Allergy, Asthma

AND MMUNOLOGY

Aduvanced, personaliged care for effective relief

PATIENT INFORMATION

Thank you for choosing our office! In order to serve you properly, we need the following information.
Please print. All information will be confidential.

PATIENT INFORMATION:

Patient’s Name SS#
Birth date Age [(OMale CJFemale [Other Phone #
Mailing Address City/State Zip

Check appropriate box: [I1Minor [JSingle (IMarried [IDivorced C]Widowed []Separated

E Mail address: Pharmacy/Phone #

Employer Occupation Work #

Whom may we thank for referring you?

Responsible Party:
Name of person responsible for this account
Driver’s License #: SS# Date of Birth

Address City/State Zip Phone#

Relationship to patient:

IF PATIENT IS A MINOR OR STUDENT:

Mother’s Name Birth date SS#

Address City/State Zip Phone#
Father’s Name Birth date SS#
Address City/State Zip Phone#
INSURANCE INFORMATION:

Primary Ins Company ID# Group #
Policy Holder’s Name Employer DOB
Secondary Ins Company ID# Group #
Policy Holder’'s Name Employer DOB
EMERGENCY CONTACT (Person out of the Home)

Name Phone# Relationship

CONSENT AND AUTHORIZATION:

| hereby give my consent and authorization for Allergy, Asthma and Immunology, PSC to use or disclose my personal health
information as they see fit. | understand | have the right to review the provider’s privacy notice, to request restrictions and to
revoke this consent at any time. This consent and authorization is valid for Allergy, Asthma and Immunology, PSC. | also
authorize and request that payment under my insurance programs be made directly to the above provider for any services
furnished to me. | understand even though | have insurance, | am responsible for payment.

Signed Date




Allergy, Asthma

AND IMMUNOLOGY

Advanced, personalized care for effective relief

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information
about how we may use or disclose protected health
information. The notice contains a patient’s rights
section describing your rights under the law. You
ascertain that by your signature that you have reviewed
our notice before signing this consent. The terms of the
notice may change, if so, you will be notified at your
next visit to update your signature/date.

You have the right to restrict how your protected health
information is used and disclosed for treatment,
payment or healthcare operations. We are not required
to agree with this restriction, but if we do, we shall
honor this agreement. The HIPAA (Health Insurance
Portability and Accountability Act of 1996) law allows
for the use of the information for treatment, payment,
or healthcare operations.

By signing this form, you consent to our use and
disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have
the right to revoke this consent in writing, signed by
you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

e Protected health information may be disclosed or
used for treatment, payment, or healthcare operations.
e The practice reserves the right to change the privacy
policy as allowed by law.

® The practice has the right to restrict the use of the
information but the practice does not have to agree to
those restrictions.

e The patient has the right to revoke this consent in
writing at any time and all full disclosures will then
cease.

® The practice may condition receipt of treatment upon
execution of this consent.

PRIVACY PRACTICES & PATIENT ACKNOWLEGEMENT

May we phone, email, or send a text to you to confirm
appointments? [JYES [INO

Preferred phone number:
CJcell or CJHome

Alternate phone number:
[ICell or CJ Home

Email:(please print)

May we leave a detailed message on your answering
machine at home or on your cell phone? [J YES [JNO

May we discuss your medical condition with any
member of your family? [JYES LI NO

If YES, please name the members allowed (please print)

Name/ Date of Birth :

Patient’s Name:

Patient’s Date of Birth:

This consent was signed by:

(PRINT NAME PLEASE) / relationship if minor

Signature:

Date:

Witness:

Date:




Patient History

Patient Name: D.O.B. Today’s Date:
Reason for seeing the doctor :

Current medications:

Personal History: (age at onset)

Asthma Ear infection(s) Colic
Bronchitis Throat infections Eczema
Sinus problems Hives Hay Fever
Diarrhea Rashes Coughing
Nausea Headaches Sneezing
Stomach problems Other

Worst Season: [JWinter [ISpring LISummer CIFall CJAll Year
Circle if worse: CJAfter eating — [1Exertion — (JIndoor —[]1Outdoor — (1Work —-[1Home — [1School -
COMorning — [IDay — [INight — [IChanges in weather — L]Air conditioning

Aggravating Factors : [JDust — (1Dog — [JCat — (JFeathers —~[JHay ~ [JBarn — []Cattle - C1Horses —[IFur -

COWool - (JOdors — CITobacco — [1Colds — CICosmetics — C1Smoke — [JLeaves — [1Mowing
Pollens Flowers Plants Foods
Allergy to Insects: OMosquito — [1Bee — (1Wasp — [10ther:
Allergy to medicines: (]Aspirin — (IPenicillin — (JSulfas — C1Mycins — (JTetanus — (1Other:

Serious illnesses:

Date of last chest X-ray:

Previous surgery: [Tonsils and (ladenoids Date: Physician:
[INose — [1Polyps — [1Sinuses — []Ear tubes Date: Physician:
Other:
Previous allergy testing date: Physician:
Treatment: How long:

Family History: Does any member of the family have: (] Allergies—[]Asthma—-[1Hay Fever-[JRash-[JHives
CJFather - C]Mother — (IBrother — [Sister — (JUncle — (JAunt — (JGrandparent

Living Conditions:

Type of setting : [ICity [1Country Basement: [(JDamp [IDry Bathroom: [JBathtub [JShower

Carpet House : [IBrick [JFrame Bedrooms: Pillows — Feather — Dacron — Foam - Plastic covered
OTrailer CJApartment Mattress — [linnerspring — (JFoam — [1Cotton — [1Feather

Type of heating: [1Gas [IElectric Floors — [1Carpet — [ILinoleum — (ITile -CJHardwood
[OCoal [OWood [JOther: Windows - [1Curtains — (IDrapes — [IBlinds

Air conditioning : [INone- []Central -[JWindow Any stuffed toys:

Pets: (JCat [JDog [IBird indoor or (JOutdoor  Animals : CJHorse [ICattle (JRabbits [JOther: _
Any exposure to cigarette or pipe smoke? [JYES CONO



REVIEW OF SYSTEMS

Patient Name: DOB: Date:

CONSTITUTIONAL SYSTEMS GASTROINTESTINAL

Good Health Lately.........c.ccccocveeeneeeeo... LJNO - CIYES | Nausea or VOmiting .......ccceeevvveeneee. LINO - LIYES

Recent Weight Change........................JNO  [JYES | Frequent Diarrhea .........ccccovereerveneen. LINO  LIYES

FEVEF c.oeeeeecvecercveeeeenseeeenseneenseneenenenes LINO - CJYES | Painful Bowel Movements .............. LINO  [JYES

FAtiBUE .....ccvveecereeenreninesssiseeeieneeeee. LINO - LIYES | Constipation ... : .. ONO  JYES
Rectal B!eedmg or Blood in Stool ..CONO  [JYES

EYES Abdominal Pain or Heartburn ............DNO CJYES

Eye Disease or Injury .......ccocevwenee. LINO LIYES

Wear Glasses/Contact Lenses............. CONO  [IYES | GENITOURINARY

Blurred Vision or Double Vision.......... CONO  [CJYES | Frequent Urination.........cccccveveerveee LINO - LIYES

GlauComa .......cccceevveveeerivsnsrnnensesssenennenn. LINO  [JYES | Burning or Painful Urination ..............INO  JYES
Blood in UFiNe ...cueeeveeececeercese s CONO  CJYES

EARS/NOSE/MOUTH/THROAT

Hearing Loss or Ringing ......c.cceeewe..... (JNO  [JYES | MUSCULOCKEKETAL

Earaches or Drainage ........coeeeceeevevene CONO  [JYES | Joint Pain .. 55 sasssunnnd0  CIYES

Chronic Sinus Problem or Rhinitis......JNO  [JYES | Joint Stn‘fness or Swellmg «INO [IVES

Nose Bleeds ..........cccceevveveeenerervennnenee.. LINO - CJYES | Back Pain DNO LJYES

Motith SOPES unmmnmmrrenmsiaig SYES

Bleeding GUMS ... CONO  [IJYES

Bad Breath or Bad Taste ....................JNO  [JYES | INTEGUMENTARY

Sore Throat or voice Change.............. COONO  [OYES | Rash or Itching .....coccvevcecvcienn . LINO - CIYES
LT T L YT L ——————— 2 S | =

CARDIOVASCULAR

Heart Trouble .. e JNO - [JYES | NEUROLOGICAL

Chest Pain or Anglna Pectons ....ONO [JYES | Frequent or Recurring Headaches ..LINO  [J YES

Palpitation ... . .......I:lNO Cves | Light Headed or Dizzy ......cccccovvveen.. LI NO - [ YES

Shortness of Breath w/ Walklng _ONO [Jvyes | Convulsions or Seizures ....................] NO L] YES

Shortness of Breath while Lying Flat N0 [IYES

Swelling of Feet, Ankles or Hands .... CINO  [JYES PSYCHIATRIC
NErVOUSNESS .......coeververecesenerrsnsenneneeees L NO [ YES

RESPIRATORY DEPression .........eeeeervssersensmnenneenen L] NO CIYES

Chronic or Frequent Coughs ..............ONO  CIYES | INSOMNIa ccoocovorvvrvcnnrvnsnvssvsnsnnnscennnennen. LINO - LIYES

Spitting Up Blood ........ccccocoeeeveveveneee.. LJNO - [JYES

Shortness of Breath ............o........(INO  [JYES | ENDOCRINE

Asthma or Wheezing..........cccccoeueevncene. OONo  [Jyes | Glandular or Hormone Problem .......LINO  LIYES
Thyrokl DISRase ...uuwmessaansdIND.  LIYES
DIADETES it ssivsast ONOo  [JYES




