Patient Information Form

Name Date
Firat Middie Lesl
Address City State Zip
Cell # Home phone Soc. Security # Birthdate
Email
Check Appropriate Box O Minor O single [ Married 0 pivorced [0 widowed [ separated
If college student, F.T/P.T., name of school City State
Patient or parent's employer Work phone
Business address City State Zip
Spouse or parent’s name Employer Work phone
Whom may we thank for referring you
Person ta contact in case of an emergency Phone X
Responsible Party
Name of person responsible for this account Relationship to patient
Address Home phone
Driver's license # Birth Date Soc. Security #
Employer Work phone
Is this person currently a patient in our office O Yes O No
Insurance Information
Name of Insured Relationship to patient
Birthdate Soc. Security # Date employed
Name of employer Union or local # Work phone
Employer address City State Zip
Insurance Co. Tel. # Grp. # : Policy/I.D #

How much is your deductible

How much have you used

Max annual benefit

Do you have any additional insurance [J Yes [0 No

If yes, complete the following:

Name of Insured Soc. Security # Date employed

Name of employer Union or local # Work phone

Employer address City State | Zip
Insurance Co. Tel. # Grp. # Policy/l.D. #
Ins. Co. address City State. Zip

How much is your deductible

How much have you used

Max annual benefit

X

Signature of patient (or parent, if minor)

Patient number



POTTSTOWN SURGICAL ASSOCIATES, LTD
1329 E. HIGH ST. SUITE 1 POTTSTTOWN, PA 19464
610-326-8400 FAX: 610-323-8215

Date

Patlent Name DOB,

TOBACCO ASSESSMENT

Smoking Status: [ICutrent every day [lHeavy [Oiight TIFormer CONever ElUnknown

[JRecelved Counseling on smoking cessation OTobacco User

[JRx therapy for smoking cessation [OPacks Per Day

[Discussed smoking cessation strategies [Years Smoked

‘0O0Second Hand Smoke Exposure [ODate Quit Smaking
SOCIAL HISTORY

Alcohol Use:[TNon-drinker [1Qceasional [JSocial [IModerate [lHeavy [Recovering Alcoholic CINever
D Received counseling regarding alcohol cessation
Drug Use:[1Yes [INo
Type:

status:[INever [IOccasionai [Daily Ofrior Use [CJRistory of drug abuse
CTattoos [3Body Piercings [(Jcaffeine Use
[CINative Language (JMarital Status
JOccupation CIReligion
Cleducation Level [JExercise habits
PREVENTIVE CARE
Last Pap Smear,

Last Complete Physical Exam

Last Colonoscopy.

Last Flexible Sigmoidoscopy.

Last Stool Occult Blood Test

Last Tuberculin PPD Test

Last Mammography.

Last Flu Vaccine




POTTSTOWN SURGICAL ASSQCIATES, LTD
1329 E. HIGH ST. SUITE 1 POTTSTOWN, PA 19464

610-326-8400 FAX: 610-323-8215

Patient Name DOB Date

PAST MEDICAL HISTORY
CJAicoholism  [Glaucoma [OKidney Infections OPulmonary Disease
OlAnemia COGout [Kidney Stone [JRheumatic fever
CArthritis [Heart Attack CIMigraines [ISeizures/Epilepsy
CJAsthma ClHeart Murmur [OMultiple Sclerosis [skin Cancer
[JBack Pain [CJHigh Cholesterol ClOsteoporosis IsTD
Ocardiac Pacer [IHypertension Oparkinson’s Disease [Istroke
[Depression  OHIV ' O Phlebitis ClTerminal tliness
ObMType2  UKidney Disease COPneumonia OTuberculosis
CObMType1l  ClKidney Failure [Progressive Neurological Disorder [L1Thyroid Disease
ClEmphysema
INo medical problems
(OOther

GENERAL FAMILY HISTORY

{JDenial of any knowledge of family history

[JAdopted [JUnknown Maternal Hx
OAicoholism [(Ocancer

CJAnemia [IcCholesteral Problerns
DOAsthma (Jcrohn’s Disease
ClArthritis O Depression

(JBirth Defects [ODiabetes

[OBleeding Disorder [JHypertension
CcCardiovascular Disease [JKidney Disease
CIEmphysema

ClCther

OUnknown Paternal Hx
[Liver Disease

] Osteoporosis
CJPuimonary Disease
[JStomach Ulcer
[CIStroke

OThyroid Disease

PAST SURGICAL HISTORY
CINo Prior Surgical History
[JAppendectomy [JHemotrhoids CMyomectomy
CJC-Section {(JHiatal Hernia ClObesity Surgery
[CiCholecystectomy [JHeart Surgery CJoophorectomy
[IColon Resectlon, [JJHysterectomy [Prostate
(JEGD (JJoint Replacement OStomach
CJERCP CIKidney OThyroid
[JGallbfadder OLiver Biopsy O Tonsii/Adencidectomy
[1Groin Hernia [COmastectomy OTubal Ligation

[O0ther




POTTSTOWN SURGICAL ASSOCIATES, LTD
1329 E. HIGH ST. SUITE 1 POTTSTOWN. PA 19464
610-326-8400 FAX: 610-323-8215

Patient Name DO8B ' Date

Height Weight, BP Pulse

MEDICATIONS(please list name, dose and frequency)

[INo current medications

ALLERGIES{please list reaction if known)

[INo Known Drug Allergies
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