[image: image1.jpg]



REFERRING PHYSICIAN:         ____________________________________
PRIMARY CARE PHYSICIAN: ____________________________________

                                   Address:       ____________________________________



Telephone:     ____________________________________
PATIENT INFORMATION:

Last Name: __________________________

First Name: _______________________________

Address: _____________________________
City/State: __________________ Zip: __________


Phone Number: (___)_______-_____________        Date of Birth   _____/_____/______  Sex:   M     F

Social Security #: _______-_____-__________ 
Marital Status:   S   M   D   W   SEP

E-Mail Address: _________________________





 

Emergency Contact: ______________________
Phone Number: (___)_______-________________
Pharmacy: ______________________________
Phone Number: (___)_______-________________
POLICY HOLDER’S EMPLOYMENT:

Employer: _________________________________ 







Address:  __________________________________
City/State: _______________Zip: 



Business Phone Number: (___)_______-_____________

PRIMARY INSURANCE:

Insurance Company: 
___________________________________________________________________


Policy Number: _____________________________Group Number:  _____________________________

Insurance Address: _____________________________________________________________________


Policy Holder: _____________________________
Policy Holder SSN: __________________________

Policy Holder Address:  _____________________Policy Holder Employer: _____________________

Policy Holder Date of Birth: _____/_____/_____
Relationship to Insured:  _____________________




SECONDARY INSURANCE:

Insurance Company: 
___________________________________________________________________


Policy Number: _____________________________Group Number:  _____________________________

Insurance Address: _____________________________________________________________________


Policy Holder: _____________________________
Policy Holder SSN: __________________________

Policy Holder Address:  _____________________Policy Holder Employer: _____________________

Policy Holder Date of Birth: _____/_____/_____
Relationship to Insured:  _____________________



Is this Visit covered by Worker’s Comp? 




 No Fault? 





How did you first learn about ProHEALTH? 









AUTHORIZATION FOR RELEASE OF INFORMATION BY ProHEALTH Care Associates, LLP

I hereby authorize and direct the above named clinical practice, having treated me, to release to governmental agencies, insurance carriers, or others who are financially liable for my medical care, all information needed to substantiate payment for such medical care and to permit representatives thereof to examine and make copies of all records relating to such treatment.  Upon my request for release of my medical records, I hereby authorize ProHEALTH Care Associates, LLP to furnish all records and results to the parties I specify.

SIGNATURE:  








 DATE: 


ASSIGNMENT OF BENEFITS

I hereby assign, transfer and set over to the above named clinical practice sufficient monies and/or benefits to which I may be entitled from government agencies, insurance carriers or others who are financially liable for my medical costs of the care and treatment rendered to myself or my dependent in said practice.  I understand I am responsible for any services not covered by my insurance.  I accept responsibility for payment of my account.

SIGNATURE:  








 DATE: 
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Long  island breast care








PATIENT HEALTH RECORD

Please PRINT  all the information below as accurately as possible






PLEASE REQUEST  A COPY FOR YOUR RECORDS

NAME (PRINT)




DOB:




DATE:



REFERRED BY: (NAME / TEL #):











GYN:___________________________________________INTERNIST:__________________________________________


ACCOMPANIED BY:________________________________________________________________________________________

CHIEF COMPLAINT:












( new patient




( routine f/u

( no problem




( problem- please describe in your own words below

explain: ______________________________________________________________________________________________



(completed by clinical staff only)


GENERAL MEDICAL HISTORY:

significant medical conditions:  ( NONE











current medications: ( NONE



























OPERATIONS:  ( None











































allergies:  ( NONE
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Pt. Name:  _______________________________________________DOB:_____________________________________PAGE 2/7
PAST FAMILY HISTORY:

family history of breast cancer/ovarian/colon  (please list relative/approx age  diagnosis)

 
mother’s side 












father’s side











 

PAST BREAST/GYN HISTORY:

previous breast history  


























previous breast surgery:         SIDE                    DATE                           WHERE                                     DOCTOR                             DIAGNOSIS



	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


date most recent mammogram  




where  







date most recent sonogram  




where  







date most recent mRI  





where  







date most recent breast physical exam   


by whom 






do you do breast self exams  




last exam by physican 





age of  first menstrual period  




date of  last menstrual period _________(  NOW
age of first pregnancy





age at birth of first child  


 

how many live births 

 miscarriages?________________TERMINATIONS?_____________ectopics 



how many children did you breast feed  

                  
 for how long 





have you ever taken birth control pills   


for how long 






have you ever taken hormone medication of any type? Y  /N    (includes pills, creams and injections)

drug/duration of use_________________________________________________________________________________

do you take soy supplements or vitamins/herbs of any type? If yes, please describe   y  /  N

____________________________________________________________________________________________________
SOCIAL HISTORY:

occupation: _________________________marital status:        ( S                ( M            ( D
        ( W
 LIST AMOUNT CONSUMED: 

                      
 
coffee 


cups/day  

chocolate 

 x per DAY /month/year

 Tea      


cups/day   

do you add SALT TO FOOD WHEN EATING/COOKING
( YES
( NO
soda               

glass/day
 
do you exercise  
(  yes
 
(  no

ALCOHOL 
       
glasses /wK

_______times per week 
for            minutes per sessionS
                       for_______ years              

CIGARETTES?   Y  /  N            _______packs/day for ______ years    
quit
     years ago

recreational drugs  ____________________________( none

Page reviewed for completeness by:_______________ (office use only)
Pt. Name:  __________________________________________DOB:_________________________________________ PAGE  3/7
REVIEW OF SYSTEMS:  

AGE:  _______ 

HEIGHT:____________


WEIGHT:______________

LAST PAP:  ___________
LAST COLONOSCOPY:___________LAST BONE DENSITY:__________       SKIN CHECK:________


       month/year



   month/year


     month/year

PLEASE CHECK YES OR NO AND EXPLAIN

	condition
	yes
	No
	                                              If yes, please explain

	recent fevers or weight/APPETITE CHANGE
	(
	(
	

	eye , ears, nose /throat problems
	(
	(
	

	heart or circulation problems
	(
	(
	

	 Hx of Heart Attack
	(
	(
	

	 Congestive Heart Failure
	(
	(
	

	 Heart Murmur/Mitral valve prolapse
	(
	(
	

	 Circulation problems/blot clots
	(
	(
	

	 High blood pressure
	(
	(
	

	 breathing problems
	(
	(
	

	 Asthma/Emphysema
	(
	(
	

	 Hx of Pneumonia/bronchitis
	(
	(
	

	stomach/intestinal problems
	(
	(
	

	 Liver disease
	(
	(
	

	 Indigestion/reflux/ulcers
	(
	(
	

	 Colitis/Irritable bowel 
	(
	(
	

	kidney, bladder or genital problems
	(
	(
	

	 Uterine / Ovarian / Prostate disease
	(
	(
	

	 Kidney disease / Stones
	(
	(
	

	 UTI or bladder infections / Frequency
	(
	(
	

	Problems with muscles / joints
	(
	(
	

	problems with skin / skin cancer
	(
	(
	

	problems with brain / spinal cord
	(
	(
	

	 Stroke
	(
	(
	

	 Seizures
	(
	(
	

	 Fainting
	(
	(
	

	 Migraines
	(
	(
	

	psychiatric problems
	(
	(
	

	 Depression
	(
	(
	

	 Anxiety
	(
	(
	

	Thyroid problems /  DIABETES
	(
	(
	

	bleeding disorders
	(
	(
	

	infectious diseases
	(
	(
	

	 HIV Disease (AIDS)
	(
	(
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Long Island Breast Care


A Division of Prohealthcare Associates, LLP
EMERGENCY CONTACT/REFERRING PHYSICIAN INFORMATION

PATIENT’S NAME_________________________DOB:_________________
EMERGENCY PERSON__________________________________________________
STREET ADDRESS _____________________________________________________
CITY__________________________STATE ____________ZIP CODE___________

HOME PHONE__________________________________________________________

WORK PHONE _________________________________________________________

CELL PHONE __________________________________________________________

RELATIONSHIP TO PATIENT ___________________________________________

INTERNIST

FIRST & LAST NAME  __________________________________________________
STREET ADDRESS______________________________________________________      

CITY_________________________ STATE______________ZIP CODE___________

PHONE_______________________FAX# ____________________________________
GYN

FIRST & LAST NAME  __________________________________________________

STREET ADDRESS_____________________________________________________

CITY_________________________STATE______________ZIP CODE___________

PHONE_______________________FAX#_     ________________________________





Long Island Breast Care



A Division of Prohealthcare Associates, LLP
As a result of the Health Insurance Portability and Accountability Act (HIPAA), enforced by the US Department of Health and Human Services office of Civil Rights, we are not permitted to release patient information except as stated in the Notice of Privacy Practices, or in accordance with your wishes as stated below.

This waiver authorizes ProHEALTH Care Associates to send/give my medical information as noted:

Leave a voice mail recording including my Personal Health Information on my home/cell phone:










 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Leave a voice mail recording including my Personal Health Information on my business phone:










 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Use of electronic communication systems (i.e. fax, electronic messaging) to transmit prescription, treatment, disorder related information, lab or other results:


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Use of email to transmit treatment or disorder related information which may include a diagnosis, lab or other results sent to me, even if the email is not encrypted (not protected over the Internet):

 











 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Permit the individual stated below (Personal Representative) to receive prescriptions and/or test results:









 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

Speak to a family member of my choosing (Personal Representative) regarding my Personal Health Information:








 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

Name of Personal Representative:





________



On this date 



, I received and reviewed ProHEALTH’s Notice of Privacy Practices, which describes how my medical information may be used and disclosed and explains how I can get access to this information.
I had an opportunity to raise questions regarding this policy and all of my questions have been answered.


The authorizations made above will remain effective until such time as I notify ProHEALTH Care Associates in writing, by certified mail, of requested changes.

Patient Name (Print)






Date of Birth

Patient or Parent/Guardian Signature  




Date

Patient’s Social Security Number 





Email Address

Home Address







Telephone Number 









( PAIN		     		( CHANGES:  SKIN / ARM / HAND          ( PALPABLE  MASS	     


(  SONO ABNORMALITY 	(  MAMMO ABNORMALITY		 ( MRI ABNORMALITY                              


( INFECTION		     	( NIPPLE DISCHARGE/ABNL		 (AXILLARY CHANGES                               


( MD REFERRAL	    	( PATIENT SELF EXAM                      





how was problem found? _________________________________________________


How long have they had this problem: 		  days  * weeks  * months  *  years  


is there IS pain associated with this problem:	(yes	(no    


pain scale :  1  - 10  	_____________________		pain at night?   Y / N		





IF  there  IS any nipple discharge:  	Right  (yes   ( no  /  left  (yes   ( no           for how long:					


	color				 blood ( yes     (no	          odor 	( yes     (no











