T .
Prastic Surgery Welcome To Our Office
CENTER of East Tennessee

Name: Today’s Date:

First Middle Last

Home Address:

City: State: Zip:

Telephone: () Birthdate: Age:
Occupation: SSN:

Employer: Years There:

Employer’s Address:

City: State: Zip:

Work Phone: () Cell Phone: ()

E-Mail:

Complete this section only if someone other than the patient is financially responsible (eg
if patient is a minor or patient has a legal power of attorney for financial matters).

Responsible Party: Relationship To Patient:
Home Address:

City: State: Zip:
Telephone: () Birthdate: Age:
Occupation: SSN:

Employer: Years There:
Employer’s Address:

City: State: Zip:
Work Phone: () Cell Phone: ()

Name of Spouse: Birthdate: Age:
Occupation: SSN:

Employer: Years There:
Employer’s Address:

City: State: Zip:
Employer’s Telephone: ()

In case of emergency, contact: Relationship:
Home Phone: () Work Phone: ()

How did you learn about our facility?

Can we mail information to your home? Yes No

Can we leave a message for you at home? Yes No

Can we leave a message for you at work? Yes No

Can we send e-mail to you at the address provided? Yes No

Last Updated: 12/1/08



Insurance Information

Name:

Today’s Date:

First Middle Last
[Primary Insurance]
Name of Insurance Company:
Address:
City: State: Zip:

Insured’s Name:

Insured’s DOB:

Insured’s SSN:

Group Number:

[Secondary Insurance]

Policy ID Number:

Name of Insurance Company:
Address:

City:
Insured’s Name:

State: Zip:

Insured’s DOB:

Insured’s SSN:

Group Number:

Policy ID Number:

Did your injury happen on the job? Yes No
If yes, on what date did the injury occur?
Did you report the accident to your employer? Yes No

Our office will file insurance for all reimbursement services, to both your primary and
secondary insurance carriers. Please remember that you are responsible for all deductible,
copay, and non-covered service amounts. See our complete financial policy for details.

Method of Payment for Today’s visit:

Signature of Patient or Responsible Party:

Date:

Cash _ Check  Viss’'MC _ AMEX

I authorize the release of any medical
information necessary to process my
claim.

Signed:
(Patient or responsible party)

Date:

Last Updated: 12/1/08

I authorize payment of medical and
surgical benefits to Gregory H.
Pastrick, MD.

Signed:
(Patient or responsible party)

Date:




HEALTH HISTORY
(CONFIDENTIAL)

NAME:
AGE:

DATE:
DATE OF LAST EXAM:

BIRTHDATE:

WHAT IS YOUR REASON FOR VISIT?

SYMPTOMS (You currently have or have had in past year, check (1)

GENERAL
OChills
CDepression
[Dizziness
OFainting
[Fever
OForgetfulness
JHeadache
OLoss of Sleep
[Loss of Weight
[INervousness
OJNumbness
JSweats

MUSCLE/JOINT/BACK
Pain,weakness,numbness
in:

CArms CHips
OBack [Legs
[Feet [JNeck
[JHands  [1Shoulders

GENITOURINARY
[1Blood in urine
COFrequent urination
[JLack of bladder control
[JPainful urination

CONDITIONS (you have or have had in the past, check (1)

[JAIDS
[JAlcoholism
[JAnemia
[JAnorexia

U Appendicitis
[] Arthritis
[JAsthma
UBleeding disorders
O Breast lump
[JBronchitis
[JBulimia
[JCancer
[JCataracts

GASTROINTESTINAL
[ Appetite poor
CBloating
OBowel changes
COConstipation
ODiarrhea
[1Excessive hunger
OExcessive thirst
OGas
CJHemorrhoids
OIndigestion
UNausea
ORectal Bleeding
OStomach Pain
C'Vomiting
OVomiting blood

CARDIOVASCULAR
O Varicose veins
CChest pains
[JHigh blood pressure
Olrregular heartbeat
OLow blood pressure
OPoor circulation
CJRapid heartbeat
OSwelling of ankles

OChemical dependency
CChicken pox
ODiabetes
CEmphysema
CEpilepsy
OGlaucoma
OGoiter
JGonorrhea
OGout

OHeart disease
CHepatitis
[JHernia
[JHerpes

MEDICATIONS currently taking:
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EYE,EAR,NOSE, THROAT
[OBleeding gums
OBlurred vision
OCrossed eyes
ODifficulty swallowing
ODouble vision
OEarache

DEar discharge

CHay fever
[JHoarseness

OLoss of hearing
[INosebleeds
OPersistent cough
CRinging in ears
[JSinus problems
[1Vision - flashes
[1Vision - halos

SKIN
[JSore that won’t heal
OBruise easily
[THives
Oltching
CJChange in moles
[JRash
[JScars

CJHigh cholesterol
CJHIV positive
OKidney disease
OLiver disease
[Measles
COMigraine headaches
OMiscarriage
UMononucleosis
CMultiple Sclerosis
[ Mumps
OPacemaker
OPneumonia
OPolio

MEN ONLY
[1Breast lump
C1Erection difficulty
ClLump in testicle
[1Penis discharge
[1Sore on penis
[1Other

WOMEN ONLY
C1Abnormal pap
[1Bleeding between periods
[1Breast lump
[1Extreme menstrual bleeding
[1Hot flashes
[INipple discharge
[IPainful intercourse
[1Vaginal Discharge
[1Other
Date last menstrual period:

Date last Pap smear:
Have you had a mammogram?
Are you pregnant?

Number of children:

[1Prostate problems
[1Psychiatric problems
[IRheumatic fever
[1Scarlet fever
[1Stroke

[1Suicide attempt
[1Thyroid problems
OTonsillitis
OTuberculosis
OTyphoid fever
OUlcers

[Vaginal Infections
[Venereal Disease

ALLERGIES:




FAMILY HISTORY Fill in health information about your family.

Relation | Age State of
Health

Age at Death | Cause of Death

Check if your blood relatives had
any of the following

Relation
to you

Arthritis, gout

Father Asthma, hay fever
Mother Cancer -
Brothers Chemical dependency
Diabetes
Heart disease, stroke
High Blood Pressure
Sisters Kidney disease

Tuberculosis

Other -

HOSPITALIZATIONS

PREGNANCY HISTORY

Year Hospital

Reason for hospitalizations and

Year Date | Complications
of of
Birth Birth

Have you ever had a blood transfusion? [ Yes  [J No

If yes, please give approximate date:

HEALTH HABITS - Check which
substances you use and describe

SERIOUS DATE OUTCOME how much you use:
ILLNESS/INJURIES Caffeine
Tobacco
Drugs
Other

OCCUPATIONAL CONCERNS
Check of work exposes you to the
following:

Stress

Hazardous Substances

Heavy lifting

Other

Your Occupation:

I certify that the above information is correct to the best of my knowledge. | will not hold my doctor or any members of
his/her staff responsible for omissions that I may have made in completion of this form.

Signature

Date

Signature of Parent/Guardian

Date

Last Updated: 12/1/08




