Name:

Ph!eb}t‘s ruapipridddudrrdbn iddindd i buniddarn
Nervous Condition/Mental 1iness..
QOther:

Age: Date of Birth
Occupation ) SingleQ  Married d Divorced O Separated O
Living Deceased Has any relative ever had No Yes Who
Family History Age Health Age Cause Cancer a a
Father ' (Circle Type] colon ovarian uterine breast
Mother ‘ Tuberculosis Q Q
Brother or Sister 1. Diabetes g 0
2. Heart Trouble Q Q
3. High Blood Pressure Q Q
4. Stroke Q Q
5. Epilepsy a a
Husband Suicide a a
Son or Daughter 1 Mental lliness g g
2. Hysterectomy O aQ
3. Cesarean Section a a
4 Kidney Trouble Q Q
, B, Other Qa a
Menstrual History List Pregnancies {include miscarriages)
Age at onset Year Infant sex Hours of Labor | Anesthesia Complications
Regular U Yes O No weight
Cycle days (from start to start)
Usual duration days
Fliow G Lignt O Mod O Heawy
Palns or cramps O Yes 0 No
Date of last period _
| Present birth centrol method
Last pap smear
Personal History 7
Weight:  Now 1yearago _ Highest When
Have you ever had Noe Yes Unknown Remarks
German Measles .o e we @ Q =]
MUIPS . terarinrerersiermentraesenssssnsres e Q Q Q
CRICKEN PO%recnrmsnrsorenissrmmsssesssienss = 0 Q
Diptheria...coeeeinnne e s Q Q Q
PRAGUMOMIZ s evesmnsmssesesnsessenersasmnrerivenes @l a Q
TUDRICUIOSIS ... covnvevimsire e rmsrreeninress o Q Q
MONONUCIEOSIS 1ueriareerirrsansssarinne: = Q Q
RhEUMATIC FEVET,..vevremiieresrrennrirnnss = a Q
Heart Disease......ccccrsres PR a a
Heart MUrmur....ame oo VP Q Q
High or Low Blood Pressure............ a a Q
Epllepsy/Selzures v CTrrTCCT Q a a
Migraine Headaches......c.ccconieiinnens Q a a
CaANCRT.cvtimsrmsaessacrorersrontsranessrrasnsasuns a Q Q
Yellow Jaundice/Hepatiths ..oveveee. B a ]
AStNMAseerrmimrerenas | - | =
Bladder/Kidney Infections ......uvveun a a a
Gallbladder DISEase ....vrersrmresrne & a Q
Kldney Stones ......cvenemmserersssessens ol a Q
Q Q ]
Q Qa a




Doyounow haveor haveyoueverhad No Yes

(CIRCLE WHICH ONE)
NIZNt SWRAS cvvriiriscsersiseserasrinrnrmsenrnenss o a
Kidney or Bladder Disease.......cooucceennnnn Q Q
Loss of urine with cough orsneeze...... 0 Q

Alcoholic Beverages:

O Never OMeoderate QDally
Cigarettes packs per day
Surgery — what, when where

Remarks

Drug/Medicine Allergies

What medication are you taking now?

RELATIVE TO CALLIN CASE OF EMERGENCY:
Address:

Phone Number:




Today’s Date:
Patient Information- Please Print

Patient Name:

First Middle Last

Social Security Number: Date of Birth; / /

Patient Gender; Male Female

Current Address:

City: St Zip:

Email Address:
Telephone:
Home: ( ) - Cel: () 2

Work: ( ) -

Employer: _

May we contact you at work: Y /N
Ocoupation:
Employer Address:

Primary Care Taker:

Legal Guardian: DOB

Best way to reach you regarding appointments/results:

Is it okay to leave a message? Yes No

Spouse Information (If patient is a child, please complete for parent or guardian}info needed if you are
covered under pour spouses insuygnce)

Name: i} - )
First Middle Last

Social Security Number: Date of Birth: / /
Telephone

Home: { ) - Cell: ( ) S
Address (if different from patient):

Employer: Employer Phone: ( ) -
Employer Address:

EMERGENCY CONTACT - Please give additional information for person not listed in patient or spouse
section {example: child, sibling, parent, neighbor, friemd)

Name: Relationship to patient:

Address:
Telephone: ( ) - Alternate Telephone: (_____)___ -




e
Primary Care and Insurance Information

Primary Care Doctor:

City: Telephone: ( ) -

Providers that you use (Neuro, Urology, Gyn etc.)

Subscriber/Policy Holder Name

Subscriber/Policy Holder DOB SSN

Primary Insurance ID/Policy Number

Group Number Subscriber Gender: Male Female

Insurance Camier Name

Subscriber/Policy Holder Name

Subscriber/Policy Holder DOB SSN

Secopdary Insurance ID/Policy Number

Group Number

Insurance Carrier Name

Miscellaneous Questions — Please answer all questions

Do you have an Advanced Directive? Yes No

If yes, Where is it on file?

Would you like information about Advanced Directives? Yes No
Reason for today’s visit:
Participation in Patient Portal: Yes No

Preferred means of communication: Portal / Phone / Mail
Race: Asian / Hispanic / African American / Caucasian / Declined to Repon
Ethnicity 1. Hispanic/Latino 2. Not Hispanic/Latino 3. Unreported 4. Declined 5. Unknown

Primary Language




Tift Regional Physician Services
Abbeville Primary Care —~ Aflinity Clinic — Affinity Pediatrics- Alfinity Physicians for Women - Affinity Hospital Medicine Transition Clinic
Allure Plastic and Reconstructive Surgery — Ashbum Primary Care - Arthritis and Osteoporosis — Employee Medical Home
Cook Primary Care-Cock Family Wellness Center- Diabstes Leaming Center- Fitzgerald Womens Clinic-Georgia Sports Medicine-lrwin Primary Carc - Nashville Primary
Care-Ocilla Pediatrics-Ocilla Primary Care -Sylvester Family Practice - Tift Family Medicine and Wound Care Center — Tift Family Medicine - Tift Community Health
Center - Tift Regional Anesthesin/Pain Management — PCMH Employoe Clinic ~ South GA Surgical - TiRt Regional Vascular — Tift Regional Urology
Medical Records Department
2225 Hwy 41 North Tifton, GA 31794
Phone (229) 391-4160  Fax (229) 39)-4495

A ORIZATION TO RELEASE/OBTAIN PROTECTED HEALTH INFO TION

Patient Name: Medical Record Number:

Date of Birth: Social Security #

1. Thereby authorize the use or disclosure of the above named individual’s health information as described below TRMC/Tift Regional
Physician Services is authorized to make the disclosure of the following information as indicated: (check all that apply)

O problem list O most recent discharge summary

0 medication list O most recent history and physical

O physician orders 0 physician progress notes

O laboratory results from date to date

O x-ray/imaging reports from date to date
0 x-ray films from date to date

0 consultation reports from (doctor’s name)

O entire record limited to from date to date

O other

2. I understand these records may contain information concerning sexually transmitted disease, acquired immunodeficiency
syndrome (AIDS), human immunodeficiency virus (HIV), drug abuse, alcoholism, sickle cell anemia, and behavior or mentat
health services.

3. This information may be disclosed to and used by the following individual or organization:

Name: _Phone No:

Address:

4, For the following purpose: (check all that apply)

O Legal Issue 0 Insurance Claim O Personal Use
O Continuing Care O Other (explain):

5 T understand that this authorization, except for action already taken, may be revoked by me at any time. I understand that if T
revoke this authorization, I must do so in writing and present my written revocation to the Health Information Management
Department. Unless otherwise revoked, this authorization will expire one (1) year from today's date and must post date any date
of service being requested.

6. I understand that TRMC/ Tift Regional Physician Services will not condition treatment, payment, enrollment, or eligibility for
benefits concerning my health care on whether I sign or refuse to sign this authorization,

7 I understand that authorizing the disclosure of this health information is voluntary and that disclosure of such information carries
with it the potential for unauthorized re-disclosure.

Signature of Patient or Legal Representative Date Signed Time

Print Name Relationship to Patient Signature of Witness






