REGISTRATION Charter Internal Medicine, LLC
(PLEASE PRINT) 2470 E_ongstone Ln., SUiteI
Marriottsville, MD 21104

Telephone: (410) 910-2300
Fax: (410) 740-9134

Date Home Phone { ) Cell Phone ( )

TIENT INFORMATION

Name SS/HIC/Patient 1D #

Last Name First Name Middle Initiat
Address E-mail
City State Zip
SexIM [OF Age Birthdate L] Married 1 Widowed [ Single 1 Minor

[l Separated  [] Divorcad [1 Partnered for years

Patient Employar/School QOccupation
Employer/School Address Employer/School Phone { )

Whom may we thank for referring you?

In case of emergency who should be notified? Phone { )

Person Responsible for Account

Last Name First Name Middle Initial
Relation to Patient Birthdate Soc. Sec. #
Address (If different from palient's) Phone ( }
“City S B State - Zip
Person RAesponsible Employed by Occupation
‘Business Address Business Phone ( )
“Insurance Company
Contract # ___ Group # Subscriber #

Names of other dependents covered under this plan

Is patient covered by additional insurance? [ ]Yes [JNo

_Subscriber Name Birthdate Reiation to Patient
Address (i ditferent from patient's) Phone ( )

City : State Zip
.S'_u_bscriber Employed by Business Phone ( )
!nﬁ_urance Company Soc. Sec. #

:"Cor_]t_ract # Group # Subscriber #

'Names of other dependenis covered under this plan

g cerﬁfy that I, ahd/c_or my depen_dent(s), have insurance coverage with and assign direclly 10 |

: _ Name of Insurance Company(ies)
Dr._. i o all insurance benefits, if any, otherwise payable to me for services rendered. | understand
that | am financially responsible for ai charges whether or not paid by insurance. | 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 benefiis payable for related services. This
‘consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Plaase print name of Patient, Parent, Guardian or Personat Representative Retationship to Patient
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Patient Name

HEALTH HISTORY

Confidential

Age___ Birthdate

What is your reason for vIsit?

Cate of fast physical examlnatlon

Today's Date

"SYMPTOMS:Cisick: (v syriptomsyouclirentiyiiave of have had In the pastyear. i - o 07 120

GENERAL
) Chitls
O Depresslon
{J bizziness
{7 Fainting
L] Fever
[ Forgetfulness
[[) Headache
[ Loss of sleep
[} Loss of weight
L] Nervousness

GENITO-URINARY
[ Blood in urine
[ Frequent usination
[J Lack of bladder control
[ Painful urination

[ Numbness

{1 Sweats
MUSCLEANOINT/BONE

Pain, weakness, humbness in:

[J Arms ] Hips

(0 Back [Jiegs

[ Feet [ Neck

[J Hands [J Shoulders

GASTROINTESTINAL
[] Appestite poor
[ Bioating
7] Bowel changes
] Constipation
{1 Diarrhea
L1 Excessive hunger
{71 Excessive thirst
[ Gas
] Hemorrhoids
{1 Indigestion
{1 Nausea
] Rectal bleeding
(1 Stomach pain
[ Vomiting
O vomitiag blood

CARDIOVASCULAR
[] Chest pain
[T High biood pressure
[C] Irregutar heart beat
[ iow blood pressure
[ Poor circutation
[J Rapid heart beat
[ swelling of ankles
O Varicose veins

EYE, EAR, NOSE, THROA
1 Bleeding gums
{J Blurred vision
{1 Crossed syes
[ Difficulty swaliowing
[ Double vision
[J Earache
[] Ear discharge
[ Hay fever
[1 Hoarseness
{1 Loss of hearing
7] Nosebleeds
[ Persistent cough
L] Ringlng in ears
Cl Sinus problems
[ Vision - Flashes
[ vision — Halos

SKIN
[ Bruise easily
[ Hives
[] ftching
[ Changs ir moles
] Rash
(] scars

(] Sore that won't heal

MEN only
{7] Breast lump
[ Erection difficulties
[J Lump In testictes
(7] Penis discharge
(] Sore on penis
O Other

WOMEN only
[[] Abnormal Pap Smeat
[ Bleeding hetween periods
[ Breast iump
[] Extremne menstrual pain
[ Hot flashas
[ Nipple discharge
[ Painful Inlercourse
[ Vaginal discharge
[] Other
Date of last
menstrual period
Date of last
Pap Smear
Have you had
a mammogram?
Are you pregnant?
Number of children _

‘CONDITIONS Gheck () conditions: yals hidve:or Rave:hiad ifithe pastive il 1o oa o Tt
COaps [J Chemical Dependsncy [ High Cholesteral {1 Prostate Problem
"1 Alcoholism [ Chicken Pox [ HIV Positive (] Psychlatric Care
O Anemia {3 Diabetes 1 Kidney Disaase ‘ ] Rheumatic Fevet
] Anorexla [ Emphysema [ Liver Disoase {7] Scarlet Fever

[ Appendicitis {1 Epllepsy [1 Measles {1 stroke

(3 Arthritis {3 Glaucoma 1 Migraine Headaches 7 Suicide Atternpt
[ Asthma {3 Goiter [] Miscarriage 7] Thyroid Problems
[7] Bleeding Dlsorders (3 Gonorrhea O Mononucleosis {71 Tonsillitis

3 Breast Lump O Gout [0 Muttiple Sclerosis I Tuberculosis

(3 Bronchitis [} Heart Disaase [ ] Mumps 3 Typhoid Fever

[ Bulimia [1 Hepatitis ] Pacemaker 1 Ulcers

[ Cancer [ Hernia ] Pneumonia {1 Vaginal Infections
(3 Cataracis [ Herpes ] Polio {7 Venereal Disease
WEBICATIONS Lt otaio]
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All mformanon E]

rictly confidential

"FAMILY: HISTORY:Eilli héalth tiformation abotitiyour immed;

State of

Age at
Health

Relation | Age Death

Cause of Death

Check (J )'lf‘, your tﬁalbb‘dmr.e'iét'lveé-ﬁéa ahy- of the fol'l.o'wl.ﬂg:'

Disease

Relatlonship to you

Father Arthritls, Gout
Mother Asthma, Hay Fever
Brothers Cancer
Chemical Dependency
Dlabetes
Heart Disease, Strokes
Sisters High Blood Pressure

Kidney Disease

Tuberculosis

Cther

“Tlichyouiise;

—:=subs!ances ou.use and.-descrlbe how o

"heck 4] whtch

Caffeine

Have y6u ever had a blood transfusion?

T Yes

2 No

Tobacco

Street Drugs

If yas, please give approximate dates,

 SERIOUS ILLNESS/]

Other

"PATIONAL CONCEHNS

Stress

Hazardous Substances

Heavy Lifting

Other

Your occupatlon:

To the best of my knowledye, the above infermation Is completa and correct. | undarstand that It is my respensibility to inform my dogtor if 1, or my minor chlid, ever have a

changs In health.

Slgnalure of Patient, Parent, Guardian or Perscnal Representative

Date

Please print name of Fatient, Parent, Guardlan of Parsonal Representaliva

RAslalicnship lo Palienl . . \

Aeviewed By

-Date




Charter Internal Medicine, LLC

2470 Longstone Ln, Suite [
Marriottsville, MD 21104

Statement of Financial Responsibility

In consideration of the services rendered by Charter Internal
Medicine, LLC the undersigned acknowledges that he/she 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 information. We will not be responsible for any balance
if your insurance information 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

1 acknowledge that I have received the Notice of Privacy Practices for Charter Internal
Medicine, LLC.

Patient or Personal Representative Signature Date

Please Print Name Here

If a personal representative’s signature appears above, please describe Personal Representative’s
relationship to the patient,




