Fuquay Varina Family Practice
431 N Judd Parkway NE
Fuquay Varina, NC 27526
P: 919-552-2292   F: 877-812-6307
Date: _____________________							Chart#:__________________

Patient Information
Patient Name: ___________________________________________________________________
		Last				First					Middle
Address: __________________________________________________________________________________
		Street				City					State		Zip
Birthday:___________________  Age: _____________Sex: ________________ Marital Status: ____________
Home Phone: ________________________	Cell:________________________  Work: ____________________
May we leave a message? ___________________   Specify where message can be left   H     C      W
Employer: _______________________________________________________
Occupation: __________________________________    May we contact you at work? ___________________

Responsible Party Information (If other than patient – if patient is under age 18)
Responsible party: _________________________________________________________________
		       Last			First					Middle
Address: __________________________________________________________________________________
		Street				City					State		Zip
Date of birth: ___________________________		Relationship: ______________________________

In case of an emergency
Who should we contact in case of an emergency? ________________________________________________
Phone #: _______________________________________		Relationship: ________________________

How will you be paying for your visit? ____________ Self Pay     _________________ Insurance
Insurance Carrier: __________________________________________________
Subscriber Name: __________________________________	Subscriber #:________________________
Group #:_____________________________		  Subscriber date of birth: _________________________
Please present your insurance card to the receptionist in order for us to scan it to your chart. We are unable to scan copies of insurance cards from cell phones, tablets, or mobile devices. Please make sure you have a printed copy with you.

Authorization to release information
I hereby authorize Fuquay Varina Family Practice to release any personal information to be used for treatment, payment, and other health care operations to specific insurance carriers, third party payors, or others involved in treatment and/or processing and collection of my claims.
					Please sign:____________________________________________

Minor Child Consent
I am the parent/legal guardian of ________________________________. I do hereby authorize Fuquay Varina Family Practice to render necessary medical services to the child named above, which are deemed advisable by the doctor, whether or not I am present when the treatment is rendered.

Please sign:_________________________________________	Date:______________________________


Health History: 

Do you have diabetes?	__ Yes __ No		Do you have other health conditions? 

High blood pressure? 		__ Yes __ No		________________________________________________

High cholesterol? 		__ Yes __ No		________________________________________________

Social History: 

Do you smoke? 		__ Yes __ No			Do you vape (e-cigarettes)? 	__ Yes __ No

Do you drink alcohol? 	__ Yes __ No			Do you use recreational drugs? __ Yes __ No

Do you exercise? 		__ Yes __ No If yes, how often? ______________________________________

[bookmark: _GoBack]
Recent Medication List: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgical History/recent hospitalizations (Date and type of surgery/procedure): 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
