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PATIENT DEMOGRAPHICS
Date: _________________

First Name: ________________________________   Last Name: ____________________________ MI: ____ 

Address: _______________________________________ City: ________________ State: _____ Zip: _______
Email: _____________________________________________________________________________________

Home Phone: (        ) _________--_______________          Work Phone: (        ) _________--_______________
Cell Phone: (        ) _________--_______________
DOB: ____________________   
Social Security Number: ___________--_________--______________       

Gender:    Male / Female            Marital Status:        (   ) Married   (   ) Single   (   ) Divorced   (   ) Widowed                   

Employer:  _____________________________________   Occupation: ________________________________
Address: __________________________________ City/St/Zip: ______________________________________   

Spouse/Parent’s Name: (if patient is a minor) _____________________________________________________

Referred by whom: __________________________________________________________________________

Emergency Contact: _________________________________________________________________________

Relation to Patient: ____________________________________________ Phone:  (      ) ______--__________

INSURANCE INFORMATION

Please Provide Insurance Card(s) and Photo ID to the Receptionist
Insured’s Name: (If different from patient) ________________________________________________________ 

DOB: ____________________  Social Security #: ___________--_________--______________ 
Primary Insurance Name:  ____________________________________________________________________
Policy #: _________________________________ Group #: __________________________________________                                               
Secondary Insurance Name: ___________________________________________________________________
Policy #: __________________________________ Group #: _________________________________________  

I certify the above information is correct. I authorize Antonio A. Flores M.D., P.A to release or request medical information necessary to process health insurance claims. I authorize assignment of benefits on my medical insurance claims to Antonio A. Flores M.D., P.A.  I understand that I will be responsible for payment at the time that services are rendered. I will be responsible for any deductible and/or coinsurance or copays due. Antonio A. Flores M.D., P.A. can provide itemized receipts upon request.

Patient Signature:   _________________________________________________   Date:   _________________
MEDICAL INFORMATION
Is this a Work-Related Injury?

(    ) Yes        (    ) No                             
Is this related to an auto accident?
(    ) Yes        (    ) No           

If Yes, see the receptionist BEFORE your appointment                             
What are you being seen for today? ___________________________________________________________________________________________
MEDICAL HISTORY

PLEASE COMPLETE TO THE BEST OF YOUR ABILITY
Patient Name: _______________________________________________          DOB: ______________________


CONFIDENTIAL RECORD:  Information contained here will not be released except when you have authorized us to do so.

Please state briefly the problems that have brought you to the doctor’s office today: 

___________________________________________________________________________________________

PERSONAL INFORMATION 

Marital Status: (   ) Married   (   ) Single   (   ) Widowed   (   ) Divorced       

Children: (   ) Yes     (   ) No
If yes, How many? _____________ 
Any problems with their health and if so, who and what? 

___________________________________________________________________________________________
Smoking: (   ) Yes     (   ) No 
If yes, How many packs per day? __________ How long? __________________          

Alcohol:   (   ) Yes     (   ) No
If yes, How much? ______________ How frequently? _____________________     

Illicit or Frequent Drug Use: 
(  ) Yes
    (  ) No

If yes, 
(  ) Ongoing        (  ) Past Use


Which substance(s):________________________________

Do you have any of these conditions or any other problems that you want the doctor to know about?
(   ) Problems with Vision


 (   ) Problem with hearing

(   ) Hemorrhoids                                                      (   ) Problems w/ chewing or swallowing
 
 (   ) Heart Murmur                    

(   ) Chest Pains                                                           (   ) Shortness of breath: asthma/emphysema
 (   ) Urinating at night


(   ) Heart skipping                                                                        (   ) Swelling of feet or hands


 (   ) Heart beating fast               

(   ) Pain when urinating                                                                (   ) Mitral Valve Prolapse


 (   ) Elevated Cholesterol

(   ) Migraines                                                    (   ) Other: __________________________________________________________________________________
Patient Name: _______________________________________________          DOB: ______________________

Patient’s Surgical History

Surgeries:                                    Date:
(   )
Tonsils


__________
(   )
Hernia


__________
(   )
Adenoids

__________
(   )
Knee replacement
__________
(   )
Vein Stripping

__________
(   )
Hip replacement
__________
(   )
Urinary bladder

__________
(   )
Lungs


__________
(   )
Stomach or Intestines
__________
(   )
Hemorrhoids

__________
       Surgeries:                                         Date:      
       (   )     Heart


__________
       (   )     Broken bones

__________
       (   )     Gall Bladder


__________
       (   )     Hysterectomy

__________
       (   )     C-section


__________
       (   )     Ovaries


__________
       (   )     Tubal Ligation

__________
       (   )     Colonoscopy


__________
       (   )     Appendix


__________
Past Medical

(Have you had any of the following?)
                             Date:                                             
Date:                                                                Date:
(   ) Pneumonia    _________
(   ) Lung Disease
_________
(   ) Hypertension
        _________
(   ) Chest Pain
   _________     
(   ) Acid reflux

_________  
(   ) Diabetes                
        _________                               (   ) Stroke
   _________     
(   ) Hyperthyroidism  
_________      
(   ) Kidney Disease
        _________                                       (   ) Cancer
   _________     
(   ) Gout               
_________
(   ) Migraines               
        _________                            

(   ) Peptic Ulcer   _________   
(   ) Liver Disease 
_________ 
(   ) Hepatitis                
        _________                                  (   ) Jaundice
   _________   
(   ) Diverticulitis   
_________ 
(   ) Irritable Bowel Syndrome ________                           (   ) Colon Polyps _________     (   ) Hypothyroidism   
_________ 
(   ) Inflammatory Bowel Disease _____
Family History

(Please check those that apply and identify which family member)

(F)Father, (M) Mother, (B) Brother, (S) Sister, (MAT GF) Maternal Grandfather, (PAT GF) Paternal Grandfather, (MAT GM) Maternal Grandmother, (PAT GM) Paternal Grandmother
(   )  Hypertension
_____

(   )  Renal Disease
_____

(   )  Cancer

_____

(   )  Heart Disease
_____


(   )  Thyroid Disease 
_____


(   )  Leukemia

_____
(   )  Heart Attack
_____
(   )  Goiter

_____
(   )  Hepatitis

_____
(   )  Stroke

_____
       (   )  Diabetes
     _____
       (   )  Arthritis
     _____
       (   )  Lung Disease
     _____
       (   )  Gallstones
     _____
       (   )  Liver Disease
     _____
       (   )  Tuberculosis
     _____
       (   )  Epilepsy
     _____
       (   )  Colon Polyps
     _____
       (   )  Migraines
     _____
       (   )  Emphysema
     _____

       (   )  Ulcerative Colitis
   _____

       (   )  Peptic Ulcer Disease
   _____

       (   )  Inflammatory Bowel
   _____
       (   )  Irritable bowel syndrome_____


       (   )  Gout


   _____
       (   )  Chrons Disease
   _____
       (   )  Other:     __________________ _________________________________

_________________________________  

Patient Name: _______________________________________________          DOB: ______________________

Current Immunizations
                          Date:                                                    Date:                                                            Date:


(   ) TD/Tdap
________ 
       (   ) MMR           ________        
  (   ) Pneumonia
________                          (   ) HEP B
________
       (   ) HPV             ________         
  (   ) Chicken Pox
________                          (   ) HEP A
________                 (   ) Meningitis    ________
 
  (   ) Flu

________

Medications
(List all medications you are currently taking, including over the counter and prescriptions, and dosage)
Aspirin: ________________     Tylenol: _______________     Hormones/Birth Control: ____________________

Arthritis Medication: ______________________   

Blood Pressure: __________________________

Antacids: ________________________
(including; Tums, Rolaids, Alka-Seltzer, Maalox, Mylanta, Riopan, 
     Digel, Aamphojel, Alternagel, or Gaviscon) 
Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ___________________________________________________________________________________________ 

Allergies
Are you allergic to any medications?    
(   ) YES
(   ) NO 

If Yes, please list: ___________________________________________________________________________________________

Other non-medication allergies?          
 (   ) YES
(   ) NO 

If Yes, please list:
___________________________________________________________________________________________
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