
corehfe PATIENT REGISTRATION FoRM: PLEASE PRINT CIEARLY

PATIENT NAME: (IAST, FIRST, llllDDLE) sEx
Erv[]F

DATE OF BIRTH SOCIAT SECURITY NO. MARITAL STATUS

Tf S f] NI t]SEPED EW
]\IAILJNG ADDRESS CITY / STATE / ZIP CODE

HOME PHONE #

()
WORK PHONE #
( ) EXT

CELI PHONE #
()

EI\J1AIL

RACE: ECAUCASIAN EIAFRICAN-AMEREIAMER.INDIANiAK NATIVE

EASIAN E PACIFIC ISLANOER IfOTHER 

- 

DECLINED

HISPANIC

[]YES ENO
IF PREFERRED LANGUAGE IS NOT ENGLISH

PLEASE SPECIFY:

E]VPLOYER OCCUPATION/JOB TIIItE

EMPLOYER ADDRESS

EIMI\,4ERGENCY CONTACT RELATIONSHiP HOME PHONE #
()

CELL PHONE #
()

NA[/E OF REFERRING PHYSICIAN OF FACILITY NAME OF PRIIUARY CARE PHYSICIi\N

PREFERRED LOCAL PHARMACY:

ADDRESS / TOCATION

TELEPHONE
()

PRIMARY INSURANCE CO. NAN4E ID # OR POLICY# GROUP #

SUSCRIBER'S NAI\,IE E SEIF RELATIONSHIP TO PATIENT

E SELF

SUBSCRIBER S DATE OF BIRTH

SUBSCRIBER'S SOCIAL SECURITY NO.

SECONDARY INSURANCE CO, NAI\,4E ID # OR POLICY # GROUP #

SUSCRIBER,S NAI\,4E E SELF RELATIONSHIPTO PATIENT

E SELF

SUBSCRIBER'S DATE OF BIRTH

SUBSCRIBER'S SOCIAL SECURITY NO,

TERTIARY INSURANCE CO. NA[/E ID # OR POLICY# GROUP #

SUSCRIBER'S NAI\,,IE f] SELF RELATIONSHIP TO PATIENT

[f SELF

SUBSCRIBER'S DATE OF BIRTH

SUBSCRIBER'S SOCIAL SECURITY NO,

Do YoU HAVE I/EDICAL INSURANCE? [ lO E YES, ]f yes, please complele section below. Please provide your nsurnce card(s) for copy.

PATIENT ACXNOWLEDGEMENT AND AUTHORIZATION

I hereby airthorize Carelife Medical PLLC \"ClM') to app y for my medical nsurance benelits ior coveled services rendered by CLI\,4 and hereby assign and autho-

rize payment olsuch benelits directly to CLI\.4 or to ihe CLI\l provider who rendered services to me. I ceriily that the information I have repoded io CL[,1wiih regard

to my insurance coverage is true and conect and agree to notity CLIV ofany changes such information prior 1o leceiving services from CLIVI- lauthorizeto CLIV ro

release any necessary inlormation, including but not limited t0 my medicalinformation, for puDoses of furthering my medicalcare and for processing and receiving

payment for servlces rendered to me, to others providers parlicipatng in nry care to my insurance carrler or its designees, or in the case of Medicare Part B benefits

to the Socla I Security Admin istraUon and/or the Health Care Financing Administration or lhe r respective des gnees.

I have been inlomed and am aware of the fact that my current insurance pLan may nol reimburse totally the charges for seNices rendered by CLI\4. I acknowledge

that I am responsible for any unpaid balances and agree 1o promptly paid sald balances. I understand that should my account be submitted for collections due to

nonpaymenl. I Vvill responsibie lo all aliorney and collecion fees. Acopy os this Authorization may be used in place ofthe original.

SIGNATL]RE:
Patient, Parent, or Legal Ouardlan

nATF. I I



CAfellfe Carelife ltledical, PLLC.

RECEIP OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

l, , have received a copy of CareLife Medical, PLLC's
PRINT PATIENT NA]VE

Notice of Privacy Practices.

(1) /

S]GNATURE OF PATIENT

RELEASE INFORMATION TO FAMILY / FRIENDS

Carelife Medical, PLLC is dedicated to maintaining the privacy of your protected health information.

lf you would Iike for us to be able to release your protected health information to another individual

involved in your care (your health providers are automatically included), please provide us with his/her

contact infomration below. This individual may be your spouse, a family member, or friend with whom

we may discuss your information (examples: diagnosis, diagnostic results, medications, treatments,

etc.).

PRINT NAlvlE RELATIONSH]P

(2) /
PR NT NA]T,4E RELATiONSH P

Home ( )

Work ( )

Cell ( )

Home ( )

Work ( )

Cell ( )

For Office Use: l--l Emergency Contact does NOT know diagnosis. Please do NOT disclose.



corehfe

PATIENT NAME: (LAST FIRST, ll,lIDDLE) Gender Age Date of Birlh

Date ofAppointment:

Reason for your Visit

E Excellent Q Good I Fair I Poor

Do you have any other concerns you would like lo address?

Current Medication Allergies

What medlcation are you curently taking?

Dossage Frequency

Are you alletg c to any ofthe following

fl Adhesive tape E Anlibiotics

fl Barb tlrates (Sleeping P lls) flAsp rin

fl Loca Aneslhetics n Code ne

Do you have any other allerqies?

E Latex

E lodine

D Sulfa

Dossage Frequency

Name ;
Name

Past MedicalHistory

Dossage Frequency

Reaclion

EAlcoholism
EAllergies
EAnemia
EAnxiety Disorder

El Arthritis

flAsthma
EAIDS/HIV

E Back Problems

E Bleeding Disorder

E Blood Disease

E Blood Transfusion

fl Cancer

E Diabeies

E Depession

E Ear Prcblems

El Eating Disorder

El Epilepsy

E Glaucoma

EI Goul

E Heaft Disease

E Hea( Problems

E Hepati0sA, B, or C

E High Blood Presure

E High Choesterol

E Joint Disorder

E Kidney Disorder

E Liver Disorder

[J LUnq Ursease

Women Only

E Measles

n Migraines

E Osteoporosis

E Pneumonia

E Polio

E Rheumatic Fever

fl Stoke

n Sk n Disorder

f] Stomach Ulcer

E Substance Abuse

fl Thyroid D sorder

E Tuberculos s

f] Venereal D sease

Hospitalizations & Surgeries

Reason Date # of Prcgnacies # of Miscarriages # ofAbortions #ol Living

Reason

Farnily History

Date

Last PAP Smear Last Mammogram Birlh Control fulelhod

Health Exams and Procedures

Has anyone in yourfamily had any ofthe lollowing conditions?

Please indicate which iamily member hast the following:

GF " Grandfather GM'Grandmother l\,4 - [,'lother F"Father S - Slbling

Please check and date the last time you had each exam or pTocedure

performed:

E cholesterolTest 

- 

Lf MRI

E Colonoscopy
E cr / crAscan
L:] EKG

El Physical Exam

E Ultrasound

r] Echocardiooram 

-

El Alcoholism
F l Alleroies

E Alzheimer's

E Anemia

E Anxietyr

EI Arthrilis

E Asthma

E Psychiatric Disorders

E Bleeding Disorder

ElSubslance Abuse

E Blood Disorder

E Stroke

E Cancer

E Depression

E Diabetes

E Epilepsy

E Genetic Disorder

E Glaucoma

E AIDS / HIV

E Joint Disorder

fl Kidney Disease

fl Liver oasease

E Lung Disease

E Migraines

E osteoporosis

E Heart oisease

E Cardiac Stress Test

lmmunizations

E Hepatilis

E High Cholesterol

D High Blood Pressure

D Thyroid Disorder

E SepatitisA
E Hepatitis B

E Hepatitis C

E Pneumonia

E [rleningilis

E HPV Vaccine

E Polio

E Tetanus

E I\,lMR'E lnfluenza (Flu shot) _
(measles, mumps, rubella)

lllness

Whal lrangs you l0lhe ofiice todayl



corelfe Date otAppoinknenl:

PAT]ENT NAI\4E (LAST FIRST, [IIDDtE) Gender Age Date of Bidh

_l_t_
Review of Systems

General

E chilts

E Dizziness

E Fainting

E Fever

E Harr Loss

El Hair GroMh " Excessive

D Nighl Sweats

E Sleeping Problems

E Thirst - Excessive

[] Weighi Gain

E Wirght Loss

Mental Health

fJ Anxiety

E Depression

E Loss of lnterest

E Feelinq Hopeless

E Heaing Voices

E l\rarilal Problems

El Panic Attacks

E Trouble Concentrating

El Suicide - Thoughts Attempts

Skin

E Acne

E Brulse Easily

E Changes ln N,'loles

E Chills

E Dry / Sensuve Skin

n Eczema

E Hives

Eltching
E Rash

EJ Scars

n Sore ThaiWon t Heal

Liestyle Factors

n Appette Gain

E Appelile Loss

fl Bloating

fl Constipat on

D Diannea

E cas
D Hemorho ds

E lndigeslion

E lntestinal Dlsorder

f] Lactose lntolerafce

E Nausea

E Rectal Bleeding

E Stomach Paln

E Vomiting

flVonrit ng Blood

Genitourinary

E Bl€eding Gums

E Bluned Vsion
D crossed Eyes

l-l u flrculty Swallowrng

E Double Vrsion

E Earaches

fl Ear Discharge

T'l HavFever

E Hoarseness

E Hearing Loss

fl Nose-Bleeds

E Presistent Cough

E Pers stent Runny Nose

E Recuring Sore Throal

fl Ringlng in Ears

E Sinus Problerns

rI Vision Halos

Women Only

Musculoskeletal

E Eack Pa n

E CapalT!nnel Syndrome

E Joint Pain

El Jo nl Swelirng

E Neck Pain

E Shoulder Paln

Respiratory

E Coughing

EI Colughing Up Blood

[f shodness of Breath

E Wheezing

Cardiovascular

fl Chest Pains

E kregular Heartbeat

Rapid Heartbeat

E Circulation Problems

fl Heart Palpilations

E Sweiling ofAnkles

E Varicose Veins

Gastrointestinal ENT

E Blood Uine
E Lack of Bladder Control

E Frequeni Urinaiion

E Painful Urinalion

Neurological

E Coordination Problems

E convuls ons

E Difficulty Walking

E Learning 0isabilities

E Lighi-headedness

E Memory Loss

E Numbness / Tingling

f'l Paralvsis

E Seizures

E Speech Problems

D Tremore

E Abnormal PAP Smear

E Bleeding between Periods

E Breast Lump

E Exlreme [,lenstrual Paln

fl Hot Flashes

E Nipple Discharge

fl Vaginal Discharge

Men Only

E Erection D fficulties

fl Luflrp in Testicles

E Penile Discharge

fl Sore on Pen s

Other Symptoms:

Occupalion:

MartalStalus:

Are yo! sexually active?EYes ! No # of parlners npastyear

Do you have sex rvith Men, Women, or both? # of lifetime partnerc

Have you ever srnoked? EYes n No Do you srooke now? C]Yes E No # Pack/day-
Do you use .ecreation drugs?EYesE No Types? 

-# 

timesl,veek

How much alcohol do you dr nk per week? # dr nks/w,"ek

How much caffeine do you drink per day?

How ofren do you excercise? # times/week

PLACE OF BIRTH:

TRAVELS ABROAD;

# dinks/day


