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PATIENT REGISTRATION FORM

Full Legal Name DoB:_ I_/- Gendet: 

- 

ssN:-----

Apt: 

- 

City state: _ zip'. 

-

Address

(--)--- Cell Phone: (-) 

- 

- Preferred contact number: E nome n cell
Home Phone:

Emailaddress Primary Language Spoken:

Relation Phone: (_) 

- 

-
Emergency Contact

Race: E African American/glack ! american tndian/Alaska Native I mian E Caucasian/White

I Hispanic/Latino n Middle Eastern E Pacific lslander/xawaiian Eother E Declined

Ethnicity: E Hispanic/Latino fJ lton uispanic/Latino E unknown E Declined

patient lnsurance Responsibility: I understand that as a patient, I am re5ponsible forfully understanding my health inrurance policy, including: co-pay'

deductible, benefits, ancl co-ansurance related costs. I understand that any applicable co-pay or deductible amount will be due upon check-in' We sttive

to be as accurate as possible when calculaling your responsibility but, with 50 manyvariations in poli€ies and fee schedules, we are not always exact-

_ t tTtArS

Financial Policy: I understand that I am finaocially responsible for anY co-pays, deductibles, coinsurance and chalges which are not coveted by my

insurance. I undeEtand that verilication of coverage is not a guarantee of payment of bene{its. My insurance company determines benefit payments'

rNlTrAr.s

collection policy: I undeEtand that I mav be turned over to collections tor further processing if a payment has not been made on my account within 90

dayr. No ADDtTtoNAt APPotNTMENT597lLL 8E MADE oN DELINoUENT AccouNTs UNTIL THEY ARE SURRENT In the event that mv atcount is

translerred to a licensed collection agency; I agree to pay the fees of the coltection agency equalto a maximum ol 50% of our outstandint balance at the

time the account is placed with the collection igency; interest of 10% per Year will be accrued on the principal balaoce should legal action be necessary

to collect the account, I agree to pay attorney tees and coun costt incurred fot collection'

_ INITIALS

spacimen HandlinS: Any specimens collected in-house will be 5ent to a contracted lab based on the health insurall'e provided bY you at time of service'

specimens may be split and sentto different facilities as needed. specimens are collected and tested to determine diaSnosis and treatment' while it is

considered medically n"aarr"r, *" 
""nio-, 

g'urr"ni"u ir,"t vort ttealth ptan will cover the service while we make everv etfort to use the proper medical

coding. coverage is ultimately determined by your health plan'

Formr: I understand there will be an additionalsso charge forforms deemed appropriate (FMLA, oisability, etc.) that need to be filled out by a Provider

Non-Sufficient tunds: I understand there will be a S25 charge 
'or 

any check returned due to non-sufficient funds

INITIALS

tNlTlAt-S

I acknowledge that this office does not verifY my insurance and cannot tell me if a provider is in network' I am responsible for determining my

own benefits and coverage for all services. I am responsible for all medical ch3rSes that are not covered bY insurance' BY siSninE below I

authorize appropriate examination and treatment for problems identified on this and subsequent visits A copy of our Notice of Privacy

practices is available for you at the front desk if you would like one. By signing below I acknowledge it has been made available to me'

RESPONSIBLE PARTY SIGNATURE: DATE:

FINANCIAT POTICIES

without an appointment.
INITIAt5



("

Robert J. Bloomberg, MD
lnternal Medicine

63o1 S. Mcclintock Dr, suite 201

Tempe, Arizona 85283

Telephone (480) 838-3100

Fax (48o) 838-3902

Medical I on Release Form

Date of Birth 

- 

/ 

-/ -

Relationship

Relationship

Relationship

RelationshiP

Name

tl

Release of lnformation

I authorize the release of information including the diagnosis, records, examination rendered to

me and claims information. This information may be released lo:

Name

Name

Name

Name

t I Information is not to be released to anyone'

This Release of lnformation will remain in effect until terminated by me in writing.

oate 

-/ -/ -

Signed

rar



Health lnformation Exchange

your healthcare provider participates in a non-profit, non-Bovernmental health information exchan8e

(HlE)calledHea|thcurrent.ltwillnotcostyouanythingandcanhelpyourdoctor,healthcareproviders,

andhealthplansbettercoordinateyourcare,byallowingyourproviderstosecurelyaccessyourhealth
records.

The following types of health information may be available:

. Hospital records

. Medical history

. Medications

. Allergies

. Lab test results

. Radiology rePorts

o Clinic and doctor visit information

o Health plan enrollment and eliEibility

. Other information helpful for your treatment

Full name
DOB

Signature
Today's date

By si8ning below, I acknowledge I have received' read' and understand the Notice of Health lnformation

Practicesregardingmyprovide/sparticipationinthestatewideHealthlnformationExchange(HlE),oR
that I have Previously received this information and decline another copy'



MEDICAT HISTORY INTAKE FORM

Please complete all sections to assist us in providing you and your family with the best healthcare.

Last Name First Name Ml DOB

MEDICATIOIIIS

List all medications you take, prescriptiqn and non-pretcription and their dosage:

Medication Dose

1.

E to rurorcanots

2

3

4

5

5.

7

8

MEDICATION/FOOD ALLERGIES

Allerdes
Are you allergic to penicillin or any other drugs? E Yes E No

Please list: Reaction:

Food Reaction Food Reaction Food Reaction

E chocolate
E corn
E rgss
E todine or shelmsh

U5e

fthronk Bronchitls
Elchronk ratfue
svndrome
*hronlc Hepatitls
fthronic l(dney Dlseas€

&hronlc Neck Paln
Echronk slnusltls
ftirculatory Disease
Ecotitts
Econtestive Heart Failure
Elcopo
Ecrohn's Dlsease

Eoepresslon

E Peanuts
E nea oye
E nice

E sov

E Strawberries
E wheat
E other:
E other:

Please indicate if you h
EAlcohol Dependence
Eltbntes
EAnemta
EAnglna
Emxiety
El*nmis
Eesthma
Esbod ctots
EBrokeo Bones
Ekancer

ave ever experienced any of the following conditions' Please include the date of exPerience.

Elood Thinner EHean Attack

-J-J-

Eoiabetes type t

EDnbetcs rype tt
Eoi"nh..
ElDkc Degcneratlon
ElDuodcnalulcer
EEmphysema
EEsopha8eal Reflux
EGallbladder stones
EGo["t
Eeout
EHeadache

J-J-
Exepatitis
ExHney stones
Eother l(dney Disease

J_J_

J-J-

J_J-
-J-J-J-J-

Emlpftations

lJUver Dlsease
ELow Blood P."ssure
EMtgraines
Euked myp"rlipldemia
Eoucstty
Eo*eoanhritis
Elostcoporosis

ERheumatoid Arthritis
Esdattca

Eseizurcs/Epllepry
Esbep Apnea
Estomach Ulcer
Estrot" (cvl)
Elhyroid Disease
Erinnltus
Eluberculosis

J-J- EIHeart Dlrease
lJother Heart Dis€ase J-J-

J-J-

EHeart Fallur€
Ercpatltls
E Hlgh Blood P,"trur"
EHlrh cholesterol
Ellrretular Heart Rhythm
EHgrertension
EHypenhyroldism
Elnsomnla
Elnh"bl" Bo*lsmdrorn"

[]covro-tg



ElAngioplasty
Eangioplasty w/stent
ElAppendecomy
EArthroscopy xnee
Esack Surgery

El(oronary Artery Bypass

Graft
EcarpalTunnel Release
Ecatara.t Extraction

Eotherr 

-

SURGICAT HISTORY
Echolecystectomy
Ecoleaomy
E cobsto-y
Ee astrk rypass
EHernia Repair

EHip Replacement

Exnee Reolacement I I
Eusrr 

===

ELiver Biopsy
Eopen Reduaion

lnternal Fixation
EPacemaker
Esmall Bowel
Res€ction
Dfhyroidectomy

Elonsillectomy

EMasectomy
EMyomeaomy
EReduciion Mammoplasty
EfAH/aSo Fotal AUaominal Hystelectomy)/

J-J-

Elugmentatk.r t'lammoplasty
EBihteral Tubal Ligation

EBreast Biopsy

ECesarean Section

ED and C (Dilation and Curettate)
Salpingo,Ogphorectomy)
Hysterectomy

J-J-

(Bilateral
ffuaginal

FAMITY HISTORY

Please check if any family member has had any of the following conditions:

Mother Father Sibling(s) Grandparents

E Adopted

Children Cause of Death

tr ADD/ADHD

tr Alcoholism
tr Allergies

tr Alzheime/s Disease

a Asthma

tr Blood Disease

tr Heart Disease

tr Heart Disease before age 50

tr cancer
Type:

tr Depression

tr Developmental Delay

tr Diabetes

tr Eczema

tr Hearing Deficiency

tr High Cholesterol

tr Hypertension
tr lnflammatory Bowel Disease

tr Kidney Disease

tr Learning Disability
I Mental lllness

tr Migraines
tr Obesity
tr Osteoporosis
tr Peripheral Vascular Disease

B Seizures/Epilepsy
tr Stroke (CVA)

tr Other:
tr Other:

tl

Ii-
I

t



SOOAT HISTORY

Do you use tobacco? D yes tr No tr Former Type oftobacco used?

Packs per day? Years smoked?

Other Tobacco (cans, cigars, etc)? Units per day?

Year quit?

Years [Jsed?

Do you drink caffeine? o Yes o No Type?

Do you drink alcohol? n Yes . No tr Former

Type? How much per week?

Amount?

Do you exercise regularly? o Yes o No lf no, why?

Hand Dominance o Left Handed tr Right Handed tr Both

Do you give permission to receive blood transfusion if medically necessary?

Doyou have a preferred pharmacy? tr Yes I No

Pharmacy: Phone Number:

Amount Daily?

Year Quit?

Aiiracc.

Pharmacy:

Address:

Phone Number:

Health Maintenance
Lipid Panel

Stool cards/IFOBT
History and Physical

Colonoscopy
Sigmoidoscopy
lnfluenza Vaccine
Pneumococcal Vaccine
Tetanus Vaccine
DEXA Scan

Gyn Exam

PAP

Mammogram
Breast Exam

Date o, Last

_J-J-
-J-J-
-J_J-_J-J-

-J_J-
-J-J-
-J-J--J_J-
-J-J-_J-J-

Disease Management
Abdominal Ultrasound
Cardiac Stress Test

Chest x-Ray
Echocardiogram
EKG

Eye Exam

Foot Exam

Pulmonary Function Tests

Date of Last

-J_J-
-J-)--J-J-_J_J-
-J-J-__J_J_
-J-J-
-J.J-

tr Yes

tr Yes

tr Yes

tr Yes

tr Yes

tr Yes

tr Yes

tr Yes

c Yes

tr Yes

tr Yes

tr Yes

tr Yes

trNo
oNo
DNo
trNo
oNo
trNo
trNo
oNo
oNo
trNo
DNo
trNo
oNo

tr Yes oNo
tr Yes DNo

tr Yes oNo
tr Yes trNo
tr Yes DNo
o Yes trNo
tr Yes trNo
o Yes trNo

Patient Signature Date Provider Signature Date

Last Drink?

What type of exercise?


