Corey L Howard, MD, FACP  
Board Certified Internal Medicine
1000 Goodlette Road*Naples, FL 34102*(239)643-2112

 

Date:_______________________
 

Name:___________________________      Date of Birth:________________
 

Reason for visit today:
	

 





Past Medical History: (list all problems)
 



 



 



Past Surgical History:  (list all surgeries)
 



 



 



Social History:





Prevention Care:
Marital status:

Tobacco use:

(check all that apply)

 FORMCHECKBOX 
Married  FORMCHECKBOX 
Divorced
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


 FORMCHECKBOX 
Dental Exams


 FORMCHECKBOX 
Widowed


How long?     
     
 FORMCHECKBOX 
Eye Exams

 FORMCHECKBOX 
Single


How many years?

 FORMCHECKBOX 
Mammography








 FORMCHECKBOX 
Colonoscopy

Occupation:






 FORMCHECKBOX 
Flu Shot

 FORMCHECKBOX 
Stress test
___________________________
Exercise Routine :( please describe)

___________________________

Family History:  (please list the history, relation and note alive or deceased)
	 FORMCHECKBOX 
High Blood pressure

	 FORMCHECKBOX 
Diabetes

	 FORMCHECKBOX 
Thyroid problems

	 FORMCHECKBOX 
Cancer

	 FORMCHECKBOX 
Heart Disease


 

Todays Date: 



Name: 



Date of Birth: 



[image: image1.wmf]NO CHANGE IN MEDICATIONS TODAY  

 

Allergies:________________________________

 

 

 

Medication Update (add new medications only)
Include Vitamins and Herbal Supplements
	Medication
	Dose
	Frequency

	1. 
	
	

	2. 
	
	

	3. 
	
	

	4. 
	
	

	5. 
	
	

	6. 
	
	

	7. 
	
	

	8. 
	
	

	9. 
	
	

	10. 
	
	

	11. 
	
	

	12. 
	
	

	13. 
	
	

	14. 
	
	

	15. 
	
	

	16. 
	
	

	17. 
	
	

	18. 
	
	

	19. 
	
	

	20. 
	
	

	21. 
	
	

	22. 
	
	

	23. 
	
	


	Name:

	Date:


Review of Systems: Do you have any problems listed below?

Please check all that apply.
Abdominal Cramps

 FORMCHECKBOX 

Abdominal Pain

 FORMCHECKBOX 

Acne



 FORMCHECKBOX 

Allergies


 FORMCHECKBOX 

Angry feelings

 FORMCHECKBOX 

Anxiety


 FORMCHECKBOX 

Appetite Change

 FORMCHECKBOX 

Asthma


 FORMCHECKBOX 

Back pain


 FORMCHECKBOX 

Bleeding gums

 FORMCHECKBOX 

Bleeding tendency

 FORMCHECKBOX 

Bloating


 FORMCHECKBOX 

Blood in stool

 FORMCHECKBOX 

Chills



 FORMCHECKBOX 

Cold feet


 FORMCHECKBOX 

Cold hands


 FORMCHECKBOX 

Cold intolerance

 FORMCHECKBOX 

Constipation


 FORMCHECKBOX 

Cough



 FORMCHECKBOX 

Dandruff


 FORMCHECKBOX 

Depression


 FORMCHECKBOX 

Diarrhea


 FORMCHECKBOX 

Dizziness


 FORMCHECKBOX 

Dry, scaly skin

 FORMCHECKBOX 

Elevated blood pressure
 FORMCHECKBOX 

Excess gas


 FORMCHECKBOX 

Excess sweating

 FORMCHECKBOX 

Fever



 FORMCHECKBOX 

Frequent nose bleeds
 FORMCHECKBOX 

Hair loss


 FORMCHECKBOX 

Headache


 FORMCHECKBOX 

Heartburn


 FORMCHECKBOX 

Heat intolerance

 FORMCHECKBOX 

Hemorrhoids


 FORMCHECKBOX 

Hoarseness


 FORMCHECKBOX 

Irritability


 FORMCHECKBOX 

Itchy eyes


 FORMCHECKBOX 

Joint pains


 FORMCHECKBOX 

Laxative use


 FORMCHECKBOX 

Moles



 FORMCHECKBOX 

Muscle pains


 FORMCHECKBOX 

Nausea


 FORMCHECKBOX 

Overweight


 FORMCHECKBOX 

Painful urination

 FORMCHECKBOX 

Post nasal drip

 FORMCHECKBOX 

Racing heart beat

 FORMCHECKBOX 

Rash



 FORMCHECKBOX 

Rectal bleeding

 FORMCHECKBOX 

Seizures


 FORMCHECKBOX 

Shortness of breath

 FORMCHECKBOX 

Sleep problems

 FORMCHECKBOX 

Snoring


 FORMCHECKBOX 

Stiffness in the AM

 FORMCHECKBOX 

Stuffy nose


 FORMCHECKBOX 

Tired often


 FORMCHECKBOX 

Urinary incontinence
 FORMCHECKBOX 

Vomiting


 FORMCHECKBOX 

Weakness


 FORMCHECKBOX 

Weight increase

 FORMCHECKBOX 

Weight loss


 FORMCHECKBOX 

Wheezing


 FORMCHECKBOX 

PATIENT INFORMATION
	Today's Date: 

	

	Name:






Date of Birth: 

	

	Address(in Naples area):




Zip Code: 

	

	Address(alternate):




Cell phone: 

	

	Social Security Number:




Home phone:

	

	Email Address:                                                                                        

	

	Insurance Information:  

	Primary Insurance: 

	Policy Number: 

	

	Responsible Party (Guarantor):    [image: image2.wmf]Self[image: image3.wmf] Other (Please fill out below if other)

	Name: 

	

	Address: 

	

	Relation to Patient: 




Referral Information:
How did you learn about our practice?
 FORMCHECKBOX 
Newspaper
 FORMCHECKBOX 
Yellow pages
 FORMCHECKBOX 
Family/Friend

 FORMCHECKBOX 
Internet

 FORMCHECKBOX 
A physician(please name):_______________________


Office Financial Policy 
Payment is due in full at the time of service.
 

FOR PATIENTS WITH INSURANCE:
	We bill many insurance carriers for you if proper paperwork is provided to us.  We will also bill most secondary insurance carriers as well.  However, co-payments and deductibles are due at the time of service.  If your insurance carrier has not paid within 60 days of billing then you are responsible for the bill in full.




Assignment of Insurance Benefits:  Patients with insurance, please read and sign below.
 

	"I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private insurance, and any other health plans to Corey L Howard, MD, PA.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by my insurance carrier.  I hereby authorize Corey L Howard, MD, PA to release all information necessary to secure the payment."
 

I have read, understand and agree to the above financial policy.

 

Patient Signature: 



Date: 





Please write any information that you think may be important that has not already been covered above:
PAGE  
1

_1284897398.unknown

_1284897399.unknown

_1284897397.unknown

