




CP008 Pat Reg  (06.30.09) TO REORDER CALL INHEALTH RECORDS SYSTEMS (800) 477-7374 OR IN ATLANTA (770) 396-4994

NAME LAST FIRST MIDDLE

HOME ADDRESS CITY STATE ZIP CODE

HOME PHONE
( )

CELL PHONE
( )

BIRTHDATE SOCIAL SECURITY

EMAIL ADDRESS SINGLE MARRIED DIVORCED WIDOWED

EMPLOYER NAME EMPLOYER ADDRESS / PHONE NUMBER ( )

INSURANCE #1 POLICY #

INSURANCE #2 POLICY #

SPOUSE’S NAME WORK PHONE

( )

RELATIVE NOT LIVING WITH YOU PHONE

( )

FRIEND NOT LIVING WITH YOU PHONE

( )

LANDLORD PHONE

( )

WHOM MAY WE CONTACT IN CASE OF EMERGENCY? PHONE

( )

WHOM MAY WE THANK FOR REFERRING YOU? PHONE

( )

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?

New Patient Registration Record

Please Print
GENDER ID



 Returned checks and balances older than 30 days may be subject to additional collection 
fees.  Charges will apply for appointments not cancelled 24 hours in advance.   
Office Visit - $25.00, Physical/Procedure - $50.00.    _________  Initials



MEDICAL ARTS FAMILY PRACTICE

CONSENT FOR RELEASE OF 
PROTECTED HEALTH INFORMATION TO FAMILY

You or your legally authorized representative may have a copy of your medical/financial records. In many
instances, we will not be able to give you a copy of your medical recored immediately. We will process your request 
as promptly as possible and we reserve  the right to charge you our normal reproduction of $0.10 per page for med-
ical requests.

Patient Name Chart #

I consent to disclosure of the following protected health information about me to the following family member(s)
or person(s) involved in my care or payment for my care:

Phone #

Phone #

Phone #

Name

Name

Name

Spouse    Child    Parent    Other

Spouse    Child    Parent    Other

Spouse    Child    Parent    Other

Relationship to Patient

Relationship to Patient

Relationship to Patient

Check all that may apply:

My consent will remain in effect as long as I am a patient of Medical Arts Family Practice unless and until I notify 
Medical Arts Family Practice in writing of any changes. 

Signature of Patient or Representative Date

Print Name

Relationship of Representative to Patient

All my medical information
Information necessary to schedule appointments for me
Lab or test results
Information necessary to provide, call in or pick up prescriptions for me
Information necessary to provide, call in or pick up prescriptions for me
Information necessary to help my family members(s) take care of me
Information necessary to allow my family member(s) pick up or arrange for medical equipment to
be provided for me
Information necessary to bill for or submit claims for care provided to me to government or private
insurance payers

OVER



PATIENT ACKNOWLEDGE AND CONSENT

I have been given a copy of Medical Arts Family Practice’s Notice of Privacy Practices, version effective
September 23, 2013. I consent to the uses and disclosures of my health information as outlined in the Notice. 

Patient Name Chart #

Signature of Patient or Representative Date

Print Name

Relationship of Representative to Patient

Please describe the Representative’s authority to act on behalf of Patient:

FOR Medical Arts Family Practice USE ONLY

If acknowledgement of receipt of the Notice of Privacy Practices is not obtained from the patient or the
patient’s representative, please explain your efforts to obtain acknowledgment and the reason you could
not obtain it:





Medical Arts Family Practice, PA
Chart# ________________

heAlth history

Name: __________________________Date of Birth: _________________Date: _______________________

Previous Physician: ________________Last visit: ____________________Reason: _____________________

Race: ___________________________Marital status: _________________Gender: _____________________

MedicAl history:
Have you ever been diagnosed with any of the following diseases?

Do you have any other illness for which you see a doctor regularly? _______________________________________
Do you have any of the following problems?
Hearing Loss (  ) Yes (  ) No Last exam ______________________
Vision Loss (  ) Yes (  ) No Last exam ______________________
Dental problems (  ) Yes (  ) No Last exam ______________________

screening tests: When Where

Last Mammogram  ______________________  ______________________

Bone Density  ______________________  ______________________

Stress Test  ______________________  ______________________

Last Pap smear  ______________________  ______________________

Last Colonoscopy  ______________________  ______________________

Last Chest X ray  ______________________  ______________________

other Physicians: (Opthalmologists, Cardiologists, Urologists, etc...)

_______________________   _______________________   _______________________

_______________________   _______________________   _______________________

surgicAl history: (Hysterectomy, gallbladder removal, appendectomy, etc...)
Please list all surgeries and dates:

_______________________   _______________________   _______________________   _______________________

_______________________   _______________________   _______________________   _______________________

1.  Abuse (physical, sexual, verbal or emotional)
2.  Alcoholism
3.  Anemia, Sickle Cell Disease or Trait, Blood disorder
4.  Anorexia, Bulimia, other eating disorders
5.  Arthritis, joint problems, back problems
6.  Asthma, Bronchitis, other breathing problems
7.  Birth defects, genetic problems, Cystic Fibrosis
8.  Bleeding problems, blood clots in legs or lung, etc.
9.  Bowel problems
10.  Breast lumps, discharge, tenderness, other problems
11.  Cancers, tumors (including cervical or uterine)
12.  Depression, anxiety, mental illness
13.  Diabetes (sugar problems)
14.  Eye problems, blurred vision or spots
15.  Fainting, dizzy spells
16.  Heart disease, heart problems, chest pain
17.  Hepatitis, liver problems, gallbladder problems

18.  Hernia
19.  High cholesterol, High blood pressure, Stroke
20.  HIV, AIDS
21.  Kidney or bladder problems, stones, dialysis
22.  Migraine or severe headaches
23.  Pain or numbness in arms or legs
24.  Physical disability
25.  Prostate problems
26.  Rectal pain or bleeding, hemorrhoids or “piles”
27.  Rheumatic fever
28. 	 Seizures	(“fits”)
29.  Stomach pain, cramps, ulcers
30.  Thoughts of harming self or others
31.  Thyroid problems
32.  Transfusions of blood or blood products
33.  Tuberculosis



Health History continued -

childhood diseAse / infectious diseases
(  ) Mumps (  ) Chickenpox (  ) Measles (  ) Rubella (  ) Rheumatic Fever
(  ) Tetanus (  ) Whooping Cough (  ) Meningitis (  ) Hep A & B (  ) Scarlet Fever
(  ) Other ____________________

FAMily history:
Have any of your family members been diagnosed with the following diseases and if yes, what is their relationship to you?

 relationship relationship

AIDS or HIV positive (  ) Yes (  ) No ______________ High Blood Pressure (  ) Yes (  ) No ______________
Asthma (  ) Yes (  ) No ______________ Kidney Disease (  ) Yes (  ) No ______________
BPH/Prostatitis (  ) Yes (  ) No ______________ Liver Disease (  ) Yes (  ) No ______________
Blood Clots (  ) Yes (  ) No ______________ Lupus or rheumatoid arthritis (  ) Yes (  ) No ______________
Cancer (  ) Yes (  ) No ______________ Seizure Disorder (  ) Yes (  ) No ______________
Chronic Bronchitis (  ) Yes (  ) No ______________ Stroke (  ) Yes (  ) No ______________
Emphysema (  ) Yes (  ) No ______________ Thyroid Disease (  ) Yes (  ) No ______________
Diabetes (  ) Yes (  ) No ______________ Tuberculosis (  ) Yes (  ) No ______________
Glaucoma (  ) Yes (  ) No ______________	 Ulcer/Reflux	 (		)	Yes	 (		)	No ______________
Heart Disease (  ) Yes (  ) No ______________ High Cholesterol (  ) Yes (  ) No ______________

sociAl history:

Caffeine? (  ) Yes (  ) No What? _________________How much? ______________How long? _______________

Tobacco Use? (  ) Yes (  ) No What? _________________How much? ______________How long? _______________

Alcohol Use? (  ) Yes (  ) No What? _________________How much? ______________How long? _______________

Other drug use? (  ) Yes (  ) No What? _________________How much? ______________How long? _______________

Exercise? (  ) Regularly (  ) Sporadically (  ) Never

Practice	firearm	safety?	 (		)	Yes	(		)	No	 Carbon monoxide detectors in the home? (  ) Yes (  ) No
Do you wear seat belts? (  ) Yes (  ) No Smoke Detectors in the home? (  ) Yes (  ) No
Exposure to secondhand smoke? (  ) Yes (  ) No

Occupation: ___________________________________

Occupation hazards: (  ) Stress (  ) Hazardous substances (  ) Heavy Lifting

Highest level of education completed: __________________________________

Religious	Affiliation: ________________________________________________

Do you have a healthcare power of attorney? (  ) Yes (  ) No

Do you have a living will? (  ) Yes (  ) No

Allergies:

Are you allergic to or do you have reactions to any of the following?
(  ) Penicillin (  ) Cephlasporins (  ) Bee Stings
(  ) Sulfa (  ) Tetracycline (  ) Foods
(  ) Ampicillin (  ) IVP dye (  ) Pollen/grass/trees

Other Allergies: ________________________________________________________________________________________



Health History continued -

MedicAtions: (prescriptions, over the counter medications, herbal supplements)

 nAMe dose hoW oFten?

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

____________________________________ ____________________________________ ________________________________

iMMunizAtions:
Please list date given and where:

Tetanus _______________________________________________________________________________________

Pneumonia _____________________________________________________________________________________

Flu ___________________________________________________________________________________________

Hepatitis A Series _______________________________________________________________________________

Hepatitis B Series _______________________________________________________________________________

TB Tine _______________________________________________________________________________________

Chicken Pox ___________________________________________________________________________________

MMR _________________________________________________________________________________________

Other _________________________________________________________________________________________

CP008 HH (10.01.09)   TO REORDER CALL INHEALTH RECORD SYSTEMS  800-477-7374



I authorize                                                                         to disclose the following information from the
medical records of:

MEDICAL ARTS FAMILY PRACTICE

AUTHORIZATION FOR USE/DISCLOSURE OF
PROTECTED HEALTH INFORMATION

I hereby authorize the use or disclosure of my individually identifiable health information as described below. 
I understand that this authorization is voluntary. I understand that if the organization authorized to receive the 
information is not a health plan or health care provide, the release information may no longer be protected by 
federal privacy regulations. 

OVER

Patient Name: Date of Birth:

Address:

Telephone: Patient Number:

Covering the period(s) of health care:

From to

From to

Information to be disclosed:

Complete health record(s), including all images (x-rays, photographs, etc.)
Complete health record(s), excluding all images

OR

Discharge Summary
History and Physical Examination
Consultation Reports
AIDS (Acquired Immunodeficiency Syndrome) or HIV (Human Immunodeficiency Virus)
infection
Treatment for alcohol and/or drug abuse
Photographs, videotapes, digital or other images

Progress Notes
Laboratory Tests
X-ray reports

Select from the following (check as many as apply):

Other (please specify)

This information is to be disclosed to the following ORGANIZATION:

Address:

Telephone: Fax:



Reason for Disclosure:

The patient or the patient’s representative must read and initial the following statements:

Please describe the Representative’s authority to act on behalf of the Patient:

a.  I understand that unless earlier revoked, this authorization will expire on __/__/__ or on the
happening of

c.  I understand that Medical Arts Family Practice cannot make me sign this authorization as a condition to 
receive treatment from Medical Arts Family Practice except:

b.  I understand that I may revoke this authorization at any time by notifying Medical Arts Family Practice in 
writing, but if I do it won’t have any effect on any actions Medical Arts Family Practice took before it received 
the revocation.

Initials:

Initials:

(i) when Medical Arts Family Practice provides me with research-related treatment; or

(ii) when Medical Arts Family Practice provides me with health care solely for the purpose of
creating protected health information for disclosure to someone else.

Initials:

Medical Arts Family Practice, its employees, officers, and physicians are hereby released from any legal 
responsibility for disclosure of the above information to the extent indicated and authorized herein.

* YOU MAY REFUSE TO SIGN THIS AUTHORIZATION*

(Form MUST be completed before signing)

Signature of Patient or Representative

Date

Print Name

Relationship of Representative to Patient
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