Health History

Name:_____________________________________
Date:________________

Birth Date: _________________________________

Medications



Dose



Frequency

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Medical Illnesses:




Surgeries

_______________________________      
        _________________________________
_______________________________       
        _________________________________
_______________________________         
        _________________________________
_______________________________         
        _________________________________
_______________________________         
        _________________________________
Pregnancies

_________________________________________________________________________  _________________________________________________________________________
_________________________________________________________________________
Smoker?
yes
no 

    Allergies:
What Brought You in Today? (example: sore throat, gyn annual exam, vaginal discharge)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
Have you ever been diagnosed with any of the following conditions?
Circle if yes.

Asthma

High Blood Pressure

Osteoarthritis

Goiter

Lupus


Anemia


Alcoholism

Diabetes

Kidney Disease
Migraines


Sickle Cell

Epilepsy

Heart Murmur
Bleeding Tendencies

Cancer

Lung Disease

Colitis


Stomach Ulcers

Stroke


Anxiety

Depression

COPD



Tuberculosis

Hepatitis
Herpes

Genital Warts

Eczema

Psoriasis

Crohns

Nervous System Disorder
Endometriosis
Diverticulitis

Heart Disease

Rheumatoid Arthritis
Polio


Cystic Fibrosis
Others?
___________________________________________________________


Are You Allergic To:
Circle if yes.

Penicillin

Codeine


Sulfas


Iodine

Latex


Aspirin


Dyes


Tetanus

Morphine

Erythromycin

Tetracycline



Foods? Please list 
______________________________________________________

Others?
____________________________________________________________

Has anyone in your Family had:

High Blood Pressure

Diabetes

Heart Disease

Lung Disease

Bleeding Disorders

Genetic Disorders
Cancer

Thyroid

Other:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Have you recently had any of the following symptoms?
Circle if yes.

Chest Pain

Breathing Difficulty

Fever/Chills

Rashes

Cough Blood

Headaches


Vision Changes
Nausea/Vomiting

Weight Loss

Diarrhea


Bloody Urine

Bloody Stools

Loss of Urine

Loss of Stools


Pain Urinating
Numbness

Ear Ringing

Dizziness


Fainting Spells
Stomach Pains 

Other
________________________________________________________________________

________________________________________________________________________

Do Not Write Below
Notes:  ________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Patient Signature:_____________________________________
Date:______________

Physician Signature:_______________________________
Date:______________
(I have reviewed this information with the patient)
Patient Demographics
Name:
___________________________________________________________________

SSN:
___________________________________
DOB:__________________________

Home Address:____________________________________________________________


___________________________________________________________________


___________________________________________________________________

Home Phone:
____________________________
Cell Phone:
___________________

Marital Status:____________________

Email:_________________________

Occupation:
_________________________________________________

Insurance Carrier:
_______________________________________________________


Policy #
_______________________________________________________

Group #
_______________________________________________________

Primary Care Physician:
_________________________________________________

Other Insurance Carriers:_________________________________________________


Policy #
_______________________________________________________

Group #
_______________________________________________________

Emergency Contact: name:_________________________________________________




number:_______________________________________________

Employer Name:__________________________________________________________

Pharmacy: ________________________________________________________

Patient/Responsible Party Financial Policy
In order to establish a complete understanding of the financial responsibilities associated with the care provided by Women’s Health Care Associates, the financial policies outlined herein are provided for your review.  If you have any questions, please call our office at 901-383-7446.  

It is our desire that you receive the maximum benefit possible from your health plan.  In order to achieve this, we need accurate insurance information on file.  Please fill out your health insurance plan located on the patient demographics section.  We also ask for a copy of your current insurance card and ID for your file. 

We will submit a claim to your insurance company.  We require payment of the deductible, co-payments and any other fees for service that occurred during your office visit.  In the event that your insurance denies payment for services rendered, we require payment in full from you.  We accept cash, check, money order, and credit cards.
For outpatient or inpatient surgical procedures, we require payment of the unpaid deductible and co-payments prior to surgery.  The patient or responsible party is responsible for any remaining balance.  Any services not covered by insurance are to be paid in full prior to surgery.  

Our primary concern is to provide quality medical care.  Regretfully, health care is not free.  Patients who do not have medical insurance may self pay for any service prior to treatment.  We ask that you remember that the ultimate responsibility for payment rests with you the patient or responsible party.
I have read and understand this financial policy and accept responsibility as described herein.
Responsible Party Name:
__________________________________________________

Signature:
______________________________________________________________

Date:
____________________________________________________________________
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