PATIENT INFORMATION

                                     ACCOUNT #_______________

(MR.) (MRS. (MS.) (Dr.)  FIRST NAME _____________________MI _    LAST___________________________

ADDRESS: STREET _____________________________ ______________________APT_____________

 CITY     ___________________________________ STATE ________________ZIP __________________

PROFESSION:

SOCIAL SECURITY #      ______-______-________    SEX   M /F     DATE OF BIRTH  ______/_______/_________

HOME PHONE    ( _______ ) _______-___________    WORK PHONE ( ______ ) ________- __________________

CELL PHONE     ( _______ ) _______-___________     E-MAIL             ___________________________________

REFERRING PHYSICIAN

NAME                   ________________________________________________________________________________

ADDRESS            ________________________________________________________________________________

TELEPHONE #   ( _______ ) ________- __________     FAX #  ( ______ ) -_________-__________

INSURANCE INFORMATION

PRIMARY INSURANCE __________________________________________________________________________

ID# ___________________________________________ GROUP # ________________________________________

GUARANTOR NAME ___________________________ SS# ______-______-_______  DOB ______-_____- ______

SECONDARY INSURANCE _______________________________________________________________________

ID#___________________________________________ GROUP # ________________________________________

GUARANTOR NAME___________________________ SS# ______- ______-_______ DOB _______-_____-______

EMERGENCY CONTACT _______________________________ PHONE # ( ____ ) -_______

PHARMACY NAME ____________________________ PHONE # ( _____ )- ______________
I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE PRACTICE OF ROBERT H.SPECTORMD,LLC, FOR PROFESSIONAL SERVICES RENDERED.I AUTHORIZE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS MEDICAL CLAIMS.  I ACKNOWLEDGE THE RECEIPT OF NOTICE OF PRIVACY PRACTICES AND MY SIGNATURE BELOW, VERIFIES HIPAA DISCLOSURE.  IF THE INSURANCE INFORMATION I HAVE SUPPLIED IS INACCURATE OR INVALID, I ASSUME FULL FINANCIAL RESPONSIBILITY.  FOR THOSE CARRIERS THAT WE DO NOT PARTICIPATE, PAYMENT WILL BE DUE IN FULL AT THE TIME OF SERVICE. PARTICIPATING INSURANCE CARRIERS ARE TO PROCESS AND PAY CLAIMS CORRECTLY WITHIN 30 DAYS OF SUBMISSION. AFTER THIS TIME, ALL OUTSTANDING BALANCES BECOME THE RESPOSIBILITY OF THE PATIENT. AT NO TIME WILL THE PRACTICE BECOME A NEGOTIATOR OF PAYMENT DUE TO A CARRIERS ERROR. WE ARE COMMITTED TO PROVIDING YOU WITH THE BEST MEDICAL CARE AND SERVICE. AS A COURTESY, WE REQUIRE 48 HR NOTICE FOR THE CANCELLATION OF SCHEDULED APPOINTMENTS.  THERE WILL BE A $50 CHARGE FOR THE LACK OF NOTIFICATION. A PHOTOCOPY OF THIS AGREEMENT IS TO BE CONSIDERED AS VALD AS THE ORIGINAL. I HAVE READ AND UNDERSTAND THAT THE ABOVE FINANCIAL POLICY AND AGREE TO HONOR IT.SIGNATURE OF PATIENT OR RESPONSIBLE PARTY

 ________________________________________DATE ________

MEDICAL QUESTIONNAIRE
Date__________________ Name _______________________________________ Age____________ 

Occupation ___________________________________ Referring Doctor(s)______________________________ 

PLEASE ANSWER THE FOLLOWING:





NO
YES




NO
YES

Weight Change,





Stomach Ulcer

___
___

+ or – 10 pounds


___
___




in last 12 months 





Liver Disease

___
___

Convulsions


___
___

Kidney Stones

___
___

Stroke



___
___

Smoke? How much?
___
___

Multiple Sclerosis


___
___

Drug Allergies



Sexually Transmitted Disease

___
___

Bronchitis or Asthma
___
___

Use Alcohol? How much?

___
___

Cancer


___
___

Thyroid Disease


___
___

High Blood Pressure
___
___

Diabetes



___
___

Heart Attack

___
___

High Cholesterol


___
___

Blood Diseases

___
___

Lung Diseases


___
___

Heart Murmur

___
___

Urinary/Bowel symptoms

___
___

Rheumatic Fever

___
___

Psychiatric conditions

___
___

Skin Diseases

___
___

Fever



___
___

Cataracts removed

___
___

Possiblity of Pregnancy?

___
___

Glaucoma

___
 ___

Pacemaker


___
___

Any metal in body?

___
___

History of drug/alcohol abuse

___
___

Tobacco abuse

___
___

Are your symptoms due to an Auto accident, Worker’s Compensation claim or Disability ___
___
CURRENT MEDICATIONS:

____________________
_______________________
   __________________

____________________
_______________________
   __________________

FAMILY HISTORY: (List all brothers and sisters)



AGE

Important illnesses or cause of death

Father

_____

_____________________________________

Mother

_____

_____________________________________

___________
_____

_____________________________________

___________
_____

_____________________________________

___________
_____

_____________________________________

SURGERIES: _____________________________________________________________________

COMMENTS/CONCERNS: __________________________________________________________

