
Menstrual Hbtory 
Me at onset 
Regular a yes NO 

Q d e  days (from start to start) 
Usual duration days 

, FIOW 0 Ught O Mod Q Heavy 
I Patnsor cramps 0 Yes NO 1 

Have you ever had No Yes Unknown Remarks 
German Measles ........... .............,.... u P 
Mumps .............. .. ........................ 0 

.......... ................... Chlcken Pox .., D O P 
Diptherla ..................... .. .............. [3 P - - - ...................................... Pneumonia U 
Tuberculosis ................-............. a 
Mononucleosis ............................... 0 

........................... Rheumatic Fever ., n 
................................. Heart Disease 
.................. Heart Murmur .....,...,...,, 0 

. Hlgh or Low Blwd Pressure ............ D 
Epllepsy/Selzures ,.., .............,......... 0 
Migralne Headaches ....................... 0 
Oncer..., ..ll..I*H...*.m.m*O.~*ma ................ D 
YellowJaundic~Hepatitb ........... I ,  0 
Asthma., ........... .. ........................ P 
BladdcriKldney l nfections .............. U 
Gallbladder Disease ........................ D 

................................. Kldney Stones D 13 
P I  .......................................... a a 
Nervous Condition/Mental Illness,, m a - - 

Other: 



Do you now have or have you ever had No Yes 
WHICH 

Nlght Sweats ............... .............,.,... . . . .  Q 
KidneyorBladderDlsease .................... P P 
Loss of urlne wlth cough or sneeze ....... O O 
Alcoholic Swerages: 

0 Never DModecate Doally 
Clgaretres packs per day 
Surgery - what, when where 

Remarks 

DruglMedIcine Allergies 
What medication are you taking now? 

RELAllVE TO CALL IN CASE OF EMERGENCY: 
Address: Phone Number: 



Patient Namt: 
First Middle Last 

Social S d t y  lhlnixr 

Patilent Geadet: Male Female 

Date of Birth: / I 

City: st: zip: 

Home: ( ) - 
Work: I 1 -- 

occupation: 
Employer A d k  

May we contact p u  at work: Y / N 

Eest way to midi p regarding ~ijpintments/results: 

Is it ohy to leave a w e ?  Ya No 

Spouse Infomuhm (rf p t h t  P u chilrl,picww compIe~forpartni or guardirrn)info needed qyon are 
cowred under your spolcgw hmmncu) 

Name: 
First Middle Last 

Social S d t y  Plumbar: 
Tekphone 

Home:( I - 
Date of Birth: / I 

cal: I - 
A d k  (if different h m  patient): 

EMERGENCY CONTACT - Phuse give & a n a l  information fir person not l&d in went or spouse 
d m  (exampie: child, sibbg, parent, neighbar, friend) 

Name: R t l a t i d p  to patient: 

Address: 

Telephone: ( 1 - A l t e m t e T e l e p b (  1 - 



Priarmy Cure and I I C S # ~ ~ C C  I . & A  

PrimarycamDoctm 

City: Telephone: ( 1 - 
Pmidm that you IW ( N a r o ,  Urnlog45 Cyn etc.) 

SuhwhrIPolicy Holder Name 

Subak/Poficy Holder DQB SSN 

primary I D ~ O I I C ~  NU* 

Group- Subscriber G a k  Male Female 

Insumme Carrier Name 

SubmiberRolicy Holdar Name 

ShmikdPolicy HoIder DOB SSN 

S- Immme IDlPolicy Number 

hw* 
Inmawe Carrier Nme 

~~s @ d m -  Ahwe ammwr dl qudbns 

Do you have an Advmd Directive? Ya No 

If yes, Where is it on, me? 

Would you like i n f o d o n  about A d d  Dbctives7 Ym No 

Reawn for todgr'r visit: 

Partic* in Patiat Portei: Y cs No 

Preferred rnw of c o d c a t i o n :  Portal / Phone / Mail 

R P C C : b i a n / H i E p & I ~ ~ ~ ~ I C a ~ I D e c ~ t o R c p w r  

E W t y  1. HiqddLatirW 2. Not W s p i h t i a O  3. Umeported 4. Declined 5. Unlraown 



Tift Regional Physician Services 
A b b d k  Primary Cme - MI& Clinic - M ~ n i t y  PC&- m n i t y  Pbysiciaos for Womea - Affinity Hospiral Msdiche T r d h  Clinic 

AmDe P M c  aad kcmmct ive  Sllrgay - Ashbum Primsry Care - A d d s  and Os~mpwis - Emplop Medical Home 
Chk Piinmy M m k  Family W e h w  C8lta- Diabetw W a g  Cater- FitegtFaId W o r n  Clinidhrgia Spwts Medicblrwin Rirnary Care - 

Cnm&ifIa Psdiatriw-Ocilla Rimsrry Cam -Sylvgter F d y  P m h  - Tif3 Family Medicine id Waufid Care Centa - Tifi Family Mcdiek - TIA 
Center - Tin worn1 h d m m ' p a  

Medical Records Pepartmen t 
in M a n a g a n d  - PCMH  loy yet Clinic - South GA Swcal - TIR RMoMI V d a r  - T I  Regional U m w  

2225 Hwy 41. North Tifton, GA 31794 
Phone (229) 39 14 1: 60 Fax (229) 39 1-4495 

AUTHORIZATION TO RELEASWOBTAIN PROTEmED HEALTH INFORMATION 

Patient Name: Medical Record Number: 

Date of Biith: Smial Security # 

1. I bereby authorize the use or disclosure of the above named individual's h l t h  information as deaibd below TRMCfriA Regional 
Physician Servicm is authorid to make the disc1osurc of tbt following infoma tion as indicated: (check all that apply) 

problem list 
medication list 
phyician ordm 
laboratory results 
x-ray I imaging wrts 
x-ray f h  
consultation reports 
entire m r d  limited to 

n most recent discharge summary 
most went history and physical 
physician progress notes 

from date to date 
h m  date to date 

b m  date to date 
from (doctor's name) 
from date to date 

D other 

2. I dentand these records may contain information comeming sexu~lly transmitted disease, acquired immunodeficiency 
syndrome (A IDS) ,  human immunodeficiency virus 0, drug abuse, dcohofism, sickle cell memia, d bhavior or mental 
healtb @we. 
This infomation may be disclosed to and wed by the following individual or organization: 

Name: P h o n e  No: 

For the following pupse:  (check all that apply) 

n JA@Issue 
0 Continuing Care 

0 b-Claim O Personal Use 
Qther (explain): 

I understand that this authorization, except for action already taken, may be revoked by me at any time. I understad that if I 
revoke !his mthorizstion, I must do so in writing and present my written remation to the Health Information Management 
-t. U d w  othenvise revoked, this authorization will expire ope (I)  year from today's date and mud post date any date 
of service being reqmtd.  
I understand that TRMC1 Tift Regional Physician Services will not condition treatmnl, payment, enrollment, or eligibility for 
lxu&s concerning my hmlh c a ~  on whether I sign or refme to sign (his authorizatioa 
I understand that autbwizing the disclosure of this health idomtion is voluntary and that disclosure of such information cllrries 
with it the poterrtiat for unauthorized disclosure. 

Signature of Patient or Legal Repremtative 

Print Name re la ti^ to Patient 

Date Signed Time 

Signature of Witness 




