


Date —

— Adult Patient History Chart #

___________________

MRN #

_______________

Name:

______________

Age. — Date of Birth Sex M F

Marital Status. Single Married Widowed Dix orced Occupation:

Spou se/Significant Other Name:

______

— Education Highest Level Completed

What is the reason br vow xisil toda Who referred

Vaccines Approximate Date Exams Approximate Date
retanu Last Dcntal exam
Flu l ast Eye exam

_______________________

Hep B Last Chest X-ray
Pneumovax Last Colonoscopy/Sigmoidoscopy
MMR Last Mammogram
Chicken pox Last Pap Smear

_____________________

TB skin Test Positive Negatix e Last Physical Exam
Last

Prostate
Exam/PSA

_____________________

FAMILY HEALTH HISTORY: Other_______________

______________

Check (V) if you or any blood relati’ e has or has had any of the following and enter their relationship to you: (Use the following
abbreviations) Y - yourself Al - mother F -father B - brother S - Sister GF - grandfather GM - grandmother C - child
Condition Relationship Condition Relationship
Heart disease Rheumatic fever
I ung disease astlzma, bronchitis, emphiiccma, TB, etc) Stomach/Intestinal disorders
Cancer (breast, prostate, o.elanoma, leukemia, etc. — Gallbladder disorders
Stroke Thyroid disorders (goiter)
High Blood Pressure _. Gout
Diabetes

________

Skin disorders
Liver disease (hepatitis, cirrhosis, jaundice, etc — Depression or other Mental Illness
Kidney disorders (including kidney stones)

_____________

Sexually transmitted disease (HIV, Herp., PID, etc.)
Arthritis

___________

Alcohol/Drug abuse
Blood disorders (anemia bleeding disorders, etc.)

_______

Risk factors for HIV
High Cholesterol Migraines/Headaches
Allergies (food, seasonal)

_______

Other

_____________________________________________

Current Medications - Prescription and Over-The-Counter Meds. Are you allergic to any medicine? Yes No
(including vitamins, herbs, aspirin, antacids, injectables, hormones) Please list all medications and reactions

___________

—

— Past hospitalizations/surgeries/serious injuries
(including blood transfusions)

Birth Control (2in/ctable)

Do You Yes No Type Amt./Day Date Quit
Use tobacco products
Consume alcohol
Drink caffeine
Use or used illegal drugs
Exercise regularly
Have diet restrictions
Travel outside US

FORM # CHS-904A (3/06) See Reverse Side





*

Carolinas Physicians Network

ACKNOWLEDGEMENT FORM

Medical Records #

________________

Patient’s Name:

___________________________________

Date of Birth

______/

/_______

Day Month Year

We are required by law to provide you with our Notice of Privacy Practices which explain
how we use and disclose your health information. We are also required to obtain your
signature acknowledging that this notice has been made available to you.

Signature:____________________________________________ Date:

_____________________

(Patient or Authorized Representative)

Relationship to Patient:

__________

Self

____________

Spouse

___________

Other

____________

Reason Patient Unable/Unwilling to Sign:

ACKNOWLEDGEMENT FORM
DOCUMENTO DE RECONOCIMIENTO DE CAROLINAS PHYSICANS NETWORK

Numero de Registro Medico

________________

Nombre del Paciente

_____________________________

Fecha de Nacimiento

_____I

/_____

Dia Mes Ano

La ley nos requiere que nosotros le proveamos a usted con nuestro Aviso de Practicas de
Privacidad las cuales explican como podemos usar y divulgar su informacion medica. La
ley tambien nos requiere que obtengamos su firma, reconociendo que este aviso lo hemos
hecho disponible para usted.

Firma:

_______________________________________

Fecha:

____________________________________

(Paciente o Representante Autorizado)

Relacion al Paciente: Mismo

__________

Esposo (a)

___________

Otro

_____________

Razon Por la Cual El Paciente No Puede/No Desea Firmar:_________________________________

CHS-052-2HP (12/08)
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