SHREE PHYSICIANS – PATIENT INTAKE FORM

Patient Information

Name:________________________________ 
Address:___________________________________________________________________
City, State, Zip:_________________________
Home Phone:________________[  ] preferred

Cell Phone:__________________[  ] preferred

Work Phone: ________________[  ] preferred
Email:________________________________
Referring Physician:_____________________
        Phone:____________________________
              Fax:____________________________
Gender: [  ] M [  ] F
    Date of Birth:_____________        Age:___
    SSN:______________________________
    Marital Status: [  ] Married [  ] Single 

                               [  ] Divorced [  ] Widowed                               

                               [  ] Other:_________
Ethnicity: [  ] Non-Hispanic [  ] Hispanic
    Race: [  ] Caucasian[  ] Black/African American

               [  ] Asian       [  ] Native American

               [  ] Other:________________________

Primary Insurance
Insurance Name:_________________________
Policy ID #:_______________Group#:________
Policy Holder:___________________________
SSN:___________ Date of Birth:_____________
Relationship to Patient: [  ] Self   [  ] Spouse 

                                           [  ] Parent    
Secondary Insurance    

Insurance Name:_________________________
Policy ID #:_______________Group#:________
Policy Holder:___________________________
SSN:___________ Date of Birth:_____________
Relationship to Patient: [  ] Self   [  ] Spouse 

                                           [  ] Parent    
Emergency Contact
Name:_________________________________
Number:________________________________
Relation:_______________________________
Pharmacy Information

Pharmacy Name:_________________________
Phone:_________________________________
City:___________________________________
The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician and I understand that I am financially responsible for any balance. I also authorize Shree Physicians or insurance company to release any information required to process my claims. 

Patient/Guardian Signature:_______________________________________Date:_________________

HEALTH CONCERNS List, in order of importance, your health concerns:
1. ____________________________ __________________________
2. ____________________________ __________________________
3. ____________________________ __________________________
4. ____________________________ __________________________

5. ____________________________ __________________________

ALLERGIES                   


Other Allergies / Reaction

□ Seasonal 



1.___________________ /__________________
□ Dust/mold



2.___________________/__________________
□ Penicillin 



3.___________________/__________________
□ Sulfa




4.___________________/__________________
PREVENTATIVE MAINTENANCE / DATE

□  Eye exam   
__________
□  Flu shot  
__________
□  Pneumonia shot__________
□  Shingles vaccine __________
□  Tetanus vaccine  __________
□  Colonoscopy       __________
	Females only:

	□  Bone scan __________ ___ 


	□  Mammogram ___________

	□  Pap smear  _____________


MEDICAL CONDITIONS: Please check (√) any of the following that apply:

□  Arrhythmia                        
□  Carotid artery stenosis            

 □  Cerebrovascular accident

□  Cholelithiasis                     

□  Colon cancer                              

□  Congestive heart failure

□  COPD                                  

□  Coronary Artery Disease          

□  Diabetes   □Type I    □Type II

□  Hypertension                   

 □  Gastric reflux                              □  Tension headaches

□  Hyperlipidemia                 

□  Hypothyroidism                          □  Benign prostatic hypertrophy

□  Iron deficiency anemia    

□  Lung cancer                                 □  Myocardial infarction
□  Obesity                               

□  Osteoarthritis                              □  Osteoporosis

□  Peptic ulcer disease         

□  Prostate cancer                           □  Skin cancer

□  Testicular cancer              

□  Hypogonadism                             □  Erectile dysfunction

□  Deep vein thrombosis      

□  Seizure                                           □  Rotator cuff tear

□  Kidney stone                      

□  Urinary tract infection                □  Migraine

□  Pneumonia                         

□  Depression                                    □  Anxiety

If not listed above, please describe:

_______________________________________________________________________________________

_______________________________________________________________________________________
FAMILY HISTORY
	Relation
	Disease

	Father
	

	Mother
	

	Brother
	

	Sister
	

	Grandfather Paternal
	

	Grandmother Paternal
	

	Grandfather Maternal
	

	Grandmother Maternal
	


SURGICAL HISTORY

□Appecendectomy


□Arthroscopy




□Biopsy    

□Coronary bypass


□Cataract removal


□Cholecystectomy

□Stent placement

□Fracture repair

□Hernia repair

□Joint replacement

□Prostatectomy

□Angioplasty 

□Sinusectomy

□Tonsil/adenoidectomy

□TURP (transurethral resection of prostate)

□Spinal fusion

□Knee surgery

SOCIAL HISTORY
Occupation ______________________(circle) Full Time /Part Time /Student /Retired/Disability

Are you currently: Single / Married / Long – term relationship / Widowed / Divorced / Other

Number of children: ____________________
Hobbies/recreation: ____________________________________________________________
Exercise habits:________________________________________________________________
Do you currently smoke:    □  Yes
□  No  

Did you previously smoke:  □  Yes
 □  No   When did you quit: ____         Packs per day:_______
Do you drink alcohol:  □Yes  Drinks/week _______         □  No  

Caffeine  □  Coffee Cups/day ____      □  Energy drinks      □Tea/soda

Do you take any dietary supplements _____________________________
Do you have a history of drug abuse   □  No     □  Yes  ______________
Do you have any mental health history □  No   □  Yes  ______________
Have you ever had an STD □  No
□  Yes  ________
Have you ever had Tuberculosis  □  No   □  Yes                Last Chest X-ray ________
MEDICATIONS List all medication(s) and dosage(s) that you are currently taking:
	Name of Medication
	Dosage (Strength)
	Frequency (times per day)

	1. 
	
	

	2. 
	
	

	3. 
	
	

	4. 
	
	

	5. 
	
	

	6.
	
	

	7. 
	
	

	8. 
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	13.
	
	

	14.
	
	

	15.
	
	

	16.
	
	

	17.
	
	

	18.
	
	

	19.
	
	

	20.
	
	


Medication Allergies
	Name of medication
	Reaction 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


SHREE PHYSICIANS, PC
BILLING AND FINANCIAL POLICY INFORMATION
Every attempt is made to comply with insurance company’s requirements.  Since policies and benefits differ among employers and individuals participating with each insurance company.  We are unable to know the specifics of your policy.  Your insurance company informs all participants that it is ultimately your responsibility to verity benefits and coverage information prior to having any services rendered.  Shree Physicians PC cannot guarantee the cost of services performed will be covered by your insurance.

Insurance companies require submission of all claims within specified time limits. If you have a change in your insurance, and you fail to inform us of the change, we may not be aware until your insurance company denies a claim.  Denials often arrive after the filing limits have expired, preventing us from re-filing the claim with another insurance company.  To limit the charges that you may be responsible for, please ensure that we always have up-to-date information regarding you insurance coverage.

You will be responsible for payment of all services if any of the following circumstances apply:


If you do not have insurance;


If you do not have a referral when required and have elected to be seen


If you are with an insurance company we are not contracted with; or,


If a claim denial from the insurance company is not able to be resolved.

If your balance is not paid in full within 90 days of receiving a statement, we reserve the right to turn your account over to a collection agency.  Shree Physicians PC offers payment plans if you cannot pay your balance in full.  The responsible party or guarantor of the account will be responsible for all collection fees, including legal expenses.  A $ 30.00 fee will be applied to all returned checks.

A fee of $25.00 will be charged to patients requesting medical records for personal use and a $ 25.00 fee will be charged for family medical leave (FMLA) forms and physicians-dictated letters for personal reasons.

NO SHOW/CANCELLATION POLICY
Effective January 1, 2013 there will be a $35.00 fee charged for no shows or for cancelled appointments with less than 24 hour notice (AHCCCS patients will be billed $3.00 per ARS 36-2930-01).

By signing this form you agree to all the information listed above, authorize and release of any medical information necessary to process your claims and authorize payment of medical benefits to Shree Physicians, PC or supplier for services rendered.

 ​​​​_________________________________



_____________________
Signature of Patient or Responsible Party



Date

_______________________________

Print Name
SHREE PHYSICIANS, PC
Patient Name:________________________
Date of Birth:_________________________
HIPAA Acknowledgment
I authorize Shree Physicians, PC to release my Protected Health Information to the following list of people. I understand that I may revoke this authorization at any time by giving written notification to the office.

These people may receive my Protected Health Information:

1. Name: ________________________ Date of birth:___________________ Phone #:_______________

Relationship to patient:  [  ] Spouse  [   ] Child  [   ] Parent  [   ]Other ______________ 
2. Name: ________________________ Date of birth:___________________ Phone #:_______________

Relationship to patient:  [  ] Spouse  [   ] Child  [   ] Parent  [   ]Other ______________ 
3. Name: ________________________ Date of birth:___________________ Phone #:_______________

Relationship to patient:  [  ] Spouse  [   ] Child  [   ] Parent  [   ]Other ______________ 
4. Name: ________________________ Date of birth:___________________ Phone #:_______________

Relationship to patient:  [  ] Spouse  [   ] Child  [   ] Parent  [   ]Other ______________ 
Signed:______________________________________         Date:__________________
                                (Patient or parent/legal guardian if patient is minor)

