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Consent for Treatment:
The undersigned hereby consents to examination and treatment by a Physician or Certified Physician’s Assistant and to the performance of
any laboratory work or diagnostic procedure which the treating physician may deem necessary under the circumstances.

Authorization to Release Information:
I hereby authorize to release information concerning examination, testing and treatment of the above patient to any insurance company
requesting the same for purposes of determining eligibility for payment of insurance benefits.

Authorization to Pay Insurance Benefits and Guarantee of Payment:
I understand I am financially responsible to for charges that may not be covered by my insurance policy. I hereby authorize payment of
insurance benefits to FamilyCare for Services rendered.

Name last first initial suffix (Jr, III, Title, Etc.)

Social Security # Date of Birth Sex

Mailing Address apt/suite/other

city state ZIP

Home Ph# Work Ph# Cell Ph#

Marital Status Student yes / no
(please circle)

Email

Employer Name Employer Ph# Employement Status       
full time/ part time(please circle)

Employer Street Address city state zip

Emergency Contact Ph# Relationship to Patient

Subscriber’s Name    last first initial
If different from above

Subscriber’s Relation to Patient

Social Security# Date of Birth Sex

Subscriber’s Employer Phone#

Employer Street Address city state zip

Patient’s Signature Date

Primary Insurance Policy #

Subscriber’s Name    last first initial
If different from above

Subscriber’s Relation to Patient

Social Security# Date of Birth Sex

Subscriber’s Employer Phone#

Employer Street Address city state zip

Secondary Insurance Policy #

How did you hear about us?



FAMILY MEDICINE

) 
roberts@familycaremed.com

Robert Stephens, PA-C, MMS

Patient Name:_ ______________________________

Date of Birth:________________________________

	 1. 	Please list all medications and dosages that you take._ ____________________________________________________

		  ______________________________________________________________________________________________

	 2. 	Any vitamins or over-the-counter supplements?_________________________________________________________

		  ______________________________________________________________________________________________

	 3. 	Have you had any medication allergies? Please list and describe the reaction.___________________________________

		  ______________________________________________________________________________________________

	 4. 	Are you allergic to anything else such as bees, peanuts or latex? Please List_____________________________________

		  ______________________________________________________________________________________________

	 5. 	Have you had any of the following medical conditions? Please list with year diagnosed:

Heart Disease_______________________

High Blood Pressure__________________

Diabetes___________________________

Blood Clots_ _______________________

Stroke or TIA_______________________

Migraine Headache_ _________________

Anemia____________________________

High Cholesterol____________________

Liver Problems______________________

Hepatitis_ _________________________

HIV______________________________

Kidney Problems____________________

Cancer of any kind___________________

MRSA____________________________

Asthma or Resp. Problems_____________

  6. 	Has anyone in your family been treated or diagnosed with the following? Relation to you?

Sudden Cardiac Arrest________________

Heart Disease/Attack_________________

Stroke_____________________________

Blood Clots_ _______________________

High Blood Pressure__________________

High Cholesterol____________________

Colon Caner or Polyps________________

Diabetes___________________________

Breast Cancer_______________________

Prostate Cancer_ ____________________

Age of parents living/disceased:  

_________________________________

Any other condition you are aware of that 

might be hereditary?__________________

_________________________________

  7. 	Please list household members and relationship. Spouse, partner, child._______________________________________

         	______________________________________________________________________________________________

  8. 	Have you ever used tobacco?________  How much?________  How long?________  When did you quit?___________

  9. 	Do you drink Alcohol?________  How much?______________________________________  Per week or per month.

10. 	Have you ever had a problem with alcohol or substance abuse of any kind?____________________________________

11.	 Please give dates for most recent vaccinations  

	 Tetanus Booster_____________  Pneumonia _____________  Flu Shot_____________  Hepatitis________________

12. 	Have you completed routine childhood vaccinations? _____________

13. 	Please list any surgeries or hospitalizations _____________________________________________________________

	 ______________________________________________________________________________________________

14. 	Have you had any mental health treatment or been treated for depression?____________________________________

	 ______________________________________________________________________________________________
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