
  NANCY H. COLES, MD

PATIENT REGISTRATION AND HISTORY
DATE: _______________
			

PATIENT NAME:_______________________________________________________________________DATE OF BIRTH:________________
	                              (Last)                                                                                          (First)                         (Middle)

ADDRESS:__________________________________________________________________________________ __________________________
                                       (Street)                                                                                     (Apt)                                              (City)                                                  (State)                    (Zip)

TEL.  NUMBERS:  HOME: (       ) ___________________ CELL: (        ) ____________________ WORK:  (      )_______________

SS#:__________________________________________ E-MAIL ADDRESS:__________________________

OCCUPATION:_______________________________________         EMPLOYER/SCHOOL__________________________________________

EMPLOYER/SCHOOL ADDRESS:_________________________________________________________________________________________

EMPLOYER/SCHOOL PHONE (         ) ___________________________
					
BEST TIME AND PLACE TO REACH YOU:___________________________________________________________________

INTERNIST / PCP NAME :_____________________________________ PHONE: (       )_______________FAX (      )______________________


CHECK ONE:  SEX:     M_____   F_____        CHECK ONE:      MARRIED___  PARTNERED___  SINGLE___WIDOWED___DIVORCED___

SPOUSE / PARTNER NAME:_____________________________________________________BIRTHDATE:____________________________

SPOUSE’S EMPLOYER:_________________________________________________________________________________________________

IN CASE OF EMERGENCY CONTACT:

NAME:_____________________________________________________________________________________RELATIONSHIP:__________________________

HOME (           )__________________________   CELL (           )_________________________ WORK (           )___________________________

WHOM MAY WE THANK FOR REFERRING YOU:_______________________________________________________________________

MEDICARE INSURANCE INFORMATION

MEDICARE  INSURANCE:            Policy #:________________________________
Is patient covered by additional insurance?    YES_____    NO_____
SECONDARY INSURANCE:       Insurance Company:____________________________________Policy #:_________________
Subscriber Name:________________________________________________ Relationship to patient:____________

MEDICARE ASSIGNMENT AND RELEASE:  I certify that I, and/or my dependent(s), have insurance coverage with  PART B MEDICARE
and assign directly to Nancy H. Coles, MD all insurance benefits, if any otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions.  The above named doctor may use my health care information and may disclose such information to the above named insurance company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.  

I request the payment of authorized Medicare benefits, and, if applicable, Medigap benefits, be made to either me or on my behalf to, Nancy H. Coles, MD.  To the extent  permitted by law, I authorize any holder of medical or other information about me to release to the Centers for Medicare and Medicaid services, my Medigap insurer, and their agents, any information needed to determine these benefits for related services.

Signature of Beneficiary, Guardian or Personal Representative:___________________________________________________


Date:__________________________                  Relationship to Beneficiary:____________________________




HEALTH HISTORY 

Internist Name:___________________________________________________________________________Date of last visit:________________


Place a mark on “Yes” or “No” to indicate if you have had any of the following.  
    	                          

Aids/HIV			___Yes	___No				Heart Condition		___Yes	___No	
Arthritis				___Yes	___No				Hepatitis  (type______)	___Yes	___No
Artificial Heart Valve		___Yes	___No				High blood pressure	___Yes	___No
Artificial Joints			___Yes	___No				Kidney disease		___Yes	___No
Asthma				___Yes	___No				Lazy eye		___Yes	___No
Bleeding			___Yes	___No				Lupus			___Yes	___No
Blindness			___Yes	___No				Migraine headaches	___Yes	___No
Cancer				___Yes	___No				Pacemaker		___Yes	___No
Cataracts			___Yes	___No				Poor color vision		___Yes	___No
Chemical dependency		___Yes	___No				Retinal disease		___Yes	___No
Diabetes				___Yes	___No				Rheumatic fever		___Yes	___No
Drug sensitivity			___Yes	___No				Shingles			___Yes	___No
Emphysema			___Yes	___No				Skin conditions		___Yes	___No
Epilepsy				___Yes	___No				Stroke			___Yes	___No
Eye surgery			___Yes	___No				Thyroid condition	___Yes	___No
Glaucoma			___Yes	___No				Tuberculosis		___Yes	___No
Hay fever			___Yes	___No				Turned eye		___Yes	___No

Are you pregnant:_____________________	Number of children:_____________						
			
Tobacco Use: ___________________	Alcohol Use:  __________________



ALLERGIES:  List any allergies to medications and/or other substances:

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________










