PATIENT PROFILE

PATIENT INFORMATION:

Name: Date of Birth:

Marital Status: Please Check One [ ]Single [ ] Married [ ] Divorced [ 1 Widowed
Address: City: Zip:
Home##: Cell#:

Message#: Social Security#:

Name of Primary Physician,

Address & City:

PATIENT EMPLOYMENT:
[ JEmployed [ ]Unemployed [ ]Retired [ ]Student [ ] Disabled

Place of Employment: Phone #:

RESPONSIBLE PARTY:
[ ] Please check if same as patient

Name: Date of Birth:

Address: City: Zip:
Home#: Cell#:

Place of Employment : Phone#:

Social Security#: Relationship to Patient:

EMERGENCY CONTACT:

Name: Phonet#: Relationship:

PRIMARY INSURANCE:
[ ] Same as Patient [ ] Same as Responsible Party [ ] Other

Name of Insured: Relationship to Patient:

Address: City: Zip:
Date of Birth: Social Security#:

Place of Employment: Phone#:

SECONDARY INSURANCE:
[ ]1Same as Patient [ ] Same as Responsible Party [ ] Other

Name of Insured: Relationship to Patient:
Address: City: Zip:
Date of Birth: Social Security#:

Place of Employment: Phone#:




Mark E. Reader, D.O.
PATIENT HEALTH HISTORY

Patient Name Date of Birth

Primary Care Physician Referring Physician

Preferred Pharmacy

Race (Mark Only One)

Decline to State[] American Indian or Alaskan Native[] Native Hawaiian or Pacific Islander]  Asian[]

Black or African American[J  White[l  Some other Race]

Ethnicity (Mark Only One)
Decline to State[] Hispanic or Latino[]  Not Hispanic or Latinol]

Preferred Language (Mark Only One)
English[l  Spanish(

(TAB 1) Are you taking ANY kind of medication now?

(This includes prescription, over the counter or herbal medication [J Yes [1No If Yes, please list below:

Name of Medication Dosage # of pills or amt taken per time

How often — 1, 2, 3 times/day

(TAB 2) Are you allergic to any medication? [JYes [INo If Yes, please list below:

Name of Medication

Reaction

(TAB 5/6/7) SURGERIES AND/OR HOSPITALIZATIONS

Have you had any surgeries before? [JYes [JNo
If Yes, list any Surgeries that you have had and the date of the procedure:

Have you ever been hospitalized for a medical problem before? 1Yes []No
If Yes, list hospitalizations, the reason for admission, and date:

Have you ever had any problems with anesthesia (being numbed or put to sleep)? [ Yes
If Yes, please list what sort of problems:

[1 No

WHAT IS THE MAIN REASON YOU ARE SEEING THE DOCTOR TODAY?




MARK E. READER, D.O.

Please read and initial after each section.
Signature on File/Assignment of Benefits

I hereby assign all medical and surgical benefits, to include major medical benefits to which | am entitled to
Mark E. Reader, DO. | hereby authorize and direct my insurance carrier(s), including Medicare, private
insurance and any other health/medical plan, to issue payment directly to Mark E. Reader. | hereby authorize
Dr. Reader to 1) release any information necessary to insurance carriers regarding my illness and treatments; 2)
process insurance claims generated in the course of examination or treatment; and 3) allow a photocopy of my
signature to be used to process insurance claims. Dr. Reader is authorized to discuss this case with my other
doctors, family members and anyone that we might need to speak with, write to, electronically transmit to or
otherwise communicate with now or any time in the future.  This order will remain in effect until revoked by
me in writing. (initial)

Acknowledgement of Receipt of Notice of Privacy Practice

I acknowledge that | have received a copy of the Privacy Practices of Dr. Mark E. Reader. This notice
describes how the aforementioned may use and disclose my protected health information, certain restrictions on
the use and disclosure of my healthcare information, and rights | may have regarding my protected health
information. (initial)

Office Billing and Payment Policy

I have read and understand the Office Billing and Payment Policy of Mark E. Reader, DO. | understand and
accept the responsibility for any payment that might become due on my account. (initial)

I have read and understand the above practices of Mark E. Reader, DO. My signature below signifies my
consent for Dr. Reader to bill and receive payments from my insurance, my acknowledgement of the notice of
privacy practices of this office, and my agreement to abide by the Billing and Payment Policy of Mark E.
Reader, DO.

Printed Name of Patient:

Patient’s Signature or Signature of Patient’s Representative Date

Printed Name of Patient’s Representative Relationship to Patient
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12. Do you now have or have you recently

had any of the following?

Yes No
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feels ‘hot when others do not

feels cold when others do not "

i, thirst is_ increased
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bruises easily
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