FAMILY PRACTICE CARE,PLLC

28351 SCHOENHERR WARREN, M| 48088

Patient Information

First Name Last Name MI Date of Birth
Address City State Zip

Please check Primary Home Phone [] Work Phone [] Cell Phone []
phone

Other Name(s) Used

E-mail Address

Gender SSN Preferred Language Driver’s License
[IM[I]F
Marital Status Preferred Contact Ethnicity Race
[ ] Married [] Mail [ Cambodian [ ] American Indian or Alaskan Native
[ Sllngle [ ] Home Phone [ ] Filipino [ Asian ) )
[ ] Divorced ] Day Phone [ Hispanic/Latino [ ] Black or African American
[ ] Separated pan . [ ] Native Hawaiian/Other Pacific Islander
[] Cell Phone [ ] Non-Hispanic
[ ] widowed : [ ] White
. [ ] Patient Portal
[ ] Life Partner (MyChart) [ ] Other

First Name

Last Name

MI

Responsible Party (Guarantor) [] Same as patient

Date of Birth

Address

City

State

Zip

Please check Primary
Phone

Home Phone

[] Work Phone

[ ] | Cell Phone []

SSN Relationship to Patient Driver’s License
Emergency Contact (for minor child, this section may be used for other parent)

First Name Last Name MI Date of Birth
Address City State Zip

Please check Primary Home Phone [] Work Phone [ ] | Cell Phone []
Phone

I/We do hereby consent to and authorize the performance of all treatments, surgeries and medical services
deemed advisable by the physicians of Family Practice Care,PLLC and its affiliated medical groups

to me or to the above-named minor of whom [ am the parent or legal guardian. I hereby certify that, to the best
of my knowledge, all statements contained hereon are true. I understand that [ am directly responsible for all
charges incurred for medical services for myself and my dependents regardless of insurance coverage,
excluding only authorized services provided under a valid prepaid HMO contract. I furthermore agree to pay
legal interest, collection expenses, and attorneys’ fees incurred to collect any amount I may owe. I also hereby
authorize myFamily Practice Care,PLLC affiliated medical group to release information requested by
insurance company and/or its representatives. I fully understand this agreement and consent will continue
until cancelled by me in writing.

Signature of Patient/Responsible Party Date

Name of Patient/Responsible Party (Please Print) Relationship to Patient




FAMILY PRACTICE CARE,PLLC

28351 SCHOENHERR WARREN, M| 48088

Preferred Pharmacy Secondary Pharmacy
Name Name
Address Address
Phone Phone
Fax Fax

Advanced Directives

[ INone [ ] Do NotResuscitate [ | Durable Power of Attorney [ | Living Will [ | HC Proxy
Date Reviewed:

Medications - List all medications you take, prescription and non-prescription, and the dosage
[ ] Ido not take any medications
Medication Name Dosage

Medication and Food Allergies - List all known allergies (drugs, food, animals, etc.)
[ ] No Known Allergies

Medical History - Check if you have ever experienced the following conditions, and year of onset.

Condition Year Condition Year
[ ] None [ ] Gallbladder Disease
[ ] Allergies [ ] GERD (Reflux)
[ ] Anemia [ | Hepatitis C
[ ] Angina [ ] Hyperlipidemia
[ ] Anxiety [ ] Hypertension
[ ] Arthritis [ ] Irritable Bowel Disease
[ ] Asthma [ ] Liver Disease
[ ] Atrial Fibrillation [ ] Migraine Headaches
[ ] Benign Prostatic Hypertrophy [ ] Myocardial Infarction
[ Blood Clots [ | Osteoarthritis
[ ] Cancer - Type [ ] Osteoporosis
[ ] Cerebrovascular Accident [ ] Peptic Ulcer Disease
[ ] Coronary Artery Disease [ ] Renal Disease
[ ] COPD (Emphysema) [ ] Seizure Disorder
[ ] Crohn’s Disease [ ] Thyroid Disease
[] Depression [ ] Other
[ | Diabetes [ ] Other
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FAMILY PRACTICE CARE,PLLC

Surgical History - Check if you have received the following procedures, and year performed.

Surgical Procedure Year Surgical Procedures Year
[ ] None Male Only
[ ] Angioplasty [ ] Prostate Biopsy
[ ] Angioplasty w/Stent [] TURP
[ ] Appendectomy (Trans-urethral resection of Prostate)
[ ] Arthroscopy Knee [ ] Vasectomy
[ ] Back Surgery [ ] Oother
[ ] CABG (heart bypass) [ ] Other
[] Carpal Tunnel Release
[ ] Cataract Extraction Female Only
[ ] Cholecystectomy [ ] Augmentation Mammoplasty
[] Colectomy [ ] Bilateral Tubal Ligation
[ ] Colostomy [ | Breast Biopsy
[ ] Gastric Bypass [ ] Cesarean Section
[ ] Hernia Repair [ ]DandC
[ | Hip Replacement [ ] Hysterectomy
|:| Knee Replacement |:| Mastectomy
[ ] LASIK [] Myomectomy
[ ] Liver Biopsy [ ] Reduction Mammoplasty
[ ] Pacemaker [] TAH/BSO
[ ] Small Bowel Resection [] Vaginal Hysterectomy
[] Thyroidectomy [ ] Other
[ ] Tonsillectom [ ] Oother
received the following, and date of most recent exam.
Exam Date Exam Date
|:| None |:| GYN Exam
|:| Breast Exam |:| Influenza Vaccine
[ ] Cardiac Stress Test [] Lipid Panel
[_] Colonoscopy [ ] Mammogram
[ |DEXAScan  (Bone density) | PAP Test
[] Echocardiogram [] Physical Exam
|:| EKG |:| Pneumococcal Vaccine
|:| Eye Exam |:| Pulmonary Function Test
[ ] FOBT (stool card for hidden blood) [ ] Sigmoidoscopy
|:| Foot Exam |:| Tetanus Vaccine

Family History - Check if any family member(s) has had any of the following conditions.

[] Adopted
Diagnosis Mother | Father | Brother | Sister Other Other Other

Alcoholism [ ] [ ] [ ] [ ] [ ] [ ] [ ]

Allergies

Alzheimer’s Disease

Asthma

Blood Disease

CAD (Heart Attack)
Cancer - Type:

CVA (Stroke)
Depression
Developmental Delay
Diabetes

L0
L0
L0
L0
L0
L0
L0

w



FAMILY PRACTICE CARE, PLLC

Family History - continued \

Diagnosis Mother | Father | Brother | Sister Other Other Other
Eczema [] [] [] [] [] L] L]
Hearing Deficiency [ ] [ ] [] [] [] L] L]
Hyperlipidemia (High Cholesterol) [] [] [ ] [ ] [] [] []
Hypertension (High Blood Pressure) L] [] [] [ ] [ ] [] []
Irritable Bowel Disease L] L] [] [] [ ] [ ] []
Learning Disability ] [] [] [] [] [] []
Mental Illness [] [] [] [] [] L] L]
Tuberculosis [] [] [] [] [] L] L]
Obesity [] [] [] [] L] L] L]
Osteoarthritis L] [] [] [ ] [ ] [] []
Osteoporosis [] [] [ ] [ ] [] [] []
PVD L] [] [l [] [l [] [
Renal Disease [ ] [] [] [] [] [ [
Other [ ] [] [] [] [] L] L]
Other [ [ [ [ [ [ [
Social History for Adult Patient
Occupation Employer
Do you have children? [ ] Yes [ ] No | How many? Female(s) Male(s)
Tobacco Use [ ] Daily [ ]Weekly [ ]Less [] Chewing [] Pipe
igar igarette
[]cig [Icig
[ INo [[] Former/Year quit: [ ] Smokeless Brand:
Alcohol Use [ ] Daily [ Weekly [ ]Less [] Beer [ Wine
[ ]No [ ] Former/Year quit: [ Liquor [ other:
[ 1Moderate [ ]Vigorous [ ]Sedentary | Sleep Pattern:
E ise Activit
xercise Activity Days/Week: []cChanges [ ]No Changes
Caffeine Use [ ] Daily [ ]Weekly [ ]Less E Chocolate E Coffee
Soda Tea
[ INo [ ] Former/Year quit: [ ] Tablets [ ] other:
For Pediatric Patient \
Patient Reside Primary [] Mother [ ] Father []Both Parents | [_] Other:
with: Secondary | [_] Mother [ ] Father [ ] Other:
Mother’s Occupation Father’s Occupation
Parents Relationship Childcare
[ ] Married ] Single [ ] Mother ] Grandparent
[ ] Divorced [ ] Separated [ ] Father [ ] Nanny
[ ] Widowed [] sibling  [] Daycare
Tobacco Exposure:[_]Yes  [] No Patient is current smoker? [ |Yes [ ] No
Smokers athome: [ ]Yes [ ]No




	MRN: 
	First Name: 
	Last Name: 
	MI: 
	Date of Birth: 
	Address: 
	City: 
	State: 
	Zip: 
	Work Phone: 
	Cell Phone: 
	Home Phone: 
	Work Phone_2: 
	Cell Phone_2: 
	Other Names Used: 
	Email Address: 
	Gender: 
	undefined_2: Off
	undefined_3: Off
	SSN: 
	Preferred Language: 
	Driver  s License: 
	Married: Off
	Single: Off
	Divorced: Off
	Separated: Off
	Widowed: Off
	Life Partner: Off
	Mail: Off
	Home Phone_2: Off
	Day Phone: Off
	Cell Phone_3: Off
	Patient Portal: Off
	Cambodian: Off
	Filipino: Off
	HispanicLatino: Off
	NonHispanic: Off
	American Indian or Alaskan Native: Off
	Asian: Off
	Black or African American: Off
	Native HawaiianOther Pacific Islander: Off
	White: Off
	Other: Off
	Primary Care Provider: 
	Referring Provider: 
	Same as patient: Off
	First Name_2: 
	Last Name_2: 
	MI_2: 
	Date of Birth_2: 
	Address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	undefined_4: 
	undefined_5: Off
	Cell Phone_4: 
	Home Phone_3: 
	Work Phone_3: 
	Cell Phone_5: 
	SSN_2: 
	Relationship to Patient: 
	Preferred Language_2: 
	Driver  s License_2: 
	First Name_3: 
	Last Name_3: 
	MI_3: 
	Date of Birth_3: 
	Address_3: 
	City_3: 
	State_3: 
	Zip_3: 
	Home Phone_4: 
	undefined_6: 
	undefined_7: Off
	Cell Phone_6: 
	Work Phone_4: 
	Cell Phone_7: 
	Date: 
	Name of PatientResponsible Party Please Print: 
	Relationship to Patient_2: 
	MRN_2: 
	Name: 
	Name_2: 
	Address_4: 
	Address_5: 
	Phone: 
	Phone_2: 
	Fax: 
	Fax_2: 
	None: Off
	Do Not Resuscitate: Off
	Durable Power of Attorney: Off
	Living Will: Off
	HC Proxy: Off
	I do not take any medications: Off
	Medication NameRow1: 
	DosageRow1: 
	Medication NameRow2: 
	DosageRow2: 
	Medication NameRow3: 
	DosageRow3: 
	Medication NameRow4: 
	DosageRow4: 
	Medication NameRow5: 
	DosageRow5: 
	Medication NameRow6: 
	DosageRow6: 
	Medication NameRow7: 
	DosageRow7: 
	Medication NameRow8: 
	DosageRow8: 
	Medication NameRow9: 
	DosageRow9: 
	Medication NameRow10: 
	DosageRow10: 
	No Known Allergies: Off
	No Known AllergiesRow1: 
	No Known AllergiesRow1_2: 
	No Known AllergiesRow2: 
	No Known AllergiesRow2_2: 
	No Known AllergiesRow3: 
	No Known AllergiesRow3_2: 
	No Known AllergiesRow4: 
	No Known AllergiesRow4_2: 
	None_2: Off
	YearNone: 
	Gallbladder Disease: Off
	YearGallbladder Disease: 
	Allergies: Off
	YearAllergies: 
	GERD Reflux: Off
	YearGERD Reflux: 
	Anemia: Off
	YearAnemia: 
	Hepatitis C: Off
	YearHepatitis C: 
	Angina: Off
	YearAngina: 
	Hyperlipidemia: Off
	YearHyperlipidemia: 
	Anxiety: Off
	YearAnxiety: 
	Hypertension: Off
	YearHypertension: 
	Arthritis: Off
	YearArthritis: 
	Irritable Bowel Disease: Off
	YearIrritable Bowel Disease: 
	Asthma: Off
	YearAsthma: 
	Liver Disease: Off
	YearLiver Disease: 
	Atrial Fibrillation: Off
	YearAtrial Fibrillation: 
	Migraine Headaches: Off
	YearMigraine Headaches: 
	Benign Prostatic Hypertrophy: Off
	YearBenign Prostatic Hypertrophy: 
	Myocardial Infarction: Off
	YearMyocardial Infarction: 
	Blood Clots: Off
	YearBlood Clots: 
	Osteoarthritis: Off
	YearOsteoarthritis: 
	Cancer  Type: Off
	YearCancer  Type: 
	Osteoporosis: Off
	YearOsteoporosis: 
	Cerebrovascular Accident: Off
	YearCerebrovascular Accident: 
	Peptic Ulcer Disease: Off
	YearPeptic Ulcer Disease: 
	Coronary Artery Disease: Off
	YearCoronary Artery Disease: 
	Renal Disease: Off
	YearRenal Disease: 
	COPD Emphysema: Off
	YearCOPD Emphysema: 
	Seizure Disorder: Off
	YearSeizure Disorder: 
	Crohn: Off
	YearCrohn  s Disease: 
	Thyroid Disease: Off
	YearThyroid Disease: 
	Depression: Off
	YearDepression: 
	Other_2: Off
	YearOther: 
	Diabetes: Off
	YearDiabetes: 
	Other_3: Off
	YearOther_2: 
	MRN_3: 
	None_3: Off
	YearNone_2: 
	YearMale Only: 
	Angioplasty: Off
	YearAngioplasty: 
	Prostate Biopsy: Off
	YearProstate Biopsy: 
	Angioplasty wStent: Off
	YearAngioplasty wStent: 
	Appendectomy: Off
	YearAppendectomy: 
	Transurethral resection of Prostate: Off
	YearTURP Transurethral resection of Prostate: 
	Arthroscopy Knee: Off
	YearArthroscopy Knee: 
	Vasectomy: Off
	YearVasectomy: 
	Back Surgery: Off
	YearBack Surgery: 
	Other_4: Off
	YearOther_3: 
	CABG heart bypass: Off
	YearCABG heart bypass: 
	Other_5: Off
	YearOther_4: 
	Carpal Tunnel Release: Off
	YearCarpal Tunnel Release: 
	OtherCarpal Tunnel Release: 
	YearCarpal Tunnel Release_2: 
	Cataract Extraction: Off
	YearCataract Extraction: 
	YearFemale Only: 
	Cholecystectomy: Off
	YearCholecystectomy: 
	Augmentation Mammoplasty: Off
	YearAugmentation Mammoplasty: 
	Colectomy: Off
	YearColectomy: 
	Bilateral Tubal Ligation: Off
	YearBilateral Tubal Ligation: 
	Colostomy: Off
	YearColostomy: 
	Breast Biopsy: Off
	YearBreast Biopsy: 
	Gastric Bypass: Off
	YearGastric Bypass: 
	Cesarean Section: Off
	YearCesarean Section: 
	Hernia Repair: Off
	YearHernia Repair: 
	D and C: Off
	YearD and C: 
	Hip Replacement: Off
	YearHip Replacement: 
	Hysterectomy: Off
	YearHysterectomy: 
	Knee Replacement: Off
	YearKnee Replacement: 
	Mastectomy: Off
	YearMastectomy: 
	LASIK: Off
	YearLASIK: 
	Myomectomy: Off
	YearMyomectomy: 
	Liver Biopsy: Off
	YearLiver Biopsy: 
	Reduction Mammoplasty: Off
	YearReduction Mammoplasty: 
	Pacemaker: Off
	YearPacemaker: 
	TAHBSO: Off
	YearTAHBSO: 
	Small Bowel Resection: Off
	YearSmall Bowel Resection: 
	Vaginal Hysterectomy: Off
	YearVaginal Hysterectomy: 
	Thyroidectomy: Off
	YearThyroidectomy: 
	Other_6: Off
	YearOther_5: 
	Tonsillectomy: Off
	YearTonsillectomy: 
	Other_7: Off
	YearOther_6: 
	None_4: Off
	DateNone: 
	GYN Exam: Off
	DateGYN Exam: 
	Breast Exam: Off
	DateBreast Exam: 
	Influenza Vaccine: Off
	DateInfluenza Vaccine: 
	Cardiac Stress Test: Off
	DateCardiac Stress Test: 
	Lipid Panel: Off
	DateLipid Panel: 
	Colonoscopy: Off
	DateColonoscopy: 
	Mammogram: Off
	DateMammogram: 
	DEXA Scan: Off
	DateDEXA Scan: 
	PAP Test: Off
	DatePAP Test: 
	Echocardiogram: Off
	DateEchocardiogram: 
	Physical Exam: Off
	DatePhysical Exam: 
	EKG: Off
	DateEKG: 
	Pneumococcal Vaccine: Off
	DatePneumococcal Vaccine: 
	Eye Exam: Off
	DateEye Exam: 
	Pulmonary Function Test: Off
	DatePulmonary Function Test: 
	FOBT stool card for hidden blood: Off
	DateFOBT stool card for hidden blood: 
	Sigmoidoscopy: Off
	DateSigmoidoscopy: 
	Foot Exam: Off
	DateFoot Exam: 
	Tetanus Vaccine: Off
	DateTetanus Vaccine: 
	Adopted: Off
	Adopted_2: 
	Alcoholism: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	Allergies_2: 
	undefined_15: 
	undefined_16: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	Alzheimer  s Disease: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	Asthma_2: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	Blood Disease: 
	undefined_36: 
	undefined_37: 
	undefined_38: 
	undefined_39: 
	undefined_40: 
	undefined_41: 
	undefined_42: 
	CAD Heart Attack: 
	undefined_43: 
	undefined_44: 
	undefined_45: 
	undefined_46: 
	undefined_47: 
	undefined_48: 
	undefined_49: 
	Cancer  Type_2: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	CVA Stroke: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	undefined_63: 
	Depression_2: 
	undefined_64: 
	undefined_65: 
	undefined_66: 
	undefined_67: 
	undefined_68: 
	undefined_69: 
	undefined_70: 
	Developmental Delay: 
	undefined_71: 
	undefined_72: 
	undefined_73: 
	undefined_74: 
	undefined_75: 
	undefined_76: 
	undefined_77: 
	Diabetes_2: 
	undefined_78: 
	undefined_79: 
	undefined_80: 
	undefined_81: 
	undefined_82: 
	undefined_83: 
	undefined_84: 
	MRN_4: 
	Eczema: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	undefined_88: 
	undefined_89: 
	undefined_90: 
	undefined_91: 
	Hearing Deficiency: 
	undefined_92: 
	undefined_93: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	undefined_97: 
	undefined_98: 
	undefined_99: 
	undefined_100: 
	undefined_101: 
	undefined_102: 
	undefined_103: 
	undefined_104: 
	undefined_105: 
	undefined_106: 
	undefined_107: 
	undefined_108: 
	undefined_109: 
	undefined_110: 
	undefined_111: 
	undefined_112: 
	Irritable Bowel Disease_2: 
	undefined_113: 
	undefined_114: 
	undefined_115: 
	undefined_116: 
	undefined_117: 
	undefined_118: 
	undefined_119: 
	Learning Disability: 
	undefined_120: 
	undefined_121: 
	undefined_122: 
	undefined_123: 
	undefined_124: 
	undefined_125: 
	undefined_126: 
	Mental Illness: 
	undefined_127: 
	undefined_128: 
	undefined_129: 
	undefined_130: 
	undefined_131: 
	undefined_132: 
	undefined_133: 
	Tuberculosis: 
	undefined_134: 
	undefined_135: 
	undefined_136: 
	undefined_137: 
	undefined_138: 
	undefined_139: 
	undefined_140: 
	Obesity: 
	undefined_141: 
	undefined_142: 
	undefined_143: 
	undefined_144: 
	undefined_145: 
	undefined_146: 
	undefined_147: 
	Osteoarthritis_2: 
	undefined_148: 
	undefined_149: 
	undefined_150: 
	undefined_151: 
	undefined_152: 
	undefined_153: 
	undefined_154: 
	Osteoporosis_2: 
	undefined_155: 
	undefined_156: 
	undefined_157: 
	undefined_158: 
	undefined_159: 
	undefined_160: 
	undefined_161: 
	PVD: 
	undefined_162: 
	undefined_163: 
	undefined_164: 
	undefined_165: 
	undefined_166: 
	undefined_167: 
	undefined_168: 
	Renal Disease_2: 
	undefined_169: 
	undefined_170: 
	undefined_171: 
	undefined_172: 
	undefined_173: 
	undefined_174: 
	undefined_175: 
	Other_8: 
	undefined_176: 
	undefined_177: 
	undefined_178: 
	undefined_179: 
	undefined_180: 
	undefined_181: 
	undefined_182: 
	Other_9: 
	undefined_183: 
	undefined_184: 
	undefined_185: 
	undefined_186: 
	undefined_187: 
	undefined_188: 
	undefined_189: 
	Occupation: 
	Employer: 
	Do you have children: Off
	How many: 
	Females: 
	Males: 
	Daily: Off
	Weekly: Off
	Less: Off
	Cigarette: Off
	undefined_190: Off
	No_2: Off
	FormerYear quit: Off
	Chewing Pipe Cigar Cigarette Smokeless Brand: 
	Chewing: Off
	Cigar: Off
	Smokeless Brand: Off
	Alcohol Use No: 
	Daily_2: Off
	Weekly_2: Off
	Less_2: Off
	Beer: Off
	Liquor: Off
	Wine: Off
	Other_10: Off
	No_3: Off
	FormerYear quit_2: Off
	Beer Wine Liquor Other: 
	Moderate: Off
	Vigorous: Off
	Sedentary: Off
	Changes: Off
	No Changes: Off
	Caffeine Use No: 
	Daily_3: Off
	Weekly_3: Off
	Less_3: Off
	No_4: Off
	FormerYear quit_3: Off
	Chocolate Coffee Soda Tea Tablets Other: 
	Chocolate: Off
	Soda: Off
	Tablets: Off
	Coffee: Off
	Tea: Off
	Other_11: Off
	Mother: Off
	Father: 
	undefined_191: Off
	Both Parents: Off
	Other_12: 
	undefined_192: Off
	Mother_2: Off
	Father_2: 
	undefined_193: Off
	Other_13: 
	undefined_194: Off
	Mother  s Occupation: 
	Father  s Occupation: 
	Married_2: Off
	Divorced_2: Off
	Widowed_2: Off
	Parents Relationship Married Single Divorced Separated Widowed: 
	Single_2: Off
	Separated_2: Off
	Mother_3: Off
	Father_3: Off
	Sibling: Off
	Childcare Mother Grandparent Father Nanny Sibling Daycare: 
	Grandparent: Off
	Nanny: Off
	Daycare: Off
	undefined_195: Off
	undefined_196: Off
	Tobacco Exposure: Off
	No_5: Off
	undefined_197: Off
	Patient is current smoker Yes No: 
	undefined: 


