PATIENT REGISTRATION & INFORMATION FORM
LAST NAME ______________________________ FIRST NAME _____________________
ADDRESS ___________________________________________________________________
CITY____________________________________ STATE _______________ ZIP __________

SS#__________________________________ HOME PHONE __________________________

WORK PHONE ________________________ CELL PHONE _________________________
SEX: M  F  MARITAL STATUS __________ AGE ______ DATE OF BIRTH ___________

E-MAIL: ______________________________________________________________________

EMPLOYER___________________________ OCCUPATION _________________________

WORK ADDRESS _____________________________________________________________

SPOUSE’S NAME____________________________ OCCUPATION____________________

EMPLOYER_____________________________WORK PHONE _______________________
WORK ADDRESS _____________________________________________________________

EMERGENCY CONTACT___________________________PHONE ____________________

INSURANCE INFORMATION:

PRIMARY INSURANCE _______________________________________________________

GROUP # _______________________________ ID # _________________________________

POLICY HOLDER __________________________ DATE OF BIRTH __________________

RELATIONSHIP TO PATIENT ______________________ SS#________________________

ADDRESS_________________________________________PHONE ____________________

SECONDARY INSURANCE_____________________________________________________

GROUP#________________________________ ID# __________________________________

POLICY HOLDER __________________________ DATE OF BIRTH __________________

RELATIONSHIP TO PATIENT ______________________ SS#________________________

ADDRESS_________________________________________PHONE ____________________

MEDICAL DOCTOR: __________________________________________________________
PHONE_________________________________FAX_________________________________

ADDRESS____________________________________________________________________
IF YOU WERE REFERRED BY ANOTHER PHYSICAN PLEASE STATE BELOW

REFERRING DOCTOR________________________________________________________

PHONE_________________________________FAX_________________________________

ADDRESS____________________________________________________________________

INSURANCE POLICY

I hereby authorize Dr. Laura Schoenberg to furnish information to insurance carriers concerning my illness and treatments and hereby assign to the physician all payments for medical services rendered to myself of my dependents. I understand that I am responsible for any amount not covered by insurance. 

SIGNATURE _________________________________ DATE ____________________

MEDICARE POLICY
Under section .1842(1) of the Medicare Act, Medicare can deny payment for services rendered. The law requires that this notification be validated with your signature. Medicare is likely to deny payments for extensive procedures. If Medicare denies payment, I agree to be personally and fully responsible for payment.  
SIGNATURE _________________________________ DATE ____________________

INSURANCE WAIVER
NO-FAULT PATIENTS:

IN THE EVENT THAT I FAIL TO PROSECUTE THE CLAIM FOR NO- FAULT ILLNESS OR CONDITION OR IT IS DETERMINED BY NO-FAULT THAT MY ILLNESS OR INJURY IS NOT A RESULT OF MY ACCIDENT CASE, I _____________________________________, HEREBY AGREE TO PAY DR. LAURA SCHOENBERG HER USUAL AND CUSTOMARY FEES FOR SERVICES RENDERED TO THE ABOVE NAMED CLAIMANT.

SIGNATURE: _________________________ DATE: ___/_____/______

WORKERS COMPENSATION:
IN THE EVENT THAST I FAIL TO PROSECUTE THE CLAIM FOR WORKERS COMPENSATION ILLNESS OR CONDITION OR IT IS DETERMINED BY WORKERS COMPENSATION THAT MY ILNESS OR INJURY IS NOT A RESULT OF MY ACCIDENT CASE, I ________________________________, HEREBY AGREE TO PAY DR. LAURA SCHOENBERG HER USUAL AND CUSTOMARY FEES FOR SERVICES RENDERED TO THE ABOVE NAMED CLAIMANT.

SIGNATURE: _________________________ DATE: ____/____/______

HMO PATIENTS:
IN THE EVENT THAT I FAIL TO PROVIDE MY REFERRAL TO THE OFFICE, I __________________________________, HEREBY AGREE TO PAY DR.LAURA SCHOENBERG HER USUAL AND CUSTOMARY FEES FOR SERVICES RENDERED TO THE ABOVE NAMED CLAIMANT.

SIGNATURE: _________________________ DATE: ____/____/_____

INSURANCE POLICY:

I HEREBY AUTHORIZE DR. LAURA SCHOENBERG TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENTS AND HEARBY ASSIGN TO THE PHYSICIAN ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF OF MY DEPENDANTS. I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY INSURANCE.

SIGNATURE: _________________________ DATE: ____/____/_____

MEDICARE POLICY:

UNDER SECTION .1842(1) OF THE MEDICARE ACT, MEDICARE CAN DENY PAYMENT FOR SERVICES RENDERED. THE LAW REQUIRES THAT THIS NOTIFICATION BE VALIDATED WITH YOUR SIGNATURE. MEDICARE IS LIKELY TO DENY PAYMENTS FOR EXTENSIVE PROCEDURES. IF MEDICARE DENIE PAYMENT, I AGREE TO PERSONALLY AND FULLY BE RESPONSIBLE FOR PAYMENT.

SIGNATURE: _________________________ DATE: ____/____/_____

OFFICE POLICY
PLEASE BE ADIVISED: WE DO NOT ACCEPT ANY FORM OF MEDICAID AS PRIMARY INSURANCE.

PLEASE BE ADVISED: YOU ARE ULTIMATLEY RESPONSIBLE TO UNDERSTAND YOUR INSURANCE PLAN. ONCE THE CLAIM HAS BEEN FILED AND IT IS RETURNED DUE TO IT BEING A MEDICAID PLAN, NO COVERGE, NO REFERRAL, OR IF IT IS EXPIRED, YOU ARE RESPONSIBLE TO PAY FOR THE VISIT AND ANY OTHER FEES THAT MAY OCCUR.

PLEASE NOTE: IF YOU CHOOSE NOT TO SIGN THIS FORM, YOU WILL NOT BE SEEN.

SIGNATURE: _________________________ DATE: ___/_____/______

I AGREE TO ALLOW DR. SCHOENBERG OR HER STAFF TO LEAVE A MESSAGE REGARDING APPOINTMENTS OR MEDICAL INFORMATION ON MY VOICEMAIL OR MESSAGE TAPE.

_____ YES 
_____NO

I, HEREBY AUTHORIZE DR. SCHOENBERG AND HER STAFF TO RELEASE INFORMATION TO THE FOLLOWING INDIVIDUALS:

	NAME
	RELATIONSHIP
	PHONE #

	
	
	

	
	
	

	
	
	

	
	
	


I, HEREBY ACKNOWLEDGE RECIEPT OF DR. LAURA SCHOENBERG’S PRIVACY PRACTICE NOTICE.

SIGNATURE: _________________________ DATE: ___/_____/______

OFFICE POLICY
PLEASE BE ADIVISED: WE DO NOT ACCEPT ANY FORM OF MEDICAID AS PRIMARY INSURANCE.

PLEASE BE ADVISED: YOU ARE ULTIMATLEY RESPONSIBLE TO UNDERSTAND YOUR INSURANCE PLAN. ONCE THE CLAIM HAS BEEN FILED AND IT IS RETURNED DUE TO IT BEING A MEDICAID PLAN, NO COVERGE, NO REFERRAL, OR IF IT IS EXPIRED, YOU ARE RESPONSIBLE TO PAY FOR THE VISIT AND ANY OTHER FEES THAT MAY OCCUR.

PLEASE NOTE: IF YOU CHOOSE NOT TO SIGN THIS FORM, YOU WILL NOT BE SEEN.

SIGNATURE: _________________________ DATE: ___/_____/______

I AGREE TO ALLOW DR. SCHOENBERG OR HER STAFF TO LEAVE A MESSAGE REGARDING APPOINTMENTS OR MEDICAL INFORMATION ON MY VOICEMAIL OR MESSAGE TAPE.

_____ YES 
_____NO

I, HEREBY AUTHORIZE DR. SCHOENBERG AND HER STAFF TO RELEASE INFORMATION TO THE FOLLOWING INDIVIDUALS:

	NAME
	RELATIONSHIP
	PHONE #

	
	
	

	
	
	

	
	
	

	
	
	


I, HEREBY ACKNOWLEDGE RECIEPT OF DR. LAURA SCHOENBERG’S PRIVACY PRACTICE NOTICE.

SIGNATURE: _________________________ DATE: ___/_____/______

MEDICAL HISTORY
           NAME:___________________
REASON FOR TODAYS VISIT: 

________________________________________________________________________

*PLEASE CHECK ALL THAT APPLY TO YOU*

___BLOOD/BLEEDING DISORDER           

___PROSTATE PROBLEMS

___GASTROINTESTINAL PROBLEMS     

___SKIN DISORDER

___SHINGLES





___HIGH BLOOD PRESSURE                     

___THYROID PROBLEMS



___KIDNEY PROBLEMS

___TUBERCULOSIS




___WEAKNESS 

___ANKLE/LEG SWELLING



___FREQUENT NAUSEA/VOMITING

___BALANCE PROBLEMS



___INVOLUNTARY WEIGHT LOSS

___LUNG PROBLEMS




___BLADDER PROBLEMS

___CHANGE IN BOWEL HABITS


___NUMBNESS

___CHANGE IN VISION




___PROBLEMS URINATING

___DIFFICULTY SWALLOWING


___SHORTNESS OF BREATH

___DIZZINESS





___SUBSTANCE ABUSE

___EASY BRUISING




___TINNITUS (RINGING IN EARS)

___FATIGUE





___VOMITING BLOOD

___ARTHRITIS 





___ASTHMA 

___LIVER DISEASE




___DEPRESSION/ANXIETY

___SEIZURE/EPILEPSY




___HEART DISEASE

___HEPATITIS





___HIV/AIDS

___STROKE





___ULCERS

___DIABETES 





___CANCER

___HEADACHES 

       ____ DATE STARTED

       ____ HOW MANY DAYS PER MONTH 

       ____ LASTING HOW MANY HOURS

___SMOKING packs per day ___
                                               ___ALCOHOL drinks per day ___

MEDICATIONS: *PLEASE LIST ALL ALLERGIES, CURRENT MEDICATIONS AND DOSAGES*

          CURRENT MEDICATIONS


              PAST MEDICATIONS

	


	


PATIENT NAME: __________________________

PHARMACY INFORMATION:

PHARMACY NAME:   ______________________________________

ADDRESS:                        ___________________________________________   


                                             ___________________________________________

PHONE:                               ___________________________________________
FAX:                        __________________________

Mail Order Pharmacy:

Name: 


___________________________________________
ID # 

            ___________________________________________
MEDICAL HISTORY
          NAME: ___________________
SURGICAL HISTORY (PLEASE INCLUDE ALL CANCER-RELATED PROCEDURES)
DATE
          TYPE OF SURGERY

______________
                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

______________                    _____________________________________

FAMILY HISTORY 




ALLERGIES

_____DIABETES


____PENICILLIN

_____HYPERTENSION


____SULFA

_____STROKE

OTHER: ________________


OTHER: ________________
