	Check Box253: Off
	Check Box254: Off
	Check Box276: Off
	Check Box277: Off
	Check Box157: Off
	Check Box166: Off
	Check Box140: Off
	Check Box149: Off
	Check Box255: Off
	Check Box256: Off
	Check Box278: Off
	Check Box279: Off
	Check Box158: Off
	Check Box167: Off
	Check Box141: Off
	Check Box150: Off
	Check Box257: Off
	Check Box258: Off
	Check Box281: Off
	Check Box282: Off
	Check Box159: Off
	Check Box168: Off
	Check Box142: Off
	Check Box151: Off
	Check Box259: Off
	Check Box260: Off
	Check Box283: Off
	Check Box284: Off
	Check Box160: Off
	Check Box169: Off
	Check Box143: Off
	Check Box152: Off
	Check Box261: Off
	Check Box263: Off
	Check Box287: Off
	Check Box286: Off
	Check Box161: Off
	Check Box170: Off
	Check Box144: Off
	Check Box153: Off
	Check Box264: Off
	Check Box265: Off
	Check Box288: Off
	Check Box289: Off
	Check Box162: Off
	Check Box171: Off
	Check Box145: Off
	Check Box154: Off
	Check Box266: Off
	Check Box267: Off
	Check Box290: Off
	Check Box291: Off
	Check Box163: Off
	Check Box172: Off
	Specify Cancer1: 
	Specify Cancer2: 
	Specify Cancer5: 
	Specify Cancer6: 
	Specify Other1: 
	Specify Other2: 
	Specify Other5: 
	Specify Other6: 
	Brothers: 
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box174: Off
	Check Box183: Off
	Check Box193: Off
	Check Box202: Off
	Check Box175: Off
	Check Box184: Off
	Check Box194: Off
	Check Box203: Off
	Check Box176: Off
	Check Box185: Off
	Check Box195: Off
	Check Box204: Off
	Check Box177: Off
	Check Box186: Off
	Check Box196: Off
	Check Box205: Off
	Check Box178: Off
	Check Box188: Off
	Check Box197: Off
	Check Box206: Off
	Check Box179: Off
	Check Box189: Off
	Check Box198: Off
	Check Box207: Off
	Check Box180: Off
	Check Box190: Off
	Check Box199: Off
	Check Box208: Off
	Check Box181: Off
	Check Box191: Off
	Check Box200: Off
	Check Box209: Off
	Check Box182: Off
	Check Box192: Off
	Check Box201: Off
	Check Box210: Off
	Specify Cancer7: 
	Specify Cancer8: 
	Specify Cancer9: 
	Specify Cancer10: 
	Specify Other7: 
	Specify Other8: 
	Specify Other9: 
	Specify Other10: 
	Cups per day: 
	Specify Cancer3: 
	Specify Other3: 
	Specify Cancer4: 
	Specify Other4: 
	Check Box362: Off
	Text413: 
	Text414: 
	Text415: 
	Text416: 
	Text418: 
	Text421: 
	Text422: 
	Text423: 
	Text424: 
	Text425: 
	Text429: 
	Text430: 
	Check Box431: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Check Box436: Off
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box443: Off
	Check Box445: Off
	Check Box446: Off
	Check Box447: Off
	Check Box448: Off
	Check Box449: Off
	Check Box450: Off
	Check Box451: Off
	Check Box452: Off
	Check Box453: Off
	Check Box454: Off
	Check Box455: Off
	Check Box456: Off
	Check Box457: Off
	Check Box458: Off
	Check Box459: Off
	Check Box461: Off
	Check Box462: Off
	Check Box463: Off
	Text3: 
	Sisters: 
	Sons: 
	Daughters: 
	Type of SpecialistRow1: 
	Providers NameRow1: 
	Type of SpecialistRow2: 
	Providers NameRow2: 
	Type of SpecialistRow3: 
	Providers NameRow3: 
	Type of SpecialistRow4: 
	Providers NameRow4: 
	Name of SupplierRow1: 
	ReasonRow1: 
	Name of SupplierRow2: 
	ReasonRow2: 
	Name of SupplierRow3: 
	ReasonRow3: 
	Name of SupplierRow4: 
	ReasonRow4: 
	If yes how many times: 
	Do you have a medical power of attorney If yes what is their name: 
	Check Box27: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box66: Off
	Check Box67: Off
	Check Box69: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Text86: 
	Text87: 


