Olympic Physicians, P.L.C.C.

As a measure to keep medical costs down, we ask our patients to pay cash, check, Master Card or Visa at the completion of each visit.  Special arrangements may be made on an individual basis.

As a courtesy, if you have insurance, we will bill for you.  It should be understood however,  that the agreement is between you and your insurance company to pay you. Most insurance companies will pay the provider directly for you.  Your doctor bill is an agreement between you and your doctor.  You are ultimately responsible to ensure your insurance carrier makes payment.  If no payment is made by the insurance carrier, you will be liable for the charges incurred.  Interest will be charged at the rate of 1.5% on balances past 90 days.  

***Also, please be advised that your provider will review all medical and prescription information that you have provided, and determine the best plan of care for you.

What is the reason for your visit today?_______________________________________________________

Language:   English, Spanish,Other_____________(circle one)   Are you Hispanic or Non-Hispanic? (circle one)

What is your race?  White, Asian, African American, American Indian, Hawiian/Pacific Islander, Other____________________(circle one)

PATIENT REGISTRATION

Patient name______________________________  Nickname___________________________

Mailing address: _____________________________________________

City: ____________________State: ____________Zip Code___________

Home phone: __________________Cell: ____________________Work: __________________

SEX:  M / F    DOB: __________   SS#__________________   Marital Status: S, M, D, W

Employer name__________________________ Phone: ______________________

Primary Insurance: ___________________Insured Name: _______________________ DOB: ______

ID#_____________________ Group#: ___________ Phone: ______________________ Copay: _____

Secondary Insurance: _________________Insured Name: _______________________

ID#_____________________ Group#____________ Phone: _______________________ Copay_____

Name of Spouse or Guardian_________________________Phone________________________

Emergency Contact:_______________________Phone:__________________Relationship______________


               *** (Someone outside your home)***

**AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFIT

I hereby authorize Olympic Physicians, P.L.L.C. to release records to my insurance company as needed for billing purposes.

Date:______________________  Signature:_________________________________

**TREATMENT OF MINOR

If patient is under the age of eighteen (18), I give permission to Olympic Physicians, P.L.L.C. to treat in absence of a parent.

Date:______________________  Signature: _________________________________  Parent    Guardian 

PATIENT NAME_________________________________________________DATE__________________________________

What pharmacy do you use?_______________________ Please list any medication allergies______________________________

Known Medical Diagnosis: _______________________________
Past Surgeries: ______________________________________

_____________________________________________________
___________________________________________________

_____________________________________________________
___________________________________________________

_____________________________________________________
___________________________________________________

_____________________________________________________
___________________________________________________

_____________________________________________________    ___________________________________________________                                                                                           

List your medications & vitamins (or attach list)__________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

FAMILY HISTORY 
 

MARITAL STATUS       
FAMILY HISTORY (Mother, Father, Siblings)
     SOCIAL HISTORY
LIVING SITUATION




Divorced

High Blood Pressure____________________
     **EMPLOYMENT
 I live alone













 I live in a nursing facility

 Married

Cancer_______________________________           I am employed
 I live in an adult home

 Separated

 List the type:________________________              I am disabled 

 I live with a friend

Single


Heart Attack___________________________          I am retired

 I live with my family

 Widowed

Diabetes______________________________          I am unemployed




Stroke________________________________




High Cholesterol________________________

SMOKING HABITS



ALCOHOL HABITS

Language: 

    











English, Spanish, Other________

  I smoke   how much?____________packs/day
 I drink   how much beer?______day
Are you Hispanic? YES  NO


     how long? _____________years


  how much wine?__________day
Race:(circle one)

  I use to smoke   how much?__________packs/day
  how much liquor?___________day
White
  
           

                                                                            how long? _________years



 I use to drink

 
Asian



When did you stop?__________


 I am a recovering alcoholic                     African American   

 I have never smoked 



 I use to drink socially

American Indian

                    



      
 I never drink


Hawaiian/Pacific Islander

**Have you ever used marijuana/illegal drugs?  Yes    No      




Other_______________________

What area of your health would you like to work on/improve? (i.e. diet, exercise, stop smoking, etc.)____________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________

  

      RECENT HEALTH

GENERAL
         EYES

    ENT/MOUTH


CARDIOVASCULAR



No Problem
          No Problem
     No Problem


  No Problem


 Fever

          Visual changes
     Nasal congestion

  Chest Pain

 Weight changes
          Other____________
     Runny nose


  Palpitations

 Night sweats



     Hearing changes

  Shortness of Breath

 Chills




     Ear pain


  Edema



 Other_____________


     Sore throat


  Other__________________






     Other_______________

RESPIRATORY
          GASTROINTESTAL          GENITOURINARY

  MUSCULAR SKELATAL


     

No Problem
          No Problem
    No Problem


 No Problem

 Cough

          Difficulty swallowing    Nighttime urination

  Muscle or joint aches or pains

 Wheeze
           Nausea

     Blood in urine


  Other______________________

 Other_____________    Vomiting 

    Pain with urination   

 

           Abdominal pain
     Other _____________________   NEUROLOGY  


IMMUNOLOGIC
           Bloating





  No Problem


 Allergies
           Diarrhea





  Headaches

 Other_____________    Constipation




  Numbness



           Black stool      




  Weakness

                                           Blood in stool




  Tingling



           Other_________________



  Other________________________

SKIN






   PSYCHOLOGY

 No Problem

    ENDOCRINE
    
                    No Problem

      HEMATOLOGIC

 Rash


    No Problem

                    Depression

       No Problem


 Lesions

    Change in heat   

    Anxiety 

       Bleeding

 Other_________________     Change in cold
          
    Loss of interest
       Bruising




      Other___________________           Other_________________    Other_________________

Sharedocs.ros2011.  ps
