PERSONAL INFORMATION FORM

Patient’s name:_____________________________________________________________________________________



        (Last, First Middle)

Soc. Security #:______________________________

Date of Birth: ______________________________

Race:      White          Black          Hispanic          Native American          Asian          Pacific Islander          Other/Unknown

Gender:     Male          Female

Marital Status:     Single          Married          Divorced          Widowed          Other
Legally Responsible Party Information

Name:_______________________________________________
          Home Phone #:_________________________

                  (Last, First Middle)

Address:__________________________________________  City:___________________  State:_____  Zip:________

County:_____________________________

Soc. Security #:_____________________________

Email Address: _____________________________________________________________________________
Employer:_________________________________________________ 
  
Work Phone #:________________

Spouse’s name:____________________________________________    

Work Phone #:________________

Nearest relative not living with you:_________________________________
Phone #:_____________________

Whom may we contact in case of an emergency:_______________________    
Phone #:_____________________

Insurance Information

____Medicaid (Dept. Of Health & Human Resources) #:_____________________________________

____Medicare #:_____________________________________

____Other public insurance   
Name:_____________________________________________________________





Group #:________________________    Plan ID #:________________________





Employer Plan:  (Yes)      (No)

      Prepaid:  (Yes)      (No)

____Not insured            

Have you applied for Sliding Fee at Family Health Care?  (Yes)      (No)

Number in household:_____

Approximate Yearly Income:_____________________________________
Education

Highest grade completed in school:__________________________________

Health History

Allergies/Reactions (medications, foods, plants, latex, etc):__________________________________________________

__________________________________________________________________________________________________

All Medications you are currently taking

Medication





Strength



How Often

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Surgeries or Medical Illnesses
Surgery or Illness










Year

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you or a blood relative had any of the following? (If relative, how are you related?)

___Stomach disorder

___High blood pressure

___Lung disease

___Stroke

___Eating disorder

___Seizure disorder


___Mood swings

___Diabetes

___Menstrual disorder
___Kidney problems


___Epilepsy


___Cancer

___Heart condition

___Skin condition


___Glaucoma


___Arthritis

___Sexual disorder

___Bleeding problems

___Tuberculosis

___Other

___Special education/Learning disability

Names and ages of your children:_______________________________________________________________________

Health/Personal Habits

___Smoking - # of cigarettes per day ____



___Snuff or chewing tobacco

___Drink alcohol  (Occ)   (Binge)   (Every day)



___Caffeine (pop, tea, coffee)

___ALWAYS wear seat belts





___Use birth control

Are you aware of the practices of safe sex?
(Yes)
(No)

Do you think you could be pregnant?

(Yes)
(No)

Would you like to talk about birth control?
(Yes)
(No)

How many times have you been pregnant? _____

Roane County Family Health Care, Inc. Acknowledgement of Receipt of Notice of Private Practices
I certify that I have received a copy of Roane County Family Health Care, Inc.’s Notice of Privacy Practices. The Notice of Privacy Practices describes the types and uses and disclosures of my protected health information that might occur for my treatment, payment of bills or in the performance of RCFHC health operations and for other purposes that are permitted or required by law. It also describes my rights to access and control my protected health information. The Notice of Privacy Practice is also posted in the waiting area of RCFHC and on the RCFHC web-site at www.rcfhc.org. I understand that RCFHC reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. I may obtain a revised Notice of Privacy Practices by calling the RCFHC office and requesting a revised copy be sent in the mail, asking for one at my next appointment, or accessing RCFHC’s web-site.
Signature of patient or personal representative:_________________________________
   Date:____________

Authorization Agreement Assignment of Insurance Payment and Release of Medical Information

I consent for treatment and request that payment of authorization of Medicare and other insurance company benefits be made to Roane County Family Health Care, Inc. for any services furnished to me by this practice. Regulations regarding Medicare benefits apply. I further authorize the release of medical information by this practice to Social Security Administration, Health Financing Administration or its intermediaries, or any other insurance company with which a claim for health care benefits may be billed. Finally, I understand the fact that ultimate responsibility for all charges incurred on my account is mine, and I agree to pay all deductibles, co-insurance changes, and charges for all non-covered and denied services.

Patient signature:__________________________________________________________   Date:____________

Guarantors Signature:___________________________________
Patient Account Number:_______________
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