NEW PATIENT: [ ] UPDATED INFORMATION [ ] TODAYS DATE:

***%*PLEASE COMPLETE THIS FORM IN ITS ENTIRETY * ¥k

LAST NAME: FIRST NAME: INITIAL: NICKNAME:

DOB : / / SSN: AGE: GENDER: [ ] FEMALE [ ] MALE

STATUS: [ ]SINGLE [ ] MARRIED [ ]DIVORCED [ ] WIDOWED [ ] OTHER

HOME ADDRESS: APARTMENT #
CITY: STATE: ZIP CODE:

HOME PHONE: WORK PHONE: CELL PHONE:
EMAIL ADDRES: PARTNER OR SPOUSE NAME:

EMPLOYER: OCCUPATION:

EMERGENCY CONTACT: PHONE:

PREFERRED PHARMACY: PHONE:

PRIMARY CARE PHYSICIAN: PHONE:

WHO MAY WE THANK FOR REFERRING YOU?

RESPONSIBLE PARTY INFORMATION (if different from patient)

LAST NAME: FIRST NAME: INITIAL: NICKNAME:

DOB: / / SSN: AGE: GENDER: [ ] FEMALE [ ] MALE
HOME ADDRESS: APARTMENT #

CITY: STATE: ZIP CODE:

HOME PHONE: WORK PHONE: CELL PHONE:

RELATIONSHIP TO PATIENT: [ ] PARENT [ 1 LEGAL GUARDIAN [ 1SPOUSE [ ] OTHER

INSURANCE INFORMATION please present insurance card and picture ID to receptionist
Primary Insurance Company: ID#

Insured Last Name: Insured First Name:

Insured Date of Birth: / / Relationship to patient: [ ] parent [ ] spouse [ ]self [ ]other
Secondary Insurance Company: ID#

Insured Last Name: Insured First Name:

Insured Date of Birth: / / Relationship to patient: [ ] parent [ ] spouse [ ]self [ ]other




Endocrine Specialists, PC

COMMUNICATION PERMISSION

I wish to be contacted in the following manner (check all that apply):

Oral Communication:

[] Home Telephone: [l Work Telephone:
[1 Ok to leave message with detailed [1 Ok to leave message with detailed
information. information.
[1 Leave message with [l Leave message with
call back number only. call back number only.

Written Communication:
[] Ok to mail to home address on medical record [] Ok to fax to this number:

L] Ok to email to L] Other:

I permit the doctor and office staff to discuss the patient’s protected health information with, and to
disclose the patient’s protected health information to the following individuals:
Relationship to Patient

Relationship to Patient

Relationship to Patient

Relationship to Patient

Relationship to Patient

Relationship to Patient

Signature of: U Patient U Parent U Legal Guardian
U Authorized Representative ~  Designated Power of Attorney (DPOA) for
Health Care
Signer’s Name Patient’s Name if Different

Signature Date



Endocrine Specialists, PC

Patient Consent for Use and Disclosure
of Protected Health Information and acknowledgement of receipt of Notice of Privacy Practices

I hereby give my consent for Endocrine Specialists, PC to use and disclose protected health information (PHI)
about me to carry out treatment, payment and health care operations (TPO).

(The Notice of Privacy Practices provided by Endocrine Specialists, PC describes such uses and disclosures
more completely.)

I have been given the Notice of Privacy Practices prior to signing this consent. Endocrine Specialists, PC reserves
the right to revise its Notice of Privacy Practices at any time. Revisions, if any, are available at the office of
Endocrine Specialists, PC.

I have the right to request that Endocrine Specialists, PC restrict how it uses or discloses my PHI to carry out
TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this
agreement.

By signing this form, I am consenting to allow Endocrine Specialists, PC to use and disclose my PHI to carry out
TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance
upon my prior consent. If I do not sign this consent, or later revoke it, Endocrine Specialists, PC may decline to
provide treatment to me.

Signature of: Patient U Parent U Legal Guardian
Q) Authorized Representative ~ (d Designated Power of Attorney (DPOA) for Health Care

Signer’s Name Patient’s Name if Different

Signature Date



Agreement for Treatment and Payment

I, the undersigned responsible party, hereby authorize the physicians and staff of Endocrine Specialists, PC to provide
medical evaluation and treatment to the patient named below. I also agree to pay all charges submitted by this office
during the course of treatment for the patient. If the patient has medical insurance coverage with a managed care plan
with whom Endocrine Specialists, PC has a contract, I understand that I am responsible for obtaining the proper
authorization from my insurance company for treatment and that I am responsible for payment of these charges if they are
not paid or authorized prior to my visit. I understand that I am responsible for all applicable co-pays, deductibles or other
non-covered services that arise during the course of treatment for the patient.

Signature of: U Patient U Parent U Legal Guardian
U Authorized Representative 1 Designated Power of Attorney (DPOA) for Health Care

Signer’s Name Patient’s Name if Different

Signature Date

Release and Statement to Permit Payment of Insurance Benefits to Provider

I, the undersigned responsible party, hereby authorize Endocrine Specialists, PC to release and disclose all or any part of
the patient’s medical record to any entity which is, or may be liable for all or part of the provider charges.

I authorize the release and disclosure of any and all of the patient’s medical records to any other entity, including but not
limited to, specialty physicians, hospitals, or other healthcare providers, which may be of assistance in the opinion of this
office, in providing for the treatment of the patient.

I authorize the release of records necessary to assist in the reimbursement of benefits to which I may be entitled. 1
authorize this office to release, via fax machine, medical records, which are needed in order to provide the patient with the
most appropriate medical care.

I authorize and request that payment of any third party or insurance company benefits be made to this office for any
services furnished to the patient. The signature furnished below shall suffice for all insurance forms on a continuing basis.

Signature of: U Patient U Parent U Legal Guardian
U Authorized Representative 1 Designated Power of Attorney (DPOA) for Health Care

Signer’s Name Patient’s Name if Different

Signature Date



What do you take?

Name: DOB: Date:

I TAKE
o No medications

o the following medications (/nclude over-the-counter ones)

Amount (mg, units, etc.) at

Name I take it as
morning noon supper bedtime

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

opill  oshot O

1 QUIT THESE MEDICATIONS RECENTLY

I AM ALLERGIC TO
o no medications that | know of

o medications:
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Tell us about yourself

Name: DOB: Date:

I have had (Diseases or surgeries you have or had in the past) o No medical problems

O Anxiety o Foot Sores 0 Rheumatoid Arthritis
o Calcium, High o Heart Disease o Stroke

o Calcium, Low o Hypertension o Surgery

o Cancer of o Kidney Damage from o Thyroid, High

o Cholesterol Abnormal Sugar o Thyroid, Low

o Depression SDuI;aerrve Damage from o Thyroid, Nodules

0 Diabetes o

o Parathyroid Excess
0 Eye Damage from sugar

o Other
My family (blood relatives) have had 0 No medical problems
o Cancer of o Hypertension
0 Diabetes 0 Thyroid Disease
0 Heart Disease o
o Other
I drink Alcohol © Never O occasionally o daily
As for smoking
o Never
o I have smoked  Packs/Day for _ Years AND o that was in the past, [ quit ___ years ago.
O still smoke.
As for street drugs
o Never
o I have used for Years AND 0 that was in the past, [ quit  years ago.

o still use it.
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Name:

The Main Reason I am here is to check on my:

O sugar

Date:

o thyroid o other

O Otherwise, I feel just fine

01. GENERAL: o Cough
O Fatigue o Difficulty with
Breathing

O Sensitive to Heat

heezi
o Sensitive to Cold 0 Wheezing

O Sweating
Thi 06. STOMACH-
0 Hhirst INTESTINE
0 Weight Gain o Appetite
o Weight Loss Increase
02. EYES: o Appetite
Decrease

o Blurred Vision
o Difficult to

o Painful Eye Swallow
o Eye Bulge o Heartburn
03. ENT/MOUTH :

o Belching
O HearingLess . o0
o Loss of Smell i

O Vomiting

o Dental Problems o
o Constipation

o Sore Throat O Diarthea

o Hoarse Voice

04. HEART: o Abdominal Pain

o Chest Pain 07. GENITAL-

o Cold Feet URINE:

o Heart Racing o Urinary

o Leg Swelling Frequency

05. CHEST: 0 Nighttime
Urination

o Blood in Sputum

o0 Too Much Gas

OR I have been complaining of:

(Please Check ALL that Apply)

o Inability to Control Urine o Flushing of Face

o Painful Urination

o Less Sex Drive

o Inability to have children
o Erection Problem

o Disturbance in Period
o Pregnant:  Weeks

0 Delivered  months
0 Nursing

08. MUSCLE-BONES

o Leg Pain

o Hand Pain

o Back Pain

o Joint Pain

o Joint Swelling

o Stiffness

09. SKIN:

o Skin Rash

o Skin Dryness

o Sores (Ulcers)

0 Nail Abnormality

o Excess hair on the face
0 Excess hair on the body
o Falling of Scalp Hair

o Acne

SINCE YOUR LAST VISIT, ARE THERE ANY NEW:

[ 1 Medical Diseases

[ ] Surgeries:

[ ]: Family Member Medical Diseases:

[ 1 Change in Smoking Habits:

[ ] Change in alcohol use:

[ 1 Change in street drug use:

10. NERVES:

0 Headache

o0 Numbness

o Tingling

o Dizziness

0 Passing Out

o Seizure

11. PSYCHE:

O Nervousness

o Depression

o Forgetfulness

o Difficulty with Sleep
o Too Much Sleep

12. BREAST-HORMONES:
o Breast Discharge

O Breast Soreness

0 Breast Swollen

13. BLOOD/ LYMPH:
0 Easy Bruising

o Neck Swelling

14. ALLERGY:

o Allergies Other Than Medications

o0 Immune Deficiency




