Ali Endocrinology
Shamsa Ali, MD
Board Certified Endocrinologist
1107 Stone Street Suite 3
Port Huron MI 48060
Phone: (810) 985-6227, Fax: (810) 985-6221

New Patient Forms
Last name: _____________________ First name: _____________ M.I. ________ Birthdate: __________
Sex:    M      F                Marital Status:    Married       Single        Separated          Divorced           Widowed
Address: _______________________________ City: _________________ State: _____ Zip Code ______
Home phone: ____________________ Cell: ________________________ Work: ___________________
Email address: _________________________________   SS# ___________________________________
Employer: _____________________________________ Occupation: ____________________________
Race:   African American   American Indian    Asian    White  Hispanic/Latino  Multi-racial   Other  Decline
Ethnicity:    Hispanic/Latino    Non-Hispanic/Latino     Decline
If patient is a minor, please list parents/guardian
Mother’s name: ___________________________ Birthdate: ______________ Phone: _______________
Father’s name: ____________________________ Birthdate: ______________ Phone: ______________
Legal Guardian: ____________________________ Birthdate: ______________ Phone: ______________

Emergency Contact: ________________________________ Phone: _____________________________

Primary Insurance
Subscriber’s name: _____________________________ Subscriber’s Birthdate ____________________
Subscriber’s relationship to patient: __________________________
Insurance: _______________________________ Contract ID # _________________________________
Employer: ___________________________________ Occupation: ______________________________
Secondary Insurance
Subscriber’s name: _____________________________ Subscriber’s Birthdate ____________________
Subscriber’s relationship to patient: __________________________
Insurance: _______________________________ Contract ID # _________________________________
Employer: ___________________________________ Occupation: ______________________________
[bookmark: _GoBack]Primary Care Dr.______________________________  Referring Dr.____________________________


PAST MEDICAL HISTORY
Name: _________________________________ Sex: ______ Age: _______ Birthdate: _______
Current Medical Conditions: _____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Current Medications: ___________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Have you had any surgeries? Please list type of surgery and the year it was performed.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Please list any allergies you have and the reaction:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Family History, Has any member of your family (parents, siblings) had any of the following?
Please circle who in the family. F – Father    M – Mother   S – Sister  B – Brother   G - Grandparent 
	Diabetes
	F
	M
	S
	B
	G

	Osteoporosis
	F
	M
	S
	B
	G

	Thyroid Disease
	F
	M
	S
	B
	G

	Testosterone
	F
	M
	S
	B
	G

	High Blood Pressure
	F
	M
	S
	B
	G

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Do you smoke?  YES    NO       Packs per day ___________ Former smoker? Year you quit _____________
Do you drink alcoholic beverages?     YES     NO   How much? ____________________________________
Date of last flu shot? _______________ Do you exercise?   YES    NO     How often? __________________
Women only: How many times have you been pregnant? ______How many children do you have? _____
Did you have gestational diabetes?  YES    NO   Have you gone through menopause?  YES   NO   Age _____


CONSENT FOR TREATMENT:  I voluntarily consent to my treatment; including physician examinations and tests such as biopsies by the staff of Ali Endocrinology. No guarantees have been made to the patient regarding the results of such care and treatment which are hereby authorized.
							                                         INITIALS __________
ASSIGNMENTS OF BENEFITS:  I authorize my physician to release information from my medical record to my insurance carrier(s), or government agency for the processing of claims for medical benefits. I request that my insurance company(s) honor my assignment of benefits directly to my physician, on my behalf.
									            INITIALS ___________
PRIVACY PRACTICES (HIPAA):  I have acknowledged that I have been offered a copy of Ali Endocrinology’s Notice of Privacy Practice.
									              INITIALS __________
E - PRESCRIBING MEDICATIONS: I authorize my physician to refill my medications through a computerized system. I also authorize my physician to obtain my medical history from my pharmacy, health plan or other healthcare providers.
		PHARMACY: ___________________________                     INITIALS __________ 
PROTECTED INFORMATION:  My protected health information regarding myself may be shared with the following individuals.
		Name: _______________________________  Relationship __________________
		Name: _______________________________  Relationship __________________
		Name: _______________________________  Relationship __________________
RELEASE OF INFORMATION:  I give my consent and authorization for the medical or billing staff at Ali Endocrinology to leave protected health care information about me on my answering machine or voicemail via the telephone number I have listed below. I also consent to receive automated calls via home phone ________, cell phone _________ and text messages ________
		Home number ____________________ Cell number _______________________
									INTIALS ___________
									DATE _____________


