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Patient Information

Patient's Name (Last, First, Middle) _____________________________________________________

Social Security Number _______-_______-__________ Birth Date ____________________________

Street Address ______________________________________________________________________

City, State, Zip Code_________________________________________________________________

Home Phone  (        ) ______________________   Cell Phone  (         ) _________________________

Employer _______________________________  Employer Phone Number (       ) _______________

In Case Of Emergency

Emergency Contact’s Name ___________________________________________________________

Contact’s Relation ___________________________________________________________________

Contact’s Address (if not living at same address):

__________________________________________________________________________________

__________________________________________________________________________________

Home Phone  (        ) _________-___________  Work Phone  (        ) ________-__________________

Insurance Information

Printed Name of Authorized Cardholder ____________________________________________ 

Name of Insurance Company _____________________________________________________

Identification Number ___________________________________________________________

Group ID Number ___________________________ 

Authorized Cardholder's Birth Date _______________________

Patient’s Relationship to Insurance Holder:     Self     Spouse   Child   Other _______________

Patient Consent for TREATMENT AND Use and Disclosure of Protected Health Information
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I hereby give my consent for Bay Area Quick Care to use and disclose protected health information (PHI) about me to carry out treatment, payment and health care operations.

With this consent, Bay Area Quick Care may call my home or other alternative location and leave a message on voice mail or in person in reference to any items that assist the Bay Area Quick Care in carrying out treatment, payment, and health care operations, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory test results, among others. 

With this consent, Bay Area Quick Care may e-mail to my home or other alternative location any items that assist the Bay Area Quick Care in carrying out treatment, payment, and health care operations, such as appointment reminder cards and patient statements. I have the right to request that Bay Area Quick Care restrict how it uses or discloses my PHI to carry out treatment, payment, and health care operations. The Bay Area Quick Care is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 

By signing this form, I am consenting to allow Bay Area Quick Care to use and disclose my PHI to carry out treatment, payment, and health care operations.

I may revoke my consent in writing except to the extent that the Bay Area Quick Care has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Bay Area Quick Care may decline to provide treatment to me. 
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Patient/guardian must be provided with a signed copy of this authorization form. 

Name:__________________________________________________  Date:_______________________

 FAMILY HISTORY:

	Please list any close relatives who have had the following illnesses:  Please state relationship

	Allergies or Asthma (please circle)


	High blood pressure 

	Anemia 


	Kidney disease 

	Arthritis 


	Mental Disturbances 

	Bleeding Tendencies

 
	Stroke 

	Cancer (type?)

 
	Tuberculosis 

	Diabetes (type?)

 
	Ulcers 

	Heart Disease or Heart Attacks (please circle)


	Other (specify) 


PERSONAL HISTORY:   CIRCLE any of the following medical problems you have had, or still have. 

Measles (Rubeola) 





Diabetes – type? ____________________

Mumps






Anemia – type?______________________

Rubella (3-day Measles) 




Hypoglycemia (low blood sugar)

Chickenpox 






Easy bruising or bleeding

Rheumatic fever





Dizziness/Fainting

Thyroid problem 





High blood pressure 

Chronic diarrhea or constipation



High Cholesterol

Ulcer/Heartburn





Heart Attack

Stomach problems 





Heart Disease

Gall bladder problems 




Blood clots

Kidney stones or diseases 




Psychiatric Disorder

Urine infections





Autoimmune disorder





Allergies/Hay fever 





Skin problems – type?  _______________

Frequent headaches 




Sexually Transmitted Diseases

Seizures/Epilepsy 





Drug Abuse

Depression/Anxiety 





Alcohol Abuse

Tuberculosis 






Eating Disorder – type? _______________

Eye or vision problems




Chronic pain – type? _________________

Ear or hearing problems




Liver Problems

Sore throats 






Obesity

Sinus infections 





Erectile Dysfunction

Persistent cough 





Prolonged Infections

Asthma 






Fibromyalgia

Bronchitis/Pneumonia 




Menopause

Immunizations:  Up to Date     Out of Date     Influenza     Pneumonia     Shingles     Hepatitis

Have you had a tetanus shot within the past 10 years?  _________________

Are you or could you be pregnant? _______________Date of last menstrual period____________

Please list any hospitalizations or surgeries.

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

List drugs or food that you are allergic or sensitive to:  If none, write “none”.

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Please list all medications and supplements that you are taking, including dose and schedule:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY:

Do you use tobacco?  Never     Quit Date:________   Smoke ( _______ packs per day)   Chew

Do you consume alcohol?  Never      Rarely       Daily       Weekly       Special Occasions

Marital Status:   Single       Married       Divorced       Separated       Widowed   

Occupation:_______________________________________        Retired        Disabled

Signature: _______________________________________________Date: ______________________

Print Name:_________________________________________________________________________








Pain Medication Agreement

I, _________________________________ understand that I have pain that has not been adequately controlled with other medication and that my function is limited by my pain. I understand that the intent of the medication is to increase my ability to do more, though the medication is unlikely to eliminate the pain.

I will take the medication only as prescribed. I will not take any sedative, alcohol or other pain medications without the prior approval of my prescribing health care provider.

I understand that the medication will be prescribed only by Cynthia Malowitz, NP-C or David Gray, M.D. and only according to the agreed-upon schedule. Prescriptions will be provided only during appointments. Refills will never be provided by telephone.  I understand that the health care provider will only prescribe enough pain medication for one week.  If I need additional treatment with pain medication, I am required to be re-evaluated by the health care provider.  Also, I understand that the providers will only treat my pain for up to a 3 month period.  After that time, the pain is considered “chronic” and I will be referred to a pain management specialist.

I will not seek or accept any medications for pain other than those prescribed by my health care provider. “Medications for pain” includes prescriptions from other health care provider’s, medications borrowed or accepted from family or friends, and any illicit or street drugs.

I understand that my health care provider is under no obligation to provide these medications to me, and that she or he reserves the right to discontinue these medications at any time. At my health care provider’s discretion, I agree to cooperate with random drug testing, which may be requested at any time.  If I refuse, I understand the medication will be stopped. I understand that law enforcement agencies will be notified if there is evidence of prescription tampering or other illegal activity.

I understand that lost or stolen medications will not be refilled under any circumstances. It is my responsibility to protect and secure any medications. This includes keeping the medication out of reach of children.

I understand that my health care provider may requite specialist evaluation of my treatment, and I agree to keep appointments when my physician refers me. My health care provider will send a report of my care and a copy of this agreement when a referral is made.

In addition to the above agreements, I accept the right of my health care provider’s clinical staff to terminate this agreement for any of the following reasons:

1. I seek or obtain any pain medication or other scheduled/psychoactive medication from a source other than my               
health care provider.

2. I give, sell or in any way distribute prescribed medications to any other person(s).

3. I in any way attempt to forge or alter a prescription.

4. My medical condition declines to the point at which, in the judgment of my health care provider, continued therapy 
with this medication presents a danger to my well-being or safety.

5. There is evidence that I am no longer receiving a reasonable therapeutic benefit from the medication, or my health 
care provider determines that I am no longer a good candidate to continue the medication.

6. If there is evidence of illicit drug use.


I agree to fill my prescriptions only at the pharmacy I list below. If I change pharmacies, I will contact my health care provider’s office and provide them with the name, address and phone number of the new pharmacy. Under no circumstances will I obtain medications from more than one pharmacy at a time. In order to verify appropriate medication use, my health care provider’s office will provide my chosen pharmacy with a copy of this agreement.

Pharmacy name ____________________________________________________________________________________________

Pharmacy telephone ________________________________________________________________________________________

I understand that by signing this agreement, I must abide by the rules reviewed above and that failure to abide by these agreements will result in the termination of medication prescriptions and possibly the termination of services from my health care provider and his or her practice.

________________________________________________________________________________________________________

Patient signature


Date

  


Physician signature
                 Date

�












