BILTMORE OB-GYN

DATE
NEW PATIENT INFORMATION
PATIENTS NAME (PLEASE PRINT) 558 MARITAL STATUS BIRTHDATE
STREET ADDRESS LU PERMANENT O TEMPORARY CITY AND STATE HOME PHONE #
FATIENT S EMPLOYER OCCUPATION (INDICATE IF STUDENT) | HOW LONG |
EMPLOYED
EMPLOYEA'S STREET ADDAESS CITY AND STATE ZIF CODE

EMERGENCY CONTACT PERSON

SPOUSE OR PARENT'S NAME Eg BIRTHDATE
SPOUSE OR PARENT S EMPLOYER OCCUPATION (INDICATE IF STUDENT) | HOW LONG | BUS. PHONE #
EMPLOYED
EMPLOYER'S STREET ADDRESS CITY AND STATE ZIP CODE CELL PHONE #
SPOUSES STREET ADDRESS, IF DIVOACED OF SEPARATED. | CITY AND STATE 7IP CODE HOME PHONE #
PLEASE ATTACH YOUR CURRENT INSURANCE CARD(S) AND DRIVER'S LICENSE SO WE MAY
DUPLICATE THEM FOR OUR RECORDS (THIS ﬁﬁ]ﬁls US AND YOUR INSURANCE COMPANIES).

GENERAL INSURANCE COMPANY (NOT MEDICARE) |

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT, NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE
INSURANCE CARAIER PAYMENTS. HOWEVER, THE PATIENT IS RESPONSIELE FOR ALL FEES. REGARDLESS OF INSURANCE COVERAGE. IT IS
ALSO CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED LINLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE WITH OUR
OFFICE BOOKKEEFER.

NAME OF POLICYHOLDER POLICY NUMBER

1| REQUEST THAT PAYMENT OF AUTHORIZED INSURANCE COMPANY BENEFITS BE MADE ON MY BEHALF TO BILTMORE OB-GYN FOR ANY SER-
VIGES RENDERED. | UNDERSTAND | AM RESPONSIELE FOR THE DEDUCTIBLE, COINSURANCE AND NON COVERED SERVICES. | UNDERSTAND
THIS AUTHORIZES RELEASE OF MEDICAL RECORDS AND INFORMATICN TO PAY CLAIM.

SIGNATURE DATE

PATIENT
IF NOT SIGNING, GIVE RELATIONSHIP TO PATIENT

MEDICARE ONFILE

| AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABCUT ME TO RELEASE TO THE SOCIAL SECURITY ADMINISTRATION AND
HEALTH CARE FINANCING ADMINISTRATION OR ITS INTERMEHARIES Ot CARRIERS ANY INFORMATION NEEDED FOR THIS OR A RELATED
MEDICARE CLAIM. | PERMIT A COPY OF THE AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL, AND REQUEST PAYMENT OF MEDICAL
INSURANCE BENEFITS EITHER TO MYSELF OF THE PARTY WHO ACCEPTS MECICARE ASSIGNMENT. | UNDERSTAND THAT IT IS MANDATORY TO
NOTIFY THE HEALTH CARE PROVIDER OF ANY OTHER PARTY WHO MAY BE RESPONSIBLE FOR PAYING FOR ANY TREATMENT. (SECTION 11268
OF THE SOCIAL SECURITY ACT AND 31 U.S.C. 2801-3812 PROVIDES PEMALTIES FOR WITHHOLDING THIS INFORMATION). REGLLATIONS
PERTAINING TO MEDICARE ASSIGNMENT OF BENEFITS ALSO APPLY.

PATIENT'S SIGNATURE i POLICY # DATE
MEDIGAP AUTHORIZATION STATEMENT
| AUTHORIZE ANY HOLDER OF MEDICAL Oft OTHER INFORMATION ABOUT ME TO RELEASE TO

ANY INFORMATION NEEDED FOR THIS OR RELATED MEDIGAP CLAIM. | PERMIT A COPY OF THIS ALTHORIZATION TO BE USED IN PLACE OF THE
ORIGINAL AND REQUEST PAYMENT OF MEDICAL INSURANCE BENEFITS EITHER TO MYSELF OR TO THE PARTY WHO ACCEPTS ASSIGNMENT,

PATIENT'S SIGNATURE POLICY & DATE



BILTMORE O8-GYN
MEDICAL HISTORY

ME:, DATE: |
REFERRING PHYSICIAN « |ALLERGIES TO MEDWCATIONS
FLEASE INDICATE REASON FOR THIS OFFICE VISIT

JCURRENT MEDICATIONS / HOAMONES [ VITAMING | HERES

|MEDICAL HISTORY

DO YOU CURRENTLY WAVE OF HAVE APSSTORY OF M OF |
[THE FOLLOMANG?
TR0 TRANSFUSIONS
HEART DISEASE | MURMUR
[LAST MENSTRUAL PERIC HIGH BLOOD PRESSURE
[ Gavs PERICD LAST STROWE
7 DavS BETWEEN PERIDOS [EPLEPSY SEIZURES
[FRESENT METHOD OF BIRTH CONTROL MIGRAINES
[LAST PAP SMEAR DATE, ____ FESULT [CEPRESSION | PSYCHOLOGIAL ALNESS |
. lasTHMA
DO YOU HAVE A HISTORY OF: [INGLUBE DATES PULMONARY EMBOLISM

3
IHEPATITIS / LIVER DISEASE
|GALLBLADDER DISEASE
|ANDREXLA | BULIMIA F EATING DISORDER
|ANEMIA | BLOOD DISOADER
ICANCER
'COLLAGEN VASCULAR DISEASE | LUPUS

|

|LAST CHOLESTEROL TEST (DATE / RESIAT)
LAST FASTING BLOOD SUGAR (DATE / RESULT)
LAST SIGMOIDOSCOPY (DATE [ RESULT)

LAST BONE DENSITY (DATE f RESULT)

LAST MMUNIZATION FOR TETANUS

CAFFEINE (CUPS OF COFFEE, TEA SODA / DAY)
CURRENT NUMBER CIGARETTES PER DAY
PAST CIGARETTE USE (8 OF YEARS)
'CURRENT AND PAST ALCOHOL INTAKE
|STREET DRUG USE? YES__ WO,

|EXERCISET YES [
EXERCISE [FREGUENCY)
EXERTISE [CURATOIN]
|00 ¥OU PERFOAM SELF BREAST EXAMS? [YES | KO)

ISUN EXPOSUREY
SPF 8

_CHART # DOB

Page 1



