ROCKBRIDGE FAMILY MEDICINE

Welcome to Rockbridge Family Medicine. Please complete the forms you
printed out and please make sure these forms arrive in our office 24 hours prior
to your schedule appointment. We will have all of this information documented

and entered prior to your visit.

Please bring your current insurance card, photo ID and your co-pay.

Thank you so much for your cooperation, we look forward to your visit.



Rockbridge Family Medicine

NAME: BIRTHDATE: /[ DATE:.__ /
Occupation: Date of Last Phys Exam Eye Exam
PLEASE SPECIFY TYPES OF MAJOR ILIL.NESSES WHERE THEY APPLY
PERSONAL PAST HISTORY
MAJOR ILLNESSES YES NO YES NO
ADD — ADHD Heart Attack / Angina
Anemia / Sickle Cell Heart Murmur
Arthritis / Joint pain Hemorrhoids / Rectal Problems
Asthma Hepatitis A, B, C
Bipolar Disorder / OCD / Phobias High Blood Pressure
Blood or Clotting Disorder High Cholesterol / Triglycerides
Bowel Trouble/Diverticulitis/Colitis Jaundice / Elevated Liver Enzymes / Liver Problems
Cancer — Type? Lupus / Connective tissue disease
Chronic Lung Disease Kidney Infections / Stones / Bladder Problems
Colon Polyps/Colon Cancer Pancreatitis
Congestive Heart Failure Pneumonia
Depression / Anxiety / Mood Disorders Rheumatic Fever or Heart Valve Problems
Diabetes — Type 1 or Type 2 (CIRCLE TYPE) Sexually Transmitted Diseases
Emphysema / COPD Sleep Apnea / Excessive Snoring
Fibromyalgia Suicide Attempt / Nervous Breakdown
Gallbladder Problems / Stones Stroke / TIA (“mini-stroke™)
Gestational Diabetes Thyroid Disease
Gl / Rectal Bleeding Tuberculosis
Glaucoma / Eye Disorders Ulcers
Gout / Other Joint Disease Varicose Veins / Phlebitis / Clots
OTHER; OTHER:
LAST TEST OR IMMUNIZATION

Immunizations DATE Tests DATE
Chicken Pox Bone Density
Fiu Shot Mammogram / Breast Ultrasound
Hepatitis A/ B Back or Neck X-Ray
Meningitis Chest X-Ray
MMR CT Scan or MRI — of what? For what?
Pneumonia Barium Swallow / Barium Enema
Tetanus Colonoscopy
OTHER: Gallbladder / Abdominal Ultrasound

Upper Endoscopy

Angioplasty or Cardiac Catheterization

Echocardiogram (Heart Ultrasound)

EKG (Electrocardiogram)
TB Skin Test: Heart Stress Test (Treadmill)

PSA

INJURIES
TYPE DATE TYPE DATE
: OPERATIONS / HOSPITALIZATIONS
SURGERY / REASON DATE SURGERY / REASON DATE
Appendectomy Neck or Back Surgery
Cholecystectomy (Gallbladder) Tonsillectomy
Ileart Surgery Tubal Ligation or Vasectomy
Hemia Repair — Groin, Bellybutton OTHER:
Hysterectomy with/without Ovaries removed?
CURRENT PERSCRIBED MEDICATIONS

DRUG NAME DOSAGE PHYSICIAN DRUG NAME DOSAGE PHYSICIAN
OTC & Herbal Medications
Tylenol Advil / Aleve / Ibuprofen
Aspirin / Bayer / Goodies Sleeping Aids
Herbs / Vitamins / Supplements Decongestants / Nasal Spray
Appetite Suppressants Laxatives




ALLERGIES

Drug: -

Food:

Environment:

Drug Name Reaction

Name

Reaction Name

Reaction

FAMILY MEDICAL HISTORY
(F - Father, M = Mother, B = Brother, S = Sister, C = Child,

PGF = Paternal Grandfather, PGM = Paternal Grandmother, MGF = Maternal Grandfather, MGM = Maternal Grandmother)

MAJOR ILLNESSES

Who Who
Alcoholism / Addiction : High Blood Pressure / Hypertension
Anemia / Blood or Clotting Disorde: High Cholesterol / Triglycerides
Aneurysm — Where? Irritable / Inflammatory Bowel Syndrome
Arthritis / Joint Problems Kidney Problem / Stones
Asthma / Seasonal Allergies Lupus / Connective Tissue disease
Blood Clots in Legs ( DVT) / or Lungs (PE) Mental Illness / Bipolar
Cancer — List types Migraine Headaches
Colon or Rectal Polyps Osteoporosis / Osteopenia
Depression / Suicide Seizures / Epilepsy
Diabetes - Type 1 or 2 Stroke / TIA (“mini-stroke”)
Emphysema / COPD / Lung Problems _Thyroid Problems / Goiter
Endometriosis / Uterine Fibroids Tuberculosis
Genetic Disorders / Birth Defects OTHER:
Glaucoma/ Eye disorders
Heart Attack / Heart Failure / Arrhythmia

SOCIAL HISTORY

HABITS - Safety YES NO Habits — Health (continued) YES NO
Firearms in home or access to firearms? Smoking?
Seatbelt Use? Packs per day: Years:

Wear bicycle / motorcycle helmet?

Take Calcium?

Work with blood or body fluids?

Habits — Health

Habits - Sexual

Alcohol Use?

Sexually Active?

Drinks/day: Drinks/week:

Anal Intercourse?

Arrested for DUI or Public Intoxication?

First Intercourse — Age:

Blood Transfusion before 19927 HIV Test?
Chew or Dip Tobacco? Result:
Drink Caffeinated Beverages? Lifetime sexual partners: 0 less than 5 o more than §
Drinks/day: Drinks/week: New Sexual Partner:
Drink Milk? [ | Sexual Orientation
Glasses/day: o Heterosexual 0 Homosexual o Bisexual
Eat Cheese/Other Dairy Products? ] | _Syphilis?
Servings/day: Chlamydia?
Exercise? | Gonorrhea?
oNone  noLess than 3/week o0 More than 3/week Genital Warts?
Exposed to Second — hand smoke?
History of Abuse?
o Physical o Emotional o0 Sexual

Problems at work/with family because of drinking?

Recreational Drugs or IV Drugs?

Kind:
Women Only: OB - Gyn History

Menstrual YES NO Pregnancy
Do you use birth control?

g Oral o Barrier olInjection o Tubal Ligation o Vasectomy | Total # of pregnancies:

o Natural Family Planning o IUD o OTHER: Premature:
Last Menstrual Period (date): Miscarriages:
Typical Flow:  oLight o Medium o Heavy Full term births:
First Period: Age: Abortions Induced:
Menopause? \ | Living Children:

Menopause Age:

On Hormone Replacement Therapy?

I

HRT Type:




Rockbridge Family Medicine

Patient Name:

Last First Middle Initial
Address:

Street & Apt # City State Zip Code

PHARM/ACY #
Date of Birth: SS#: Sex F M Marital Status SMW D
Race:
Employer: Ethnicity:
Occupation:
*********PHONE INFORMATION*********
Home Phone: Workit: Cell#:
Please circle the # to leave appointment reminders Please circle the # to leave personal & private info

HOME WORK CELL HOME WORK CELL

*********EMAIL INFORMATION*********

Please provide your email address to communicate lab results:

Emergency Contact:

name and relationship phone #

If you wish for your spouse, parent, etc. to receive results or information on your behalf you MUST complete
this section:
| give permission for (name) (relationship to patient)

(dob) (phone #) ( )

to receive results or information on my behalf.

Person responsible for this account_if other than self or if the patient is a minor.

Name: Relationship:

Address:

Home Phone: Wk Phone: Cell Phone:

Employer : Occupation:

Insurance Information

Primary Insurance Company: ID#:

Name of Policy Holder: (person whose work insurance is through)
SS#: DOB: Relationship:

If you have secondary insurance please provide the card to the front desk.

It is the policy of this office that payment is the responsibility of the patient and payment be made at the time services are rendered.
However, we will file your claim if we are a participant on your insurance. | give my permission for all providers with Rockbridge Family
Medicine to treat the patient above. The above information is accurate and complete to the best of my knowledge and is only for use in my
treatment, billing and processing of insurance for benefits for which | am entitled. | will not hold my provider or any member of his/her staff
responsible for errors or omissions that | may have made in the completion of this form. | authorize any holder of medical or other
information about me to release to my insurance company or to the Social Security Administration and Health Care Financing
Administration or its intermediaries or carrier any information needed for this or a related Medicare claim. | permit a copy of this
authorization to be used in place of the original and request payment of medical insurance benefits to my physician. Regulations pertaining to
medical assignment of benefits apply. | understand that | am financially responsible to the physician for charges not covered by this
agreement or that which is above the usual and customary determined by my insurance company.

| UNDERSTAND THAT ROCKBRIDGE FAMILY MEDICINE IS HIPAA COMPLIANT. | HAVE BEEN GIVEN THE OPPORTUNITY

TO REVIEW THE HIPAA PRIVACY POLICIES.

Signed: Date:
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