

ALVARO R. BADA, M.D. P.A.

LAST NAME:  Click here to enter text. FIRST: Click here to enter text. MI: Click here to enter text.
ADDRESS: Click here to enter text.
CITY: Click here to enter text. STATE: Click here to enter text. ZIP: Click here to enter text.
HOME PHONE:  Click here to enter text.    CELL PHONE:   Click here to enter text.
WORK PHONE:  Click here to enter text.
RACE:  Click here to enter text.                      LANGUAGE:  Click here to enter text.
HISPANIC:  Click here to enter text.              NON HISPANIC: Click here to enter text.
EMAIL ADDRESS:  Click here to enter text.
REFERRING PHYSICIAN: Click here to enter text.
DATE OF BIRTH: Click here to enter text.           SS#: Click here to enter text. 
MALE: ☐    FEMALE: ☐
WORK ADDRESS:   Click here to enter text.
IN THE EVENT OF AN EMERGENCY, WHO SHOULD WE CONTACT?
NAME: Click here to enter text.   PHONE:  Click here to enter text.
INSURANCE GUARANTOR: Click here to enter text.
NAME: Click here to enter text.   DOB: Click here to enter text.

*******IMPORTANT NOTICE!!********
I FULLY UNDERSTAND THAT IT IS MY RESPONSIBILITY TO OBTAIN A REFERRAL/ AUTHORIZATION FOR THIS VISIT IF IT IS REQUIRED BY MY INSURANCE COMPANY. IF A REFERRAL/ AUTHORIZATION IS NOT OBTAINED, I UNDERSTAND THAT I MAY BE NECESSARY TO RESCHEDULE THIS APPOINTMENT OR I WILL BE RESPONSIBLE FOR PAYMENT IN FULL FOR SERVICES RENDERED.
I AUTHORIZE THE RELEASE OF MEDICAL OR OTHER INFORMATION THAT MAHY BE NECESSARY TO OBTAIN REIMBURSMENT FROM MY INSURANCE CARRIER(S). I REQUEST THAT PAYMENT OF BENEFITS BE MADE TO THE PART WHO ACCPTS ASSIGNMENT.

PATIENT SIGNATURE:   Click here to enter text. 

Name: Click here to enter text.
PATIENT PHARMACY DESIGNATION FORM


NAME OF PHARMACY: Click here to enter text.

CITY WHERE PHARMACY IS LOCATED: Click here to enter text.

STREET WHERE PHARMACY IS LOCATED: Click here to enter text.













Name: Click here to enter text.
PATIENT HISTORY FORM
NOTE:  THIS IS A CONFIDENTIAL RECORD AND WILL BE KEPT IN YOUR DOCTOR’S OFFICE. THIS INFORMATION WILL NOT BE RELEASED TO ANYONE WITHOUT YOUR AUTHORIZATION TO DO SO.

TODAY’S DATE: Click here to enter text. 
WHAT IS THE REASON FOR YOUR VISIT TODAY?   PLEASE DESCRIBE:
Click here to enter text.
                    HISTORY OF PRESENT ILLNESS:
LOCATION OF THE PROBLEM: Click here to enter text.

ON A SCALE OF 1 TO 10, WITH 10 BEING THE MOST SEVERE, PLEASE INDICATE THE NUMBER THAT BEST DESCRIBES YOUR PROBLEM:  Click here to enter text.

WHEN DID YOU FIRST NOTICE THE PROBLEM? Click here to enter text.

HOW LONG DOES THE PROBLEM LAST? Click here to enter text.
IS THE PROBLEM CONSTANT OR VARIABLE? Click here to enter text.
IS ANY THING ELSE OCCURRING AT THE SAME TIME? Click here to enter text.
NAUSEA  /  RASH /  HEADACHES / OTHER Click here to enter text.
DOES ANYTHING MAKE THE PROBLEM WORSE? Click here to enter text.
MOVING AROUND /  STANDING /  LYING ON YOUR SIDE /  OTHER Click here to enter text.
HAVE YOU HAD A COLONOSCOPY?  Y:  ☐  N: ☐   DATE: Click here to enter text. 
HAVE YOU HAD A MAMMOGRAM?     Y:  ☐  N: ☐    DATE: Click here to enter text.
HAVE YOU HAD THIS SEASON’S (OCT 1 – MARCH 31) INFLUENZA SHOT? Y:  ☐  N: ☐  DATE:  Click here to enter text.
HAVE YOU HAD THE PNEUMOCOCCAL VACCINE (60 OR OLDER)?  Y:  ☐  N: ☐  DATE:  Click here to enter text.
HAVE YOU HAD THE COVID-19 VACCINE?  Y:  ☐  N: ☐  
HAVE YOU HAD YOUR BLOOD WORK DONE RECENTLY? Click here to enter text.

Name: Click here to enter text.
PAST MEDICAL & SOCIAL HISTORY
1. LIST ANY CONDITIONS YOU ARE TAKING MEDICATIONS FOR:
Click here to enter text.

2. LIST ANY PAST SURGERIES AND DATES THEY OCCURRED:
Click here to enter text.

3. DO YOU SMOKE?    Y ☐  N  ☐
IF YES, CURRENT (EVERY DAY) – HOW MUCH? Click here to enter text.
IF YES, CURRENT (SOME DAY) – HOW MUCH? Click here to enter text.
FORMER? Click here to enter text.
NEVER? Click here to enter text.

 4. DO YOU DRINK ALCOHOL?    Y  ☐   N  ☐ 
  IF YES:   SOCIAL ☐    OCCASIONAL   ☐       RARE   ☐
 
5. PLEASE LIST ALL SERIOUS ILLNESSES/DISEASES IN YOUR IMMEDIATE FAMILY: (EXAMPLE: CANCER, DIABETES, HEART DISEASE ETC.)
Click here to enter text.

6. ARE YOU ON ANY MEDICATIONS? PLEASE INCLUDE ANY OVER THE COUNTER MEDICATIONS/VITAMINS AS WELL:
Click here to enter text.

7. DO YOU HAVE ANY ALLERGIES?   Click here to enter text.



Name: Click here to enter text.
REVIEW OF SYMPTOMS
DO  YOU  NOW  HAVE  ANY  OF  THE  FOLLOWING? 

CONSTITUTIONAL SYMPTOMS:                            INTEGUMENTARY:               
FEVER                     Y  ☐   N  ☐                               SKIN RASH                          Y  ☐   N  ☐                          
CHILLS                    Y  ☐   N  ☐                               BOILS                                   Y  ☐   N  ☐                          
HEADACHE             Y  ☐   N  ☐                               PERSISTENT ITCH             Y  ☐   N  ☐                          
EYES:                                                                         OTHER                   Click here to enter text.
BLURRED VISION     Y  ☐   N  ☐                             MUSCULOSKELETAL :
DOUBLE VISION       Y  ☐   N  ☐                             JOINT PAIN                         Y  ☐   N  ☐                                               
EYE PAIN                  Y  ☐   N  ☐                             NECK PAIN                          Y  ☐   N  ☐                             OTHER            Click here to enter text.                        BACK PAIN                           Y  ☐   N  ☐                          
ALLERGIC/IMMUNOLOGIC:                                    EAR/NOSE/THROAT/MOUTH:
HAY FEVER              Y  ☐   N  ☐                             EAR INFECTIONS                 Y  ☐   N  ☐
DRUG ALLERGY      Y  ☐   N  ☐                  	     SORE THROAT                     Y  ☐   N  ☐
OTHER 	Click here to enter text.                       SINUS PROBLEMS               Y  ☐   N  ☐
NEUROLOGICAL:                                                     OTHER                    Click here to enter text.
TREMORS                  Y  ☐   N  ☐                           GENITOURINARY:
DIZZY SPELLS           Y  ☐   N  ☐                           URINE RETENTION              Y  ☐   N  ☐                      
NUMB/TINGLING        Y  ☐   N  ☐                          PAINFUL URINATION            Y  ☐   N  ☐                    
OTHER						    URINARY FREQUENCY        Y  ☐   N  ☐                     
ENDOCRINE:                                                          RESPIRATORY:
EXCESSIVE THIRST     Y  ☐   N  ☐                        WHEEZING                            Y  ☐   N  ☐                          
TOO HOT/COLD            Y  ☐   N  ☐                        SHORTNESS OF BREATH    Y  ☐   N  ☐                       
GASTROINTESTINAL :                                            FREQUENT COUGH               Y  ☐   N  ☐                     
ABDOMINAL PAIN         Y  ☐   N  ☐                       HEMATOLOGICAL/LYMPHATIC:
NAUSEA/VOMITING      Y  ☐   N  ☐                        SWOLLEN GLANDS               Y  ☐   N  ☐                      
INDIGESTION/HEARTBURN    Y  ☐   N  ☐             BLOOD CLOTTING                 Y  ☐   N  ☐                          
OTHER                  Click here to enter text.                  OTHER                       Click here to enter text.
CARDIOVASCULAR :                                             PSYCHOLOGIC:
CHEST PAIN                  Y  ☐   N  ☐                      SEVERE DEPRESSION            Y  ☐   N  ☐                 
VARICOSE VEINS          Y  ☐   N  ☐                      SATISFIED WITH LIFE             Y  ☐   N  ☐                
                                                                                 SUICIDAL THOUGHTS              Y  ☐   N  ☐                


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You May Refuse to Sign This Acknowledgement*

I, Click here to enter text. Have received a copy of this Office’s Notice of Privacy Practices. 

Please Print Name: Click here to enter text.

Date: Click here to enter text.


Persons you wish to receive aby or all your medical records (name) Click here to enter text.


For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

☐ Individual Refused to sign

☐ Communication barriers prohibited obtaining the acknowledgement

☐ An emergency situation prevented us from obtaining acknowledgement

☐ Other (Please specify) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



