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Health to Home Medical Services
Comprehengive. Compassionate. Convenient New Patient Demographics

Patient Name: Date of Birth:
Address: City:

State:_MD Zip Code: Home Phone Number:
Cell Phone Number: How did you hear about us?:
Email: Consent to text message:  ygs |:|

No []

EMERGENCY CONTACT / GUARANTOR INFO

In the event of an EMERGENCY, please contact:

(1.)Name: Relationship:
Home Phone Number: Cell Phone Number:
Guarantor's Name:
First M.I Last
Address:
Street Address City State Zip Code

Guarantor's Relationship to Patient:

INSURANCE
Primary
Insurance Name: Member ID:
**Please turn your insurance card over and locate the address on the back of your card***
Claim Address: City:
State:_ MD Zip Code: Phone Number:
Phone Number:
Secondary
Insurance Name: Member ID:
***Please turn your insurance card over and locate the address on the back of your card***
Claim Address: City:
State: MD Zip Code: Phone Number:

Phone Number:

Presciption Drug Coverage:

Name of Prescription Drug Coverage:
Policy Number: BIN: PCN:

GROUP:
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Medical Services

Comprehengive. Compassionate. Convenient

New Patient Registration Form

Thank you for taking the time to provide this valuable information. This knowledge allows us the ability
to provide the best care possible. Please use additional pages to provide pertinent information.

Patient Name: O Male @Female Birth Date:

Name of person filling out form: Relationship:

Main reason for visit: Date:

#1: CURRENT/PAST MEDICAL ISSUES #2: PAST SURGERIES

(Examples include strokes, heart trouble, high blood pressure, high (Examples include gall bladder removal, appendectomy, hysterectomy with
cholesterol, thyroid problems, eye issues, etc.) or without ovary removal, cataract surgery, prostate surgery, heart surgery,

angioplasty, colonoscopy, hip surgery, etc.)
Current or Past Medical Issue Date of Diagnosis BIOpIasY Py, i SUTgety.
Past Surgery Date of Surgery

#3: MEDICAL ALLERGIES AND REACTIONS

(Examples include rash, swelling, trouble breathing, etc.)

Medicine/Substance Allergic To Reaction

#4: MEDICATIONS: list both prescription and over-the-counter medication(s)
(Examples include pain relievers, laxatives, heart burn medication, vitamins, etc. Include how many times per day the medication is taken. For “as needed”
medication provide an estimate of how often it is taken whether daily, every other day, once per week, etc.)

Name of Medication Medication Strength

(g, meg, ete.)) Frequency (How often?)

#5: PHARMACY INFORMATION

Pharmacy Name: Phone #

Mail Order Pharmacy Name: Phone #
Member ID # Fax #
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Use blank lines to include additional family members.)

Family Member  Alive/Deceased Age

Father
Mother
Brother

Sister

Medical Problems or Cause of Death

#6: FAMILY HISTORY: list medical problems of close family members

(Examples include dementia, type of cancer, heart disease, stroke, diabetes, hypertension, depression, etc. If deceased, include the age they past away.

#7: SOCIAL HISTORY

Tobacco Use: Smokeless Tobacco Use:

Years Smoked
Type:OCigarette OCigar OPipe

Alcohol Use: Recreational Drug Use:
ONone ONo
O# Drinks/week: Oyes
Was drinking too much ever Type

a problem: () Yes (OQNo
Sexually Active:(Q)Yes (O No

Firearms: Do you have firearms in the home?OYES O NO
If yes, are they locked and secured?OYEs ONO

Communication PreferenceOEninsh Other
Able to understand and read English language: OQYes O No

Religion/Faith:
IOYes ONo s your faith important to you?
OYes ONo Does your faith affect health care decisions?

Finances:

|OYes ONo Durable Power of Attorney for Finance
Name/Relationship:
QOYes ONo Are you having trouble paying your bills?
OYes ONo Are you going without food/medication?
Qyes ONo Are you going without personal items?

Past Occupation:
Years of Education:

Who helps care for patient?

Something patient is proud of in their lifetime:

ONever O Never
OQuit (Date: ) O Quit (Date: )
Current Smoker O-~Current User
Packs per Day Type

#8: ADVANCE DIRECTIVES (attach copy of document)
Yes (ONo Durable Power of Attorney for Healthcare
Name/Relationship:
Yes ONo Living Will
Yes ONo Do Not Resuscitate Form
Yes ONo Would like more info on Advance Directives

#9: ABILITY TO DO ACTIVITIES

Activity

Feeding

Bathing

Toileting

Dressing

Transferring

Walking

Housework

Meal Preparation

Manage Money

Use Telephone

Other:

No Total
Assist  Assist

Partial Assist:
Describe

Comment:

Do you feel you are able to provide the care your relative needs: OYes ONo

#10: CAREGIVER QUESTIONS caregiving can be both rewarding and challenging. Please let us know the following:

Comment:

Do you feel you have time to take care of yourself? OYes ONo
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#11: REVIEW OF SYSTEMS check or describe any symptoms you are experiencing

General

OFever
OChills
OFatigues
OSweating
OWeakness

Height:

Height loss? in.
Weight:

Weight loss? Ibs
in months

Heart

OChest pain

QOPalpitations

OLeg cramps

OlLeg swelling

QOTrouble breathing while
laying flat

Musculoskeletal

OMuscle aches
ONeck pain
OMid-back pain
OLow-back pain
QJoin pain
Location

Skin

ORash
Location

Oltching

OBed sore
Location
Dressing type

Lungs

OCough

O Sputum production
OsShortness of breath
OWheezing

OOn oxygen

O Oxygen flow rate

Endocrine

QOEasy bruising
OEnvironmental allergies
OExtreme thirst
O Diabetic

Morning sugar range:

OFall within the past year
OPain intensity (10=severe)

00[0[966we ol

Evening sugar range:

Head

OHeadaches

OHearing loss

OHearing aid

ORinging in ears

OEar pain

Otar discharge

ONose bleeds

ONose congestion

OsSore throat

ODate of last dental exam

Gastrointestinal

QOHeartburn
ONausea
OVomiting
OAbdominal pain
O Diarrhea

O Constipation
OBlood in stool

Neurological

O Dizziness

OTingling

OTremor

O Sensory change

O Speech change

O Trouble swallowing

O Seizures

O Loss of consciousness

O Weakness on one side of body
from stroke: Right or Left

Over the past two (2) weeks, how often have you been bothered by any of the following problems?
1. Little interest or pleasure in doing things? ONot At All OSeveraI Days OMore Than Half of the Days ONearIy Every Day

2. Feeling down, depressed or hopeless?

Eyes

OBlurred vision
ODouble vision
OlLight sensitivity
OEye pain

OEye discharge

OEye redness

O Date of last eye exam

Genitourinary

OUrinary burning
OuUrgency
OFrequency
OBlood in urine
Olncontinence

Psychiatric

O Depression

O Suicidal thoughts
O Substance abuse
O Hallucinations

O Nervous/Anxious
Olnsomnia

O Memory loss

ONot At All OSeveraI Days OMore Than Half of the Days ONearIy Every Day

#12: IMMUNIZATIONS

(Please contact your primary care provider if you are uncertain regarding

immunizations received prior to our visit)

Immunization
Influenza (Flu)
Pneumovax (Pneumonia)
Prevnar (Pneumonia)
Tdap (Tetanus)

Zostavax (Shingles)

Date Received

Equipment

#14: RECENT HOSPITALIZATIONS

(List all hospitalizations within the past two (2) years)

#13: DURABLE MEDICAL EQUIPMENT

(List any medical equipment utilized such as bedside commode,
wheelchair, walker, hospital bed, tube feeding pump, etc.)

Supplier Name and Phone

#15: RECENT DOCTOR VISITS

(List any recent doctors seen, their specialties (i.e. primary, cardiologist,
neurologist, etc.) and their phone number)

Reason Hospital Name Specialty Phone
#16: HOME HEALTH/HOSPICE AGENCY INFORMATION
Agency Name: Phone:

Nurse O Yes ONo
Aide  QYes ONo

Physical Therapy OYes ONo

Speech Therapy (QYes (ONo

Occupational Therapy

OYes ONo




	OSM New Patient Forms FINAL.pdf
	OSM-New Patient Form-Demographics
	New Patient Form - Medical History

	OSM New Patient Packets 2021.pdf

	Text107: 
	Text94: 
	Text93: 
	Text92: 
	Text69: 
	Text68: 
	Text54: 
	Text53: 
	Text52: 
	Text51: 
	Text50: 
	Text48: 
	Text44: 
	Check Box30: Off
	Check Box30A: Off
	Text29: 
	Text28: 
	Text71a: 
	Text38a: 
	Text87a: 
	Dropdown56: [MD]
	Text88: 
	Text87: 
	Text84: 
	Text71: 
	Dropdown57: [MD]
	Text70: 
	Text67: 
	Text66: 
	Text65: 
	Text64: 
	Text59: 
	Date55_af_date: 
	Dropdown54: [MD]
	Text49a: 
	Text48a: 
	Text40: 
	Text39: 
	Text38: 
	Text37: 
	Text28d: 
	Text27: 
	Text26: 
	Text25: 
	Text13: 
	Text104: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 

	Group1: 
	Off
	Group1: Choice2

	Text90: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 


	Med: 
	0: 
	1: 
	2: 
	3: 
	4: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 


	Text47: 
	Text46: 
	Text45: 
	Text43: 
	Text42: 
	Text41: 
	Text36: 
	Text33: 
	Text35: 
	Text32: 
	Text34: 
	Text31: 
	Text23: 
	Text22: 
	Text21: 
	Text20: 
	Text19: 
	Text18: 
	Text17: 
	Text16: 
	Text15: 
	Text14: 
	Text10: 
	Text9: 
	Text7: 
	Text6: 
	Text8: 
	Text5: 
	Text4: 
	Text3: 
	Text2: 
	Text1: 
	Fax: 
	Member ID: 
	Phone_2: 
	Mail Order Pharmacy Name: 
	Phone: 
	Pharmacy Name: 
	Date: 
	Main reason for visit: 
	Relationship: 
	Name of person filling out form: 
	Birth Date: 
	Text106: 
	0: 
	1: 
	2: 
	3: 

	39b: Off
	39a: Off
	39: Off
	Text91: 
	Text89: 
	rel43: Off
	rel: Off
	51: Off
	50: Off
	49: Off
	48: Off
	47: Off
	46: Off
	45: Off
	44: Off
	43: Off
	42: Off
	38: Off
	34: Off
	36: Off
	35: Off
	Date86_af_date: 
	85: Off
	20: Off
	Text86: 
	Text85: 
	Date84_af_date: 
	7: Off
	Text83: 
	Text82: 
	Text81: 
	Text80: 
	Text79: 
	Text78: 
	Text77: 
	Text76: 
	Text75: 
	Text74: 
	Text73: 
	0: 

	16: Off
	15: Off
	Text72: 
	14: Off
	13: Off
	12: Off
	11: Off
	10: Off
	9: Off
	8: Off
	Group5: Off
	Text63: 
	Text62: 
	Text61: 
	Text60: 
	Text58: 
	Text57: 
	Text56: 
	Text55: 
	Comment_2: 
	Comment: 
	NameRelationship_2: 
	Something patient is proud of in their lifetime 2: 
	Who helps care for patient: 
	Years of Education: 
	Past Occupation: 
	NameRelationship: 
	ReligionFaith: 
	O Other: 
	Type_2: 
	O  Drinksweek: 
	Type: 
	Text12: 
	0: 
	1: 
	2: 
	3: 
	4: 

	Text11: 
	0: 
	1: 
	2: 
	3: 
	4: 

	Group10135w34sw: Off
	Group10135w34: Off
	Group100685: Off
	ddfgdfg: Off
	6dsgbdr fg3: Off
	5dbndg5s: Off
	xxdfgse: Off
	2s467eds: Off
	35d768534: Off
	1q734: Off
	fg3swf fgse: Off
	sob9567: Off
	sput24: Off
	whe347: Off
	bnrth11: Off
	aer37845: Off
	ringing2434: Off
	ringing32566: Off
	hearaidss: Off
	hearing44: Off
	fvb r345we: Off
	head22: Off
	fvb rer tg: Off
	aer3ert: Off
	ringing245: Off
	fvb r: Off
	aer3: Off
	ringing2: Off
	ringing: Off
	hearaid: Off
	hearing: Off
	head: Off
	oxyflo: Off
	oxy: Off
	whe: Off
	sob: Off
	sput: Off
	bnrth: Off
	xgvb: Off
	ghjkhj: Off
	567: Off
	u,lu: Off
	jkl: Off
	sgdg: Off
	jk: Off
	35d: Off
	6fbh: Off
	6ds: Off
	5d: Off
	4d: Off
	2s: Off
	1q: Off
	4a: Off
	3a: Off
	2a: Off
	1a: Off
	Text102: 
	0: 
	1: 
	2: 

	Text101: 
	0: 
	1: 
	2: 

	Recent DR: 
	0: 
	1: 
	2: 

	Group106: Off
	Group105: Off
	Group104: Off
	Group101: Off
	Group100: Off
	Date99_af_date: 
	0: 
	1: 
	2: 

	Hospital3: 
	Hospital1: 
	Hospital: 
	Reason3: 
	Reason2: 
	Reason1: 
	63: Off
	64: Off
	62: Off
	61: Off
	60: Off
	56: Off
	55: Off
	54: Off
	59: Off
	58: Off
	53: Off
	57: Off
	52: Off
	Phone_3: 
	16 HOME HEALTHHOSPICE AGENCY INFORMATION: 
	Zostavax Shingles: 
	Tdap Tetanus: 
	Prevnar Pneumonia: 
	Pneumovax Pneumonia: 
	Influenza Flu: 
	Evening sugar range: 
	Morning sugar range: 
	O Lowback pain: 
	O Oxygen flow rate: 
	O Date of last dental exam: 
	Weight loss: 
	lbs: 
	O Date of last eye exam: 
	Height loss: 
	in: 
	undefined_5: 
	O Weakness: 
	Location_2: 
	Location: 


