SUBURBAN GERIATRICS
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Internal Medicine Specializing in Geriatrics

 Norriton Office Center							  Phoenixville Office
     190 West Germantown Pike				  		      824 Main Street, MOB #1	
     Suite 100						    		      Suite 200
     East Norriton, PA  19401				     		     Phoenixville, PA  19460
     Ph:   610-272-8221					    		     Ph:   610-359-8607
     Fax: 610-272-5655					     		     Fax: 610-933-2834
www.suburbangeriatrics.com
email:  info@suburbangeriatrics.com
	
Name:____________________________________  Age:__________ DOB:_______________  Sex:   M    F

Address:__________________________________________________________________________________
                                                  Street Address                                                                                                              City                                       State                                Zip

Home phone:________________________________  Cell phone:____________________________________

Work phone:_________________________________ *Contact preference-(circle one):  home#  cell#  work#

Email Address:_______________________________ Emergency contact:_____________________________  

Social Security #:_____________________________  Emergency contact #:___________________________
        Single                    Married                      Divorced                      Separated                      Widowed

*Primary Language:_______________________________  *Race/Ethnicity:________________________________

Additional Language:______________________________ *Height:_______________________________________

Primary Insurance:_______________________________ Insurance ID#:___________________________________

Secondary Insurance:_____________________________ Insurance ID#:___________________________________

Name of previous physician:_______________________ Phone # of previous physician:______________________



	AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS


I authorize the release of any medical information necessary to process this claim.  I permit a copy of this authorization to be used in the place of the original.

I have requested medical services from Suburban Geriatrics on behalf of myself and understand that by making this request, I become fully financially responsible for any and all charges incurred in the course of the treatment authorized.  I hereby authorize Suburban Geriatrics to apply for benefits on my behalf for covered services rendered.  I request that payment from my insurance company be made directly to Suburban Geriatrics (or to the party who accepts assignment).  I understand that I am responsible for any amount not covered by insurance.  I understand that co-pays are due at time of visit.  I further understand that fees are due and payable on the date that services are rendered and agree to pay all such charges incurred in full immediately upon presentation of the appropriate statement.  I permit a copy of this authorization to be used in place of the original.  

I certify that the information I have reported with regard to my insurance coverage is correct.

Date:____________________________ Signature:__________________________________________________
[bookmark: _GoBack]							Patient or Guardian (if patient unable to sign)
If Guardian, print patient name here:_____________________________________________________________



DO YOU HAVE AN ADVANCE DIRECTIVE?  If yes to any listed, please provide copy.
	Durable Power of Attorney?    NO     YES  If yes, who is your agent:___________________________
Durable Power of Attorney for Healthcare?    NO     YES  If yes, who is your agent:_______________
Living Will?    NO       YES



	Allergies:_____________________________________________________________________________
No Known Allergies  



	*PAST MEDICAL HISTORY/PROBLEMS LIST: Please check all boxes that you have problems with, have been diagnosed with or see a doctor for:

	 Hypertension
 High Cholesterol
 Heart Disease
 Angina
 Heart Attack
 Heart failure
 Heart murmur
 Atrial fibrillation
 Stroke
 TIA
 Diabetes
 Thyroid disease
 Cancer of:_________
____________________
 other:____________
	 Lymphoma
 Melanoma
 Glaucoma
 Migraines
 Seizures
 Arthritis
 Back pain
 Pain:_____________
 Osteoporosis
 Anemia
 Blood clots
 COPD
 Asthma
 Hay fever
 Respiratory disease
	 GERD
 Peptic ulcer disease
 Celiac disease
 IBS
 Chrohn’s disease
 Gallbladder problem
 Kidney problems
 Bladder problems
 Liver disease
 Colon problems
 Sexually Trans Disease
 Anxiety
 Depression
 Alzheimer’s disease
 Dementia
	 Blood transfusions
 Exp to hazardous 
     substances
 Positive TB test
 Hernia
 Sickle cell disease
 Chickenpox
 Hepatitis ___
 HIV
 Eczema/dermatitis
 Psoriasis
 Sleep apnea
 Chronic kidney disease
 PVD/poor circulation
 Vascular dementia



	PAST SURGICAL HISTORY: List all surgeries and the year of the surgery

	
__________________________________________________________________________________________________________________________________________________________________________



	RECENT TESTS:  Please check any tests you have had and the approximate date/year done.

	 ekg:______________      bloodwork:________________     test for blood in stool:_____________
 cxr:______________       mammogram:______________    colonoscopy:____________________
 ppd:_____________       prostate:__________________    eye exam:_______________________



	*SOCIAL HISTORY:  Please answer yes or no for all

	 yes  smoker *
 yes  former smoker *
 yes  never smoked *
 yes  no-other tobacco use
	 yes   no-alcohol use
 yes   no-past drug use
 yes   no-current drug use
 yes   no-seat belt use
 yes   no-exercise
	 yes   no-follow a diet
 yes   no-caffeine use
 yes   no-live alone
 yes   no-children
 yes   no-pets



	IMMUNIZATIONS:  Check all immunizations that you have received with date received

	
 flu:_______   pneumovax:_______   prevnar 13:_______  shingles:_______  tetanus:_______


	SPECIALISTS:  List all specialists involved in your care

	Name of specialist
	Specialty
	Reason for visit
	Telephone #

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	FAMILY HISTORY:  Check all that apply and relationship to patient

	 alcoholism
 anemia
 arthritis
 asthma
 cancer of breast
 cancer of prostate
 cancer-other
 colon polyps
	 depression
 diabetes
 glaucoma
 heart disease/CAD
 high cholesterol
 hypertension
 osteoporosis
 DVT
	 stroke
 thyroid disease
 psychiatric conditions-
     __________________
 epilepsy
 TB
 cystic fibrosis
 huntington’s disease
	 mental retardation
 osteogenesis imperfecta
 sickle cell
 allergies
 eczema
 heart attack
 other:______________
_____________________


*************************************************************************************
Pharmacy Name:___________________________ Pharmacy Phone #:___________________________

Pharmacy Address:_________________________ Pharmacy Fax #:______________________________

	Name of medication
	Dosage
	Frequency
	Reason for medication
	Currently taking
	Took in past

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	



Please use this space to provide any other information you would like the doctor to be aware of:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
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