PATIENT INFORMATION {Please Print) Today'sDate__ /___/
Mame
Last M
Address
Street Nome or P.O.Box City Stare Zip
Home Phone Work Phone SS#
Area Code Area Code Patient’s Social Security Number
DateofBirth__ / /  Sex: ) Male J Female
RESPONSIBLE PARTY (if different from patients)
Name
Lost M1
Address
Street Nome or P.O. Box City State Zip
Home Phone Work Phone SS#
Area Code Areo Code

Date of Birth /o / Sex: (1 Male {J Female

WE DO NOT BILL SECONDARY INSURANCE
INSURANCE INFORMATION (Please present insurancecard at time of check in.)

Primary Insurance Name

Secondary Insurance Name

ins. Address

Name of Insured

Insured’s 1D#

Group #

Relationship of patient to the Insured

Employer Name

EmployerAddress

Employer Phone

Area Code

Other family members that are patients

Pharmacy of choice

Ins. Address

Name of insured

insured’s ID#

Group #

Relationship of patient to the Insured

Employer Name

In case of Emergency, who should be notified?

Referred by:

Employer Address
Employer Phone
Area Code
Phone
Phone

Primary Care Physician:

I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessary to
process insurance claims, insurance applications and prescriptions. | also authorize payment of medical benefits 10 the physician,

Patient Signature

Date /. /.

in order 1o establish optimal relations with our patients and avoid misunderstanding and confusion regarding our payment policies, our
staff is trained to consistently infortn you of the financial payment policies of this office, Payment is required-for all services at the time
they are rendered uniless you are in a prepaid plan in which we participate. For those patients, applicable copayments and deductibles
will be collected. We accept payment in the form of cash, check, or credit card. In the event of hospitalization or major procedures, our
office may file with th e appropriate insurance. However, before such claims are filed, coverage will be preverified and you will be asked to
pay any unmet deductible, non-covered services and copayments. Your signature below signifies your understanding and willingness to

comply with this policy.

Patient Signature

DateDate /1




Puotient:

Patient Medical History

Reason for todoy's visil:

Dote:

Are you ollergic lo ony medicotions? [ YES I NO
[

List oll Medicolions you ore currently toking:

1.

2.

if yes, list:
2.

3.

4.

Do you hove now, or have you sver had dissases or condittont of: {Plsuss check YES or NO}

Lungs: YES NO Othar Systemic: YES
Bronchitis a ] Diubetes a
Emphysemo 0 a Thyroid Q
Asthmo Q Q Kidney Q
Cheonic Cough O Q Blodder Q
Moming Cough o 0 Stomach Q

Bowel a

Vosculor: Hepatitis or YellowSkin - O

Glovcome (]

High Blood  Pressure O a Asthiitis/ Joint Deformity ]
Chest Pain 0 Q Convulsions, Epilspsy
Heart Alock 8] U orSeitures a
Heort Murmur O 0 Fainting Q
imegulorteoriBeot Q) a
Pacernocker ] a
Phlebitis a 0

Do youdrink alcohol? 03 YES O NO HYES drinks per day

Do you use IV drugs? 0 YES Q NO I YES, whot? How much?

Have you had or hove you been exposed jo HIV (AIDS) ¢ [ YES T NO
Hove you ever had dental anesthesio (Novacoine)?

Skin:

When you are exposed fo sun do you:
Hove you ever hod skin cancer?
Haos anyone in your farmily had skin concer?
Do you hove o history of ony specific skin diseoses?

I yes, pleose list:

QYES QINO

0 YES

G Ton only
O YES 0O NO

0 YES O NO

Q Tan ond bun

O NO H YES, Who?

pocoocoocoo. 8

oo

Any bod reaction? O YES O NO

0 Bum

List ony other diseose or condition we should know obout:
List surgical procedures you have had in the losi 6 months:

Pleose answer the following questions:

Do you smoke?
Do you bleed easily?

one >

T N

»

{Wemen) Are you pregnani?

Do you have oificial joint{s)?

Whot is your occupation ?
What are your hobbies?

0 YESO NOQIfyes, how much;

0 YES
O YES
Q YES

Q
a
a

NO
NO DyeDote: -

NO




R. A. JACOBS, M.D.
619 S. WASHINGTON ST. SUITE 202
MOSCOW, ID. 83843

By signing this form, I acknowledge that I have received a copy
of Privacy Practices Notice.

Patient signature (or legal representative) Date

Legal representative’s relationship to patient

A good faith effort was made to obtain the patient’s
acknowledgment of the receipt of the Notice of Privacy
Practices. The following identifies the efforts made and the
reason acknowledgment was not obtained.

Signature of Staff Member Date

Reason



