TODAY’S DATE

' PATIENTS INFORMATION SHEET

‘ NAME . SEX AGE - _BIRTHDATE

STREET ADDRESS SOC.SEC# ___
CITY ZIPCdDE HOME PHONE#
OCCUPATION/EMPLOYER » WORK PHONE#
EMPLOYER'S ADDRESS
NAME OF REFERRING PHYSICIAN ADDRESS

| MARITAL STATUS NAME OF SPOUSE/PARENT WORK PHONE#
'SPOUSE’S/PARENT EMPLOYER & ADDRESS SOC. SEC.#

NAME OF PERSON RESPONSIBLE FOR BILL

ADDRESS | PHONE# __ SOC. SEC.#

IN CASE OF EMERGENCY, CALL PHONE#
INSURANCE INFORMATION
PRIMARY lNSURANCE C:;\RRIER' i : SUBSCRIBER
L.D. CERTIFICATE# — SR SUBSCRIBER BIRTHDATE ,
| SECONDARY INSURANCE CMR : SUBSCRIBER
ID. CERTIFICATE# SUBSCRIBER BIRTHDATE -

ALL MEDICARE PA'I'IENTS: PLEASE SIGN AND DATE

I certify that the information given by me in applying for payment under
Title XVII of the Social Security Act is correct. I authorize any holder

of medical information about me to release to the Social Security Adminis-
tration or its Carriers, any information required to process my Medicare
Claims.

I request that payment under the medical insurance program be made either
to me or to Mary Louise Lenahan, MD for services provided to me during
the period from my first visit to termination of treatment. v

SIGNATURE OF MEDICARE BENEFICIARY DATE

MEDICARE# ' . EFFECTIVE DATE

. MORE INFORMATION NEEDED ON OTHER SIDE >>>>>5>>>>>>53 55253555 > >35> 353> BR300



- Skin Cancer

IMPO RTANT IMPORTANT IMPORTANT PLEASE LIST:
ALLERGIES
CURRENT MEDICATIONS:

REASON FOR TODAY'’S VISIT (Chief Complaint)

Current or past problems with: (Review of Sjstem)
YES NO (IF YES, EXPLAIN)
GENERAL HEALTH
-EYES
EARS/NOSE/THROAT/
MOUTH
HEART
LUNGS
STOMACH/BOWEL
KIDNEYS
ARTHRITIS/MUSCLES/
JOINTS
SKIN
NERVOUS SYSTEM/BRAIN
PSYCHOLOGICAL DISORDER
THYROID/DIABETES
BLOOD/BLEEDING DISORDER
ALLERGIC/IMMUNOLOGIC
MALE/FEMALE ORGANS

PLEASE LIST ALL SURGERIES

FEMALES: ARE YOU PREGNANT? _____ yes no PLANNING TO BECOME PREGNANT? yes no
FAMILY HISTORY: (Past family & social history)

DISEASE MOTHER FATHER BLOOD RELATIVE
Allergies

Arthritis

Asthma

Hayfever

Cancer

Diabetes

Eczema

Heart Disease

High Blood Pressure
Lung Disease
‘Malignant Melanoma
Psoriasis

Tuberculosis —_—
SOCIAL HISTORY: DOYOULIVEALONE? _ NO ___ YES; DO YOU DRINK ALCOHOL? NO YES
DOYOUSMOKE? _ NO____ YES-FREQUENCY HOBBIES/LEISURE
ACTIVITIES
OCCUPATION
REVIEWED (MD SIGNATURE) DATE UPDATE






