
REGISTRATION
(PLEASE PFINT)

Charter lnternal Medicine, LLC
'10700 Chaner Dr., Suite 200

Columbia, MD 21044

Telephoner (41 0) 91 0-2300
Fax: (410) 740-9134

Home Phone (__-) Cell Phone ( )

I certify that Ì, and/or my dependent(s), have insurance coverage with _-_ 
ñãme_J tnsurarrce_õmpañviãÐ-., 

,

that I am linancially responsible for all charges whether or nol paid by insurance. I aulhorize the use of my signalure on all insurance submissions.
The above-named doctor may use my heallh care information and may disclose such information to the above-named lnsurance Company(ies) ancl
lheir agents for the purpose of oblaining payment for services and determining insurance benelils or the benefits payable lor related services.This
consent will end when my current ifeatmenl plan ls completed or one year from the date signed below.

- and assign direclly to

sis;ãjure or Pariênr" Parerf, G uarditä or Þõ¡¡ó¡ái¡iôitieaeñiãrive Date

SexnM DF Age_ Bi¡thdate n N4arried n Widowed l_l Single ! l\.4inor

n Separated n Divorced ! Partnered for _ years

Employer/School Phone( ) __._
Whom may we thank for referrnq yoLt? *
ln case of emergency who should be notified?

Person Responsible for Accoun{ _ Lãa¡ñãm¿;--

Addfess (lf differen( from patient's)

city- --- state ___ zip -..

Namesof otherdependentscoveredunderthisplan _ _.- - .-

ls patrent covered by add¡lional insurance? ll Yes n No

Address (lf different from patient's) phone I )

Subscriber Employed by Bùsiness phone ( ).

lnsurance Company,. _-_ - Soc. Sec. #

Contract #,- _-_._ Groupfl Subscriber lf

Names ol other dcpcndcnls covercd unde' this p dn

(Vers.l',42 SS04) ]i10505 O 2004 À¡edicalArls Pressd 1,800-328-2179



HËALTH H¡STORY
Confidential

Pat¡ent Name_.- Today,s Date

Age... -_ Birthdate ..., Date of last physical examination

What is your reason for visit?

SYMPTOMS Check {./)symptoms you currenlly have or have had in the past year.

GENERAL CAiTROITTCSTIruAI EYE, EAB, NOSE,THROAT
] t-l cnirr" I l Apperite poor Ll reeding gums
lJ Depression fJ eioating - Bturred vision

] l l Dizziness l-:l Bowet changes ! Crossed eyes
Ll rainting tl Constiparion n Difficutty swatfow¡ng
Ll Fever ! Diarrhea fl Doubte vision

! Excessive hunger
ll Excessive lhirst
llGas
¡ Hemoffho¡ds
n lndigestion
n Nausea
l-l Rectal bleed¡ng
lf Stomach pain

D Vom¡ting

! Vomiting blood

CARDIOVASCULAB
n Chest paìn

! H¡gh blood pressure

Ü lrregular heart beat
¡ Low blood pressure
n Poor circulation
Ü Rapid heart beat
! Swelling of ankles
n Varicose veins

Ll Earache
ll Ear discharge
! Hay fever
fl lloarseness
fl Loss of hearing
Ll Nosebleeds
Ll Persistent cough
n Ringing in ears
n Sinus problems

L J Vrston Flashes
! Vision Halos

SKIN
ll Bru¡se easily
n Hives

n ltching
lì Change in moles
! Rash

n scars
L-l Sore that won't heal

f-l HIV Pos¡tive

fJ Kidney Disease
n Liver Disease
f-.1 lVleasles

[I Migraine Headaches
n Miscarrlage
! l\ilononucleosis
Ll Multìpte Scteros¡s
ll [,4umps

D Pacemaker
[-] Pneumonia
! Pot¡o

ll Pa¡nful intercourse

Il Vaginal discharge

¡ Other l

Date of last
menstrual periocl 

-...-....-]Date of last i

Pap Smear _-
Have you had 

]

â mammogram? 
I

Are you pregnant?

Number of chil.lren ]

MEN only
l--ì Breast lump
! Erection difficulties
! Lump in testicles
n Penis discharge
n Sore on penis

l,l otner

WOMEN only
n Abnormal Pap Smear
[J Bleeding between periods

ff Breast lump

n Extreme menstrual pain

fl Hot flashes

¡ Nipple discharge

l-l Prostate Problem
l-l Psychiatric Care
ll Fìheumatic Fever
! Scarlet Fever
¡ stroke
l-ì Suicioe nttempt
n Thyroid Probiems
[ ] Tonsillrtis
I-l Tuberculosis
Ll rypnord l-ever
! ulcers
l-l Vaginal lnfections
fl Venereal Disease

fl Forgetfulness
[-] Headache
[f Loss of sleep
! Loss of weight
! Nervousness
l- l Numbness
l:l sweats

MUSCLE/JOINT/BONE
Pain, weakness, numbness in:

ü Arms ll Hips
! Back ! Legs
n Feet n Neck
[,.] Hands l-l Shoutoers

i GENITO-URINAHY
fl Blood in urine

I l-l Frequent urination
n Lâck of bladder c.)ntrol
D Painful urination

CONDITIO,NS Cnãcr. i,,¡ 
""ÀoiiióÀÀ 

you rravu or' náve nad iÀ tne past

[,] ArDs
fl Alcoholism
f-J Anem¡a
n Anorexia
fl Appendicitis
ll ¡rthritis
ll Asthma

fl Bleed¡ng Disorders
{-J Breast Lump
! Bronchitis

! Bufimia
l,l cancer
fl cataracts

! Chicken Pox

fl Diabetes
U Emphysema
n rpttepsy
fl claucoma
ü Go¡ter
E Gonorrhea
! cout
l-l Heart Disease
{] Hepatitis
n Hernia
n Herpes

E Chemical Dependency ü High Cholesterot

MEDICATIONS List medicat¡ons you are curren y taking

Pharmacy Name

ALLEBGIES To medications or substances

(Vers i¡2sss04)
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All inform?t¡or! ¡s str¡ctly cgI'tqgq!4!
HlSTORY.Fill.h heãlth informat¡òn àbòut yòùi iri'ìniqdiâtè

Flelal¡on qj,qïfl !!:,il l, _ :1u,": 
o' o"",n 

l 
* 

l" l"ll.Ji!!1i:*:"" 
.* ""'"lllfj:,,1tili;

liihlli:f9!1
Asthma, Hay Fever

Cancer

PREGNANCY HISTORY

HEAUI HiHABITS'check (/) wh'ßh
substances you use and describe how

Have you eve¡ had a blood transfusion? [ Yes ff t'lo
lf yes, please give approximate dates.

SERIOUS.ILLNESS/INJURIES

i.nùch:youiuse.

Caffeine

ocOUPÂTIoNAL coNcERNs
Cheqk.(./)'lf youi ùork exposqs yoú.to
thé

Stress

Other

Your occupation:

añd correct. I undersland that il is ¡ny responsibillty to inform my doctor if I, or my minor chiid,

L,]l.-'l
To lhe best ol my knowl€dge, lhe above information rs complete
change in heallh.

Signature of Patienl, Parenl, Guardian or P6rsonal Repressnlative

Revrewed By



Charter Internal Medicine, LLC
10700 Charter Drive Suite 200

Columbia, MD 21044

Statement of Financial Responsibilify

In consideration ofthe services rendered by Charter Internal
Medicine, LLC the undersigned acknowledges that heishe is

responsible for payment for all services and agrees to pay any and
all balances due not covered by his/her insurance.

It is your responsibility to verify that we have the correct health
insurance inftrrmation. We will not be responsible for any balance

if your insurance inlbrmation is not accurate.

Some blood or other tests recommended/performed by your
medical provider may not be covered by your insurance carrier. It

is your responsibility to pay any amounts due for non-covered
services deemed your responsibility by your insurance carrier.

Outstanding balances are due within 30 days unless other
arrangements have been made with the billing manager.

We reserve the right to discharge you from our practice for non-
payment of any balance that has been deemed your responsibility.

Responsible Party Signature

Print Name

Date



Notice of Privacy Practices Acknowledgement Form

I acknowledge that I have received the Notice ofPrivacy Practices for Charler Internal
Medicine, LLC.

Patient or Per-sonal Representative Signature

Please Plirf Name Flere

lfa personal reprrsentative's sigrlature appears above, please desclibe Personal Representative's
relationship to the patient.


