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? KURT D JOMES, W0, FACDG ~ CENTER FOR WOMENS HEALTH Mt‘/m

PATIENT REGISTRATIC

Nome _ SS#
Street Address _ Date of birth________ Marital status: 8 M W Sep |
City State Zip
Telephane: Home Office '
Referred by
Spouse’s name
Spouse’s employer / address
Emergency contact Tel# Relotionship
PATIENT EMPLOYER Iuromnow
Employer name Tel#
Employer street address City / State Zip
Patients occupation
INSURED PERSON (IF NOT PATIENT)
Name Tel#
Street Address 'Cify / Stcte __- Zip
Relationship to potient ' -
INSURANCE o _
Medicaid # (if applicable) Medicdre # [if apoiicable]
Primary Insurance Cempany Name — ; .
IC # ' Group ¥ Tel #
Secondory Insurance Company Eque
- iD# . Group ¥ : Tel#
MeDicaL INFORMATION RELEASE AND ASSIGNMENT OF BENEFITS —

! authorize the relegse of any medical informotion necessory 16 process this claim. | permit a copy of rhi:

outhorizetion to be used in place of the original.

Date . Signature

! hereby aulhor:ze Dr. to apply for benefits on my behalf for covered

services rendered by hlm/her ot by his/her order. | request that payment from my insuronce company be
made directly to Dr. {or to the purry whe occepls ass;gnmenr)

{ cartify that the informatian | have reported w.rth regard to my insurance coverage is correct.

| permit @ copy of this au*hor:zahon to be used in. place of the original. This autharization may be
revoked hy either me or my insurance campoany Gf any time in writing. .

Signature

Date

[Patient, parent, or guordion]

MISCELLANEOUS NOTES




? KURT D JONES, MD, FACOG ~ CENTER FOR WOMENS HEALTH

SSH#

Tple ¢ /ClimiFon

" PATIENT REGISTRA

Name

GENERAL MEDICAL INFORMATION

Deseribe the current medical problem/reason for today’s visit:

Present medications:

Allergies to medications:

Allergies [e.g., itchiness or hives| to specific brands of soap/laundry detergent’

Other physicians currently treating you:

Previcus or other medical problems:
List any previous surgeries of hospitalizations include number of miscarriages and live births]:

Females only: Are you pregnant, planning a pregnancy of nursing a child® i3 Yes WNo

Do you smoke2 W No U Yes 0 Cigareftes U Pipe i Cigars No. of years _How much?
Interested in stopping? 2 Yes a No

Do you regularly drink alcohol? UYes WNo How many ounces/beers per day?

Do you reguiarly drink coffee? JYes WNe How many cups per day®

Are you under a lot of pressure at work? ) Yes QNe Please describe:

PersoNaL MEDICAL HISTORY

Have you ever had any of the following lcheck all that apply):

T Chest pain/pressure/tightening Q Asthma U Kidney disease

i Hypertension 2 Dizzy spells __Q Shortness of breath

2 Heart attack Q Cancer _Qa T8/lung disorder

12 Stroke : 4 Diobetes ' Ulcers

O Headaches 0 Arthritis - @ Skin disorders

Q Gloucoma ) Difficuity hearing Q Hepatitis

2 Glaucoma

Q Allergies or Eczema
2 Memory loss

Q0 Depression
) Hemorrhoids

1 Cataracts

11 Frequent urinary infections

U Digestive problems

Q Blood in stool

Q@ Other:

IMMUNIZATIONS FamiLy HISTORY
R

[Year last received, if known)

Smailpox
Tetanus HIGH BLOOD PRESSURE K ]
T thoi d _ ePILEPSY O3 Q
Polio cancer W 2
ECZEMA / PSORIASS O Q
Infloenza HEART ATTACK / STROKE -l
Pngumonia biageres (3 0
bello ASTHMA O 0
Hepatitis ray FEVER ([ ]

MiSCELLANEOUS NOTES

FATHER'S MOTHER'S
FATHMER MOTHER PARENTS PARENTS SIBUNGS O
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Deseribe the current medical problem/reason for today's visit:

Present medications:

Aliergies to medications:

Allergies [e.g., itchiness or hives) to specific brands of soap/laundry defergent:

Other physicians currently treating you:

Previcus or other medical problems:
List any previous surgeries of hospitolizations (include number of miscarrioges and live births}:

Females only: Are you pregnant, planning o pregrancy of nursing a child? 1 Yes QO No

_How much?

Do you smoke? U No U Yes  Cigarettes U Pipe QA Cigars No. of years
Interested in stopping? Q Yes  No

Do you regularly drink alcohol? QDYes WNo How many ounces/beers per day?

Do you regularly drink coffee? UYes UWNo How many cups per day?

Are you under a lot of pressure at work? U Yes QNc  Please describe:

PersonaL MEDICAL HISTORY

Have you ever had any of the following lcheck all that apply}:

Q Chest pain/pressure/tightening Q Asthma U Kidney disease

i Hypertension 2 Dizzy spells Q Shoriness of breath
Q Heart attack Q Cancer _Q TB/lung disorder
Q Stroke . 21 Diabetes ‘4 Ulcers

2 Headaches Q Arthritis : @ Skin disorders

QA Glawoma {1 Difficuity hearing i Hepatitis

T Glauveomo

2 Cataracts

Q Aliergies or Eczemao

2 Memory loss

Q Depression
3 Hemorrhoids

3 Blood in stool

U Digestive problems

L) Frequent urinary infections

Q Other:

IMMUNIZATIONS Famiry HisTORY

[Year last received, if known)

Smatlpox
Tetanus HIGH BLOOD PRESSURE & | - Qa a
Typhoid oo 2 9 @0
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Pneumonia DIABETES L 0 ] I u
bella ASTHMA (2 2 2 “ a
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