Cornerstone Medical  

	

	PATIENT HISTORY FORM



	Date: _______/_________/________

	NAME:
	
	
	
	Birthdate: _____/______/_____

	
	Last
	First
	M. I.
	

	Age:___________ Sex: ❑ F ❑ M
	
	
	

	

	How did you hear about this clinic?
	

	
	

	Describe briefly your present symptoms:
	

	

	

	Please list the names of other practitioners you have seen for this problem:
	

	

	

	Hospitalizations (include where, when, & for what reason):
	

	

	

	                              



	CURRENT MEDICATIONS

	Drug allergies:  ❑ No   ❑ Yes   To what?



	

	Please list any medications that you are now taking. Include non-prescription medications & vitamins or supplements:
Pharmacy Name and Town ____________________________________________

	Name of drug
	Dose (include strength & number of pills per day)      How long have you been taking this?

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	

	9.
	

	10.
	

	11.
	

	Immunizations
Flu ___________ Date COVID _________ Date
Pneumonia ___________Date
TDAP/Tetanus __________Date

	          Please list any other vaccines not listed 





	PAST MEDICAL HISTORY

	Do you now or have you ever had:
	
	

	
	
	

	❑ Diabetes
	❑ Heart murmur
	❑ Crohn’s disease

	❑ High blood pressure
	❑ Pneumonia
	❑ Colitis

	❑ High cholesterol
	❑ Pulmonary embolism
	❑ Anemia

	❑ Hypothyroidism
	❑ Asthma
	❑ Jaundice

	❑ Goiter
	❑ Emphysema
	❑ Hepatitis

	❑ Cancer (type) _________________
	❑ Stroke
	❑ Stomach  or peptic ulcer

	❑ Leukemia
	❑ Epilepsy (seizures)
	❑ Rheumatic fever

	❑ Psoriasis
	❑ Cataracts
	❑ Tuberculosis

	❑ Angina
	❑ Kidney disease
	❑ HIV/AIDS

	❑ Heart problems
	❑ Kidney stones
	

	
	

	Other medical conditions (please list):
	

	

	

	



	
	Surgical History 

	
Please list 
	

	
	

	
	

	

	
	

	
	
	

	
	

	
	

	
	



	FAMILY HISTORY

	IF LIVING
	IF DECEASED

	
	Age (s)
	Health & Psychiatric
	Age(s) at death
	Cause

	Father
	
	
	
	

	Mother
	
	
	
	

	Siblings
	
	
	
	



	Children
	
	
	
	



	EXTENDED FAMILY PSYCHIATRIC PROBLEMS PAST & PRESENT:

	Maternal Relatives:

	

	Paternal Relatives:

	








	SYSTEMS REVIEW

	

	In the past month, have you had any of the following problems?

	
	
	

	GENERAL
	NERVOUS SYSTEM
	PSYCHIATRIC 

	❑ Recent weight gain; how much____
	❑ Headaches
	❑ Depression

	❑ Recent weight loss: how much____
	❑ Dizziness
	❑ Excessive worries

	❑ Fatigue
	❑ Fainting or loss of consciousness
	❑ Difficulty falling asleep

	❑ Weakness
	❑ Numbness or tingling 
	❑ Difficulty staying asleep

	❑ Fever
	❑ Memory loss
	❑ Difficulties with sexual arousal

	❑ Night sweats
	
	❑ Poor appetite

	
	
	❑ Food cravings

	MUSCLE/JOINTS/BONES
	STOMACH AND INTESTINES
	❑ Frequent crying

	❑ Numbness
	❑ Nausea
	❑ Sensitivity

	❑ Joint pain
	❑ Heartburn
	❑ Thoughts of suicide / attempts

	❑ Muscle weakness
	❑ Stomach pain
	❑ Stress

	❑ Joint swelling
	❑  Vomiting
	❑ Irritability

	Where?
	❑ Yellow jaundice
	❑ Poor concentration

	
	❑ Increasing constipation
	❑ Racing thoughts

	EARS
	❑ Persistent diarrhea
	❑ Hallucinations

	❑ Ringing in ears
	❑ Blood in stools
	❑ Rapid speech

	❑ Loss of hearing
	❑ Black stools
	❑ Guilty thoughts

	
	
	❑ Paranoia

	EYES
	SKIN
	❑ Mood swings

	❑ Pain
	❑ Redness
	❑ Anxiety

	❑ Redness
	❑ Rash
	❑ Risky behavior

	❑ Loss of vision
	❑ Nodules/bumps
	

	❑ Double or blurred vision
	❑ Hair loss
	

	❑ Dryness
	❑ Color changes of hands or feet
	Substance Abuse: Please List  

	
	
	

	THROAT
	BLOOD
	

	❑ Frequent sore throats
	❑ Anemia
	

	❑ Hoarseness
	❑ Clots
	

	❑ Difficulty in swallowing
	
	

	❑ Pain in jaw
	KIDNEY/URINE/BLADDER
	

	
	❑ Frequent or painful urination
	

	HEART AND LUNGS
	❑ Blood in urine
	

	❑ Chest pain
	
	

	❑ Palpitations
	Women Only:
	

	❑ Shortness of breath
	❑ Abnormal Pap smear
	

	❑ Fainting
	❑ Irregular periods
	

	❑ Swollen legs or feet
	❑ Bleeding between periods
	

	❑ Cough
	❑ PMS
	

	
	
	

	WOMENS REPRODUCTIVE HISTORY:
Age of first period:
# Pregnancies:
# Miscarriages:
# Abortions:
Have you reached menopause?  Y /  N    At what age?
Do you have regular periods?      Y /  N    






	SUBSTANCE USE

	
DRUG CATEGORY

(circle each substance used)
	Age when 
you first 
used this:
	How much & how often did you use this?
	How many years did you use this?
	

When did 
you last 
use this?


	Do you currently
use this?


	     ALCOHOL
	
	
	
	
	  Yes □         No □

	CANNABIS:
Marijuana, hashish, hash oil
	
	
	
	
	  Yes □         No □

	STIMULANTS:
Cocaine, crack
	
	
	
	
	  Yes □         No □

	STIMULANTS:
Methamphetamine—speed, ice, crank
	
	
	
	
	  Yes □         No □

	AMPHETAMINES/OTHER STIMULANTS:
Ritalin, Benzedrine, Dexedrine
	
	
	
	
	  Yes □         No □

	BENZODIAZEPINES/TRANQUILIZERS:
Valium, Librium, Halcion, Xanax, Diazepam, “Roofies”
	
	
	
	
	  Yes □         No □

	SEDATIVES/HYPNOTICS/BARBITURATES: 
Amytal, Seconal, Dalmane, Quaalude, Phenobarbital
	
	
	
	
	  Yes □         No □

	HEROIN
	
	
	
	
	  Yes □         No □

	STREET OR ILLICIT METHADONE
	
	
	
	
	  Yes □         No □

	OTHER OPIOIDS: 
Tylenol #2 & #3, 282’S, 292’S, Percodan, Percocet, Opium, Morphine, Demerol, Dilaudid
	
	
	

	
	  Yes □         No □

	HALLUCINOGENS: 
LSD, PCP, STP, MDA, DAT, mescaline, peyote, mushrooms, ecstasy (MDMA), nitrous oxide
	
	
	

	
	  Yes □         No □

	INHALANTS: 
Glue, gasoline, aerosols, paint thinner, poppers, rush, locker room
	
	
	
	
	  Yes □         No □

	Nicotine   

OTHER: specify)_________________________________________________________________________________________________________
	
	
	
	
	  Yes □         No □
PPD ________
Years ______




· Co-Payments: Your insurance company requires us to collect co-payments at the time of service. Waiver of co-payments may constitute fraud under state and federal law. Please help us in upholding the law by paying you co-payment at each visit.
· Deductible Payments: If your insurance requires you to meet a deductible before services are covered, payments must be made at the time of service. A $100.00 payment will be due at the time of service. Please note the $100.00 payment does not constitute payment in full and any additional balance must be paid upon receiving notification from our practice. Payment arrangements are available.
· Claims Submission: We will submit your claims and assist you in any way we reasonably can to help get your claims paid. You will be responsible for all non-covered services according to Medicare/insurance guidelines. We must have a copy of your most recent cards and any secondary insurance or supplement you may have. If we receive notification that you are not eligible for coverage or we are not contracted with your insurance, you will be responsible for all charges incurred. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request.
· Preventive Care Services: Routine exams are not always covered by your insurance. Please be aware that if an additional problem is addressed at the time of your visit, a co-pay, deductible or office visit fee may be charged. If services are denied payment by your insurance or you have failed to provide us with your correct insurance information, you will be responsible to pay for these services.
· Cash Pay Patients: The amount you pay for today’s scheduled office visit may not be your final payment. Other costs that may be accrued for today’s appointment including, but not limited to , laboratory tests, x-ray test, any injections, special procedures, or additional office visit charges.
· Laboratory Bills: Any laboratory procedures that are ordered during today’s visit will be billed to you directly by the laboratory. Please contact your laboratory directly for any questions regarding your lab bill with the exception of self pay patients.
· Missed Appointments: Please note a $25.00 cancellation fee may apply for missed appointments or failure to cancel 24 hours prior to your scheduled appointment time. These charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping you regularly scheduled appointments.
· No Shows: 3 No shows can result in dismissal from practice.
· If at any time you should experience financial hardship and need to make special payment plan arrangements, please contact our billing office.
· By signing this consent form you are giving your healthcare provider permission to collect and giving your pharmacy and your health insurer permission to disclose information about your prescriptions that have been filled at any pharmacy or covered by any health insurance plan
Assignment of Benefits: Authorization is hereby granted to release information as may be necessary to process and complete my insurance claim, and payment of medical benefit is to be paid directly to Cornerstone Medical LLC for all services rendered.


I have read and understand the above statements on page 1. I agree to comply with the financial policies of the office, and I am financially responsible for my account.

Patient or Guardian Signature: 							Date:


Patient Name (please Print) 							Date of Birth: 


PATIENT REGISTRATION 
Authorization to release or use information for treatment, payment, or health care operations I hereby authorize the release or use of my individually identifiable health information (protected health information or PHI) and medical information by Cornerstone Medical in order to carry out treatment, payment, or health care operations. You should review the Practice’s Notice of Privacy Practices for a more complete description of the potential release and use of such information, and you have the right to review such Notice prior to signing this Consent Form. 
We reserve the right to change the terms of its Notice of Privacy Practices at any time. If we do make changes to the terms of its Notice of Privacy Practices, you may obtain a copy of the revised notice by writing our practice or requesting a copy from our front desk staff. 
You retain the right to request that we further restrict how your protected health information is released or used to carry out treatment, payment, or health care operations. Our practice is not required to agree to such requested restrictions; however, if we do agree to your requested restriction(s), such restrictions are then binding on the Practice. 
I agree and consent to releasing information to me in the following manners: 
VIA MAIL PLEASE INITIAL 
OK TO MAIL TO HOME ADDRESS _______________ 
OK TO MAIL TO WORK ADDRESS _______________ 
VIA HOME TELEPHONE 
OK TO LEAVE DETAILED MESSAGE ______________ 
LEAVE CALL BACK NUMBER ONLY ______________ 
VIA WORK TELEPHONE 
OK TO LEAVE DETAILED MESSAGE ______________ 
LEAVE CALL BACK NUMBER ONLY ______________ 
VIA FAX 
OK TO FAX TO: ___________________ ______________ 
By signing below, I attest that the information provided above is true and accurate
 Signature of Insured / Guardian: _____________________________________ Date: ___________________

Patient Name 

