Primary Care
Physician:

Last Visit:

Practice: LOMBARDI AND SILVER, LLP

Chart Number:

Name: Date of birth: __*

Race: I prefer not to answer Ol do not know
(White, American Indian, Asian, Black or African, Native Hawaiian, Hispanic, etc)

Ethnicity: 01 prefer not to answer 0Ol do not know

Preferred Language

Ol prefer not to answer

Who can we leave messages with?

Can we send mail to the address on file!

Can we call the phone number on file?

Privacy Information Preferences

Do you want to be exempt from public reporting!

Can we leave voicemail on answering machine?

Will you allow internet based delivery reminders like email?

O wife

[ Other:

Were you offered a copy of the HIPAA Privacy Practice Notlce7
OYes ONo

OYes ONo

OYes OINo

OYes ONo

OYes ONo

OHusband F|Daughter OSon

OYes O No

*PHARMACY INFO*:

—-Smoking-Status

O Current Every Day Smoker
O Current Some Day Smoker
O Former Smoker

O Never Smoker

[ 1 decline to answer

Blood Pressure: /

Height:
Weight:

{1 prefer not to answer ! do not know

Current Medications CONone

O | take these prescription or over the counter medications:

Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose
Name: Dose

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. | understand that throug\cy(ny treatment, | am responsible for notifying the

physician and/or medical staff of any and all updates to the information listed above.

EMAIL:

Use the back of this form if more room is needed

Allergy Reaction
O No Known Allergies
O Penicillin

1 Shelifish

[ Sulfa

O Tape

0O Latex

O Bertadine (iodine)

O Aspirin

O Tylenol™

O Ibuprofen

0O Codeine

O Other (specify)

(Patient Signature)




Practice: LOMBARDI AND SILVER, LLP Today’s Date:

Name: DOB: Chart;..'_Number:

Sex: OM [OF Marital Status: & Single O Married 00 Widowed [ Divorced SS#:

E-mail: i | Spouse/Partner Name:

Address: _ e iy State: _ .. Zip:

Home #: . Cell #: Work #:

Pharmacy: : Phone:

Primary Care Physician: Phone: Date Last Seen:

Address: . .
Employer: Phone: |
Address:

’ n.-—.c—_—c-ua.M.:wWmum..a.u‘r_auwumnuw;_xumuwga-u~ T P PO E2 e O T P e ) ‘ mw#mmmuwm.wmhuuwum.é

Primary Insurance: Are you the insured? OYes [INo

Insured Information

" Subscriber Name: Relationship to insured: (JSpouse [J Child OSelf U1 other
Phone #: Sex: (OMale OOFemale DOB: __ /__ [ s
Address: %
Policy ID: __. Group ID: F

Secondary Insurance: Are you the insured? OYes [INo

Insured Information

-Subscriber Name: Relationship to insured: CJSpouse [J Child OSelf L] other :
Phone #: Sex: OMale OFemale DOB: ___ /[ §
Address:

Policy ID: Group ID:

How did you find out about our practice? [0'Physician [J Internet L] Telephone book O Family member [J Friend i
' O Other:

What is the reason for your visit today?

How long has this botheredyou? | 2 3 4 5 6 7 Odays [ weeks O months [ years

What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain? ___/10

The pain quality is: Oburning Oconstant Odull DOsharp Oshooting Dthrobbmg Oltingling other
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PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand: tSz/throughout my treatment, | am responsible for notifying the physician
and/or medical staff of any and all updates to the information listed above. (Patient Signature)

R——————




