Advanced Geriatric Care & Family Practice Associates REGISTRATION FORMS

Patient Information (All fields are required)

Patient Name (First, M, Last) as listed on insurance card: Date of Birth Age Sex
OMale OFemale
Home Address City State Zip

Home Phone Work Phone Cell Phone Which phone number should we use for primary contact? (auto appt. reminders, results calls, messages,

reminder calls)

OHome OWork OCell Phone

Our office participates in the California Immunization Registry (CAIR). It is
a secure database for schools/child care to access immunization history:
O YES share my record O NO do not share my record

Email Address: (to receive automated messages from our office)

Secure Online Patient Portal Access: We encourage all our patients to participate in our Secure Patient Portal. Using your own secure password you can log into the online patient
portal at any time from the comfort and privacy of your home or office. Please see reception or go to www.agcfpa.com to register. You can: View and request appointments, retrieve
test results, view personal health information, update demographic data, view billing activity and make payments, request prescription refills and communicate with your doctor by
sending and receiving secure messages. Only you may access your information.

OHome Phone  OWork Phone  OCell Phone
OBlock Portal Access

We make every effort to accommodate our patients’ preferences. Please indicate your primacy contact preference:
OPatient Portal  OMail Please mark if you prefer : ODo not place any automated phone calls or emails

Social Security Number Drivers License # Marital Status

OSingle  OMarried OWidowed ODivorced

Employer Name Employer Phone Title

Race: (select one or more) or [ decline to disclose Ethnicity: or [ decline to disclose Preferred Language or [ decline to disclose
OWhite  OAmerican Indian ~ OAlaska Native
OAsian  OBlack or African American

ONative Hawaiian or Other Pacific Islander

OCuban  OHispanic or Latino
OMexican, Mexican American, Chicano
ONon Hispanic or Latino

OPuerto Rican OUnknown

Person Financially Responsible O Same as above

Person financially responsible for account (TO RECEIVE STATEMENTS AND REMIT PAYMENT) Relation to patient
OSon/Daughter  OSpouse  OParent  OOther
OSelf/Patient

Name (First, MI, Last) Date of Birth

Mailing Address City State Zip

Social Security Number (SSN) Phone Cell Phone

Employer Name

Employer Address City State Zip

Primary Insurance Information

Insurance Carrier (i.e. Aetna, Blue Shield): OPrimary subscriber on plan OHMO OPOS Office Visit co-pay

ODependent/spouse on plan OPPO  OMedicare

Subscriber's Name (First, MI, Last) Relationship to patient Subscriber's Date of Birth | SSN

Subscriber's Address City State Zip

Insurance Policy ID #: Group # Phone #

Insurance Carrier Claims Address

Effective Date of Policy
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REGISTRATION FORMS Print Patient Name:

Secondary Insurance Information (if applicable)

Insurance Carrier (i.e. Aetna, Blue Shield):

Subscriber's Name Relationship to patient Date of Birth SSN
Insurance Policy ID #: Group # Phone #
Insurance Carrier Claims Address Effective Date of Policy

| agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.

Signature of Patient: Date:

Authorization to Release Information and Assignment of Benefits

| request that payment of authorized benefits be made on my behalf to Advanced Geriatric Care & Family Practice
Associates for any services furnished by the practice. | authorize medical information needed to determine these
benefits or the benefits payable for the related services are released to the insurance company and its agents.

Signature of Patient: Date:

Emergency Contact Information & Authorized persons to discuss your health information

Name Phone 1 Phone 2 Relationship to Patient

Oes, | allow or ONo, | do not allow this office to discuss my personal health and medical concerns with this person.

Address City State Zip

Name Phone 1 Phone 2 Relationship to Patient

O¥Yes, | allow or ONo, | do not allow this office to discuss my personal health and medical concerns with this person.

Address City State Zip

Is there any additional information that you would like us to know about you?

Notice of Privacy Practices

Acknowledgement of Receipt of Privacy Practices

By signing this section you acknowledge receipt of our Notice of Privacy Practices which provides information about
how we may use and disclose your protected health information. We encourage you to read it in full. Our Notice of
Privacy Practices is subject to change. If we change our notice, you may obtain a copy by contacting our office 949-
305-2660.

Signature of Patient: Date:

Authorization for Treatment

| CERTIFY THAT THE ABOVE INFORMATION IS TRUE, AND | CONSENT TO RECEIVE MEDICAL TREATMENT
FROM ADVANCED GERIATRIC CARE & FAMILY PRACTICE ASSOCIATES.

Signature of Patient: Date:
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Advanced Geriatric Care & Family Practice Associates
23521 Paseo de Valencia, Suite #311
Laguna Hills, CA 92653

RESPONSIBILITY FOR PAYMENT

By signing below, I understand that I am responsible for payment of all services provided to me by Advanced
Geriatric Care & Family Practice Associates (“AGCFPA”).

If T am not the patient, I understand that by signing below, I am personally responsible to pay AGCFPA for all fees
incurred by (name of patient).

I understand that I am responsible for payment to AGCFPA whether there is any applicable insurance coverage or
not.

I understand that AGCFPA bills my insurance company as a courtesy to the patient, and that I am responsible for
payment of any fees not covered by insurance including but not limited to co-insurance, co-payment or deductable.

I have read and understand the above, and I have no questions regarding payment terms and my responsibility for
payment as stated above:

Name of Patient:

Patient or Financially Responsible Party

Print Name

Signature Date
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ADVANCED GERIATRIC CARE & FAMILY PRACTICE ASSOCIATES
HEALTH QUESTIONNAIRE

Name Age Date
PAST MEDICAL HISTORY:

Measles NO YES Seizure NO YES Peptic Ulcer NO YES
Mumps NO YES Heart Disease  NO YES Kidney Disease @ NO YES
Chicken Pox NO YES Hypertension NO  YES Diabetes NO YES
Polio NO YES Tuberculosis NO  YES Thyroid Disease  NO  YES
Rheumatic Fever NO  YES Pneumonia NO YES Venereal Disease  NO  YES
Scarlet Fever NO YES Asthma NO YES Anemia NO YES
Cancer NO YES Hepatitis NO  YES Phlebitis/Blood Clot  NO  YES
Stroke NO YES Liver Disease = NO YES Gout NO YES

Past Surgical History:

Any other significant illnesses, injuries or hospitalizations:

Year lliness Year Surgery
Year lliness Year Surgery
Year lliness Year Surgery
Year lliness Year Surgery
Allergies: (Medication & Food) List Current Medications: (or provide list)
1. Reaction 1 5
2. Reaction 2 6
3. Reaction 3 7
4. Reaction 4 8
Immunizations: Social History: (*This field is required)
Year: Marital Status: SMSepDW # Children
Hepatitis B Occupation: Hrs/Wk:
Influenza Job Satisfaction: O Yes O No
Tetanus *Smoker: O Yes O No *Pack per Day: # Years: #
Pneumonia Caffeine: O Yes O No Cups/Drinks per Day: #
Shingles Alcohol: (Kind, Amount, Frequency):
Other: Recreational Drugs:
TB Screening (PPD) Advance Directive/Living Wil/POLST: O Yes O No
E?:t‘(')'yy Age Hclafall-tll:"ng. Age (at dqlefalt)l?)c;aézgée Has any blood relative ever had:
Father Cancer No Yes
Mother Tuberculosis No Yes
Brother/Sister Diabetes No Yes
Heart Trouble No Yes
High Blood Pressure No Yes
Stroke No Yes
Husband/Wife Convulsions No Yes
Son/Daughter Suicide No Yes
Mental iliness No Yes
Bleeding tendency No Yes
Gout or other arthritis | No Yes
Hereditary Defects No Yes

Advanced Geriatric Care & Family Practice Associates 23521 Paseo de Valencia, Suite #311, Laguna Hills, CA 92653,

Tel: (949)305-2660 Web: www.agcfpa.com



SYSTEM REVIEW

| GENERAL
Do you eat a well balanced diet?
Approx. weight now 1 yr ago

Maximum weight
Exercise? Frequency / Wk
Activities
Any Sexual Concerns?
Year of Last Complete Physical
Headaches
Glasses/contacts
Double vision
Eye disease or injury
Year last checked for glaucoma
ltching eyes or nose/hay fever
Septal deviation / polyps (circle)
Nosebleeds
Sinus trouble
Ear disease
Impaired hearing
Ringing in the ears
Hoarseness

NECK

Stiffness
Enlarged glands
Injury

RESPIRATORY

Coughing up blood

Chronic cough (including Smoker's Cough)
Wheezing

Shortness of breath

How many blocks can you walk without having to stop
to catch your breath?

Night sweats

Skin test for tuberculosis

If yes, year tested and results
Year of last chest x-ray

CARDIOVASCULAR

Chest pain or angina pectoris
Shortness of breath when lying fiat
Pain in legs on walking, relieved by rest
Varicose veins

Ankles often badly swollen

Heart murmur

Rapid, hard or skipped heart beats
Year of last EKG?

Have you had a stress treadmill?

GASTROINTESTINAL

Change in appetite

Heartburn or indigestion

Sour taste in throat or mouth

Intolerance to spicy foods, coffee or alcohol
Ever vomited blood?

Do foods stick in throat?

Gallbladder trouble/ intol. to greasy foods
Intolerance to milk products

Hiatal Hernia

Pancreatitis

Do you often vomit?

Crampy abdominal pain

Chronic constipation

Frequent diarrhea

Change in bowel habits

Bloody or black bowel movements
Hemorrhoids or piles
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Print Name:

GENITORURINARY

Loss of urine when cough or sneeze
Kidney or bladder infection (circle)
Burning or frequent urination (circle)
Feeling must go immediately?

Do you have to get up at night to urinate? #
Blood in urine

Kidney stones

Swelling of hands and feet

Difficulty starting urination?
Decrease in strength of stream
Penile Discharge

Date of last prostate exam

MUSCULOSKELETAL

Significant Arthritis / Joint pain
Low back pain

Muscle weakness or tenderness
Difficulty walking

Fractures (list)

SKIN

Skin disorders (list)

NEUROLGIC /PSYCHIATRIC

Numbness / paralysis (circle)

Fainting spells

Memory loss

Dizziness

Do you have trouble sleeping?

Are you often depressed?

Are you often anxious or nervous?

Do you ever wish you were dead and away from it all?

Do you often worry?

Have you ever been under psychiatric care?

HEMATOLOGIC

Excessive bleeding or abnormal bruising

ENDOCRINE

Crave large amounts of fluids
Intolerance to slightly warm rooms
Intolerance to slightly cool rooms
Change in textures of hair or skin
Change in voice (as an adult)

Hair loss

Diminished sex drive

Darkening of skin

GYNECOLOGICAL (This section for women only)

Age when periods started Years old
Frequency: every Days; Last Period

Are they abnormal or irregular?

Menopausal Age
Number of pregnancies
Term deliveries
Miscarriages

Pelvic inflammatory disease
Pain with intercourse

Date of last cancer smear
Breast masses, lumps, cyst (circle)

Nipple discharge

Skin discoloration / dimpling

Family history of breast cancer

Date of last mammogram

Did someone other than the patient help fill this out?

Clsections
Premature
Abortions

Normal?

Patient Signature:
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Reviewing Physician:




