
Date:

PAilENT REGISTRATION

PAIIENT NAME (I.AST - FIRST - TfiDDLE INITIAT) ADDRESS

CITY, STAIE zJP HOME PHONE CELL PHONE

PATTENTDATEoFBTRTH I PATIENTSSN lso( I MAruTAI-srATUs
I l0Male trFemale l[singletrMarriedElother-

PATIENT EMPLOYER NAME PATIENT EMPLOYER ADDRES5 (STREET ADDRESS . CITY - STATE - zIP) I EMPTOYER PHONE

lnrleuoru To PATIENT: Espouse Eparent Dguardian
NAME (FIRST- LAST- MIDDLEINMAL) ADDRESS (if diff€rentfrom patient)

HOMEPHONE I WORKPHONE SSN I BIRTH DAIE EMPLOYER

PRIMARY INSURARCE I{Ai,IE ADDRESSTSIR:ET - CITY. STATE - AP) PHOIYE

GROUP NUMBER ID T{UMBER EMPLOYER EMPI-OYER PHONE

SECONDARY INSURANCE NAME ADDRESS (SIREET - CTTY ' STATE . ZIP) PHONE

GROUP HUMBER ID NUTIiiBER EMPLOYER Eil'PLOYER PHONE

PRIMARY DOCIOR./FAMILY DOCTOR REFFERING DOCTOR

IN CASE OF EMERGENCY€ONTACI RELAflONS}TP PHONE NUMEER

ASSIGNMENT AND RELEASE : I hcTeby rectly to the physician and I am financially
responsible for non-covered services. I also authorize the physician to release any information required in the processing of this
claim and all future claims. If mv account is sent to a collection asencv, I aqree to oay all collection and attorney fees.

AUTHORtrATION EXPIRES (UNLESS OTHERUtrSE NOTED THIS AUI}IORUATION WILL
REMAIN IN EFFECT OHE YEAR FROM THE DATE SIGNED)

I xsvrn o*tr:

DATES OF SERVICE

FROM:

once "lhi5;[a{]]iry" discloses my health information by my request, it cannot guarantee that Recipient will not re-disclose my health information to a

third party. The third party may not be required to abide by this Authorization or applicable federal and state laws governing the use and disclosure
of my health information.
I may make a request in writing at any time to inspect and/or obtain a copy of my health information maintained at this facility as provided in the
Federal Privacy Rute 45 CFR (1 64.524).
my records are protected and cannot be disclosed without written permission
this Authorization will remain in effect for one vear or I orovide a lvritten notice of revoration to the Medical Record

Hand Care Specialists of Wesley Chapel, LLC



Date:

PATIENT MEDICAL HISTORY

PATIENT NAITIF (I.AST - FINST - MIDDI.E IT{IIIAL)

*** Preferred Phrrmacs
Allergles
U norufrNo xnown Allergies

I Dairy rraducts

I sulfa orugs

OTHER

ll Adhesive Tape

I IodineAhellfish/Contrast rye
I wheat

0 enesthesia

I Latex

ll Rspirin

I Morphlne
[ (odeine

I PEnicillin

FAMILY HISTORY - noare indicate if aily of your immediate relatiyes ha\re had any of the folloring by flacing an x in the appropriat€ bo*
MOTHER FATHER SIB LrNG (Brotherlsistar)

IAnesthesia Problems I

Arthritis
Cancer
Diabetes
Heart Problems
Hvpertension
Stroke
Thvroid Disorder
SOCIAL HISTORY
Marital status: tr Single E Married tr Divorced tr Widowed tr Separated
Occupation: I Retired tr Disabled (reason )
[Yes ENo - Do you drink alcohol?
0Yes trNo - Do you use tobacco?

tr Daily trWeekly Elnfrequently I Recovering Alcoholic
tr Smoke ( oack perdav) tr Chew

Surgical Hittorf Please list any hospitalization$. [urgeries. fractures or major illnesses you have had.
WPE OF SURGERY I YrM Or DATE I OOCTON tOCAilON

Medical History: Have you aner
n ruoruE of *re problems listed
0 alle6ies
I anemia

I arthritis conditions
I! asthma

I arterial fibrillation
ll bleeding problems

I BPH

[1 CAD coronary artery disease

0 cancer

n cardiac arrest
I celiac disease

had any of the following?
0 chest pain

[1 CttF congestive heart failure
[1 chronic fatigue qyndrome

0 depression

I diabetes

[l drug/alcohol abuse

I erectile dFfunction
0 fihromyalgia

I eerd

I heart disease

ll h6h cholesterol
ll hyperinsulinemia

! hyperlipidemia

I hypenensian

0 hypogonadism male

I hypothyroidism
I infection prohlems

0 insomnia

I iniable bowel syndrorire
lJ kidney problems

ll menopause

I migraines/treadaches

I neuropattry

0 orqrchomycosis

[1 organ injury

I osteoporosis
I pulmonary embolism/blood clot in legs

0 seizure disorders
I shorftess of breath
0 sinus conditions
I stroke
ll syndrome X

0 tremors

ll wheat allerry

Medications: List any medications you are currently taking (please include over the counier medication+
PTEASE PRINT I.EGIBIY- OIO CURSIVE PLEASE

MEDICATION DOSAGE PERsCRIBING DOCTOR

Hand Care Specialists of Wesley Chapel, LLC

Reaction:
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