Sample Medical Record Forms
CONFIDENTIAL
MEDICAL HISTORY FORM

Name ______________________________________ Birthdate __________ Date ___________________________

Do you:  
Smoke? __________ Packs per day __________  # Years smoked ____________



Drink Alcohol?  __________ Drinks per day  __________



Drink cola/coffee? ____________ How much per day? _______________________



List the medications you are now taking:

______________________________  ________________________________  _______________________________

List any allergies you have to drugs, food or other items:

_______________________________  _______________________________  _______________________________

Are you currently under medical care for any reasons?  If yes, please explain:

WOMEN ONLY:


Age when menstrual periods began 

____________________


Are your periods regular?
      

____________________ How Often? ____________


How many days do your periods last?

 ____________________


How many times have you been pregnant?
 ____________________


How many children born alive?  
 
  
 ____________________

Primary Care Physician: Name: ___________________________________________________________________




Address and City:  _________________________________________________________




Phone: ___________________________________________________________________

Past Psychiatric/Mental Health Care:


Therapist’s Name: _________________________________ For How Long and When:  _______________

List All Operations:

     Operation Performed
      
Year

Hospital

       Doctor

   ______________________      _______
____________________    ______________________

   ______________________      _______     ____________________    ______________________

List all times you have been admitted to a hospital overnight (except for childbirth)

    Reason Hospitalized
     
 Year

Hospital

       Doctor

_______________________        _______
 ____________________    ______________________

______________________          _______     ____________________    ______________________

Please check if any relative (parents, siblings, grandparents, children) have had any of the conditions listed below:

High blood pressure: ______
Kidney Disease: 
         ______

Asthma:
______

Stroke:

        ______
Bleeding Tendencies: ______

Tuberculosis:     ______

Cancer:

        ______
Seizures:
         ______

Colitis:
              ______

Emphysema:
        ______
Heart Disease: 
        ______

Anemia:
______

Ulcers:

        ______
Sugar Diabetes: 
         ______

Gout:

______

Mental Illness:
        ______
Other Serious Illness:______________________________________

Have you had any of the following illnesses:  (Please Circle)

Measles



Diabetes


Typhoid

Rubella (German Measles)
Goiter, Thyroid Disease

Malaria

Chickenpox


Hives



Other Tropical Diseases

Mumps



Allergies


Hepatitis

Whooping Cough

Eczema



Venereal Disease

Scarlet Fever


Mono



Seizures

Tonsillitis


Rheumatic Fever

Meningitis

Diphtheria


Poliomyelitis


Ear Infections

Asthma



Pleurisy



Heart Murmur

Glaucoma


Bronchitis


High Blood Pressure

Cancer



Influenza


Low Blood Pressure

Angina Pectoris


Tuberculosis


Heart Attack

Ulcer



Phlebitis


Kidney Stones

Bladder or Kidney Infection

Other serious illnesses:  (Please Explain):

Please list the date and results (if known) of your last:

X-ray: _________________________________________________________________________________________

EKG: __________________________________________________________________________________________

Blood Count: ____________________________________________________________________________________

Date of last examination by a doctor: ________________________________________________________________

It should be noted that medications may have unwanted side effects.  You are strongly urged to bring to our attention any problem that you may be having with your medications.

___________________________________________             ________________________

Signature




Date

Reviewed 8/19/2008
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Authorization for Release of Information

Name: _____________________________________________   

Date of Birth: ________________________________

Address: ___________________________________________  City, State, Zip: ______________________________

Phone Number: ________________________________________
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PATIENT REGISTRATION FORM

Patient Name: ‘Social Security Number:
Date of Birth Sex M/F (Circle one) Mamied Single Divorced Widow
Address

(Sixest) (Gry/StteZip)
Home Phone: (__) - E-mail Address

Would you be infereted is having commmications snt o you via your o mail address? (examples: ppomment
seminders, adminitrative updates and health bulletns) Yes No

Emploger Name: Employer Phone Number: (___)

Employer Address

=) CitySuerZip)
‘Primary Care Physician: Copay Amount §
Name)

How did you hear about our Practice?

Person responsible for bill or parent (Complete only if different from patient)
Guarantor Name: Social Security Number -
Relationship to Patient: (please check): ( ) self. () spowse, or ( ) parent Date of Birth:
Address: ‘Phone Number.
Employer Name: Employer Phone Number: (__)
Employer Address.

(Street) (City/Street)

Who to call for an emergency:
Name: Address:
Home Phone: () B Work Phone: (_) Relationstip.

FIRST INSURANCE INFORMATION
Plan Name: 1D. Number:
Address: Group Number:
Poticy Holder Effective Date:
Policy Holder's Social Security Number: R

Policy Holder's Date of Bisth: .

SECOND INSURANCE INFORMATION
Plan Name: 1D. Number:
Address: Group Number:
Poticy Holder Effective Date:
Policy Holder's Social Security Number: N

Policy Holder's Date of Bisth: .

‘THIRD INSURANCE INFORMATION
Plan Name: 1D. Number:

Address: Group Number:

Poticy Holder Effective Date:

Policy Holder's Social Security Number: N

Policy Holder's Date of Bisth: Sex M/ F

TS TOUR VISIT DUE 10 4 JOB RELATED INJURY OR AUTOMOBILE ACCIDENT? T
IF YES, PLEASE NOTIFY THE RECEPTIONIST

Tautiorize e release of any medical imformmtion Becesary 1o process s bll 1o my Iwrance company, 203 request
payment of benefits to Northeast Health. T acknowledge that I am financially responsible for payment whether or not
covered by insurance.

Signature Date:

PCN-100 (Rev.10/30/00)

@) ostAm
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____________________________________

    _______________________________________  Name of Provider or Facility




    Name of Provider or Facility
______________________________________

    _______________________________________

Address






    Address

______________________________________

    _______________________________________

City, State, Zip Code




    City, State, Zip Code

______________________________________

    _______________________________________

Phone #/Fax # (Include area code)



    Phone #/Fax # (Include area code)

PURPOSE OF THIS REQUEST: (check one)    FORMCHECKBOX 
   Healthcare
 FORMCHECKBOX 
  Insurance Coverage
 FORMCHECKBOX 
  Personal
 FORMCHECKBOX 
  Other

SPECIFIC INFORMATION AUTHORIZED: (select one or more as appropriate)
 FORMCHECKBOX 
  Assessments

 FORMCHECKBOX 
 Progress Notes
    
 FORMCHECKBOX 
 Laboratory Test Results: ________________________________

 FORMCHECKBOX 
  Diagnostic Impression
 FORMCHECKBOX 
 Discharge Summary
 FORMCHECKBOX 
 Treatment Plans

 FORMCHECKBOX 
  Treatment Summary 


 FORMCHECKBOX 
  Other:  (please describe)______________________________________________________

One-time Use/Disclosure: I authorize the one-time use or disclosure of the information described above to the person/provider/organization/facility/program(s) identified.  My authorization will expire:


 FORMCHECKBOX 
 When the requested information has been sent/received.


 FORMCHECKBOX 
 90 days from this date.


 FORMCHECKBOX 
 Other: __________________________________________
Periodic Use/Disclosure: I authorize the periodic use/disclosure of the information described above to the person/provider/organization/facility/program(s) identified as often as necessary to fulfill the purpose identified in this document.


My authorization will expire:


 FORMCHECKBOX 
 When I am no longer receiving services from this healthcare facility.


 FORMCHECKBOX 
 One year from this date.


 FORMCHECKBOX 
 Other: ____________________________________

Signature of Patient or Representative: _________________________________________  Date: __________________

Relationship to Patient (if requester is not the patient):   FORMCHECKBOX 
 Parent
 FORMCHECKBOX 
 Legal Guardian
 FORMCHECKBOX 
 Other: ____________________________

Patient or Representative has been provided a copy of this authorization: ___________________________________________________








     Staff member providing copy
Revised 8/19/08

I authorize this healthcare facility to release information to:





I understand that:


I do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment.


I may cancel this authorization at any time by submitting a written request to this healthcare facility, except where a disclosure has already been made in reliance on my prior authorization.


If the person of facility receiving this information is not a health care or medical insurance provider covered by privacy regulations, the information stated above could be redisclosed.


If the authorized information is protected by Federal Confidentiality Rules 42CFR, Part 2, it may not be disclosed without my written consent unless otherwise provided for in the regulations.


Release of HIV-related information requires additional information.


If the medical record information is not sent to another care provider, there may be a charge of the requested records.





I authorize this healthcare facility to obtain information from:









