Instructions for Completing “Patient Information Record” and “New Patient Medical History” Forms

(Both Forms Found Below)
- To complete and email the forms, follow the instructions below.  
- If you wish to fax us the completed forms, please print the blank forms (both located below), complete all sections, and fax to 408-226-1817 (The Newman Medical Group Secure Fax Line)

To Email the completed “Patient Information Record” and “New Patient Medical History”:

1. To insert the information, click on the appropriate line and type the requested info.  To move to another field, click the corresponding line and insert the requested info.  

2. For making selections, click on the appropriate field (  [__]  ) and type an “X”.

3. If the requested information is not available or does not apply, please leave field blank.  

4. At the end of the “Patient Information Record” form, please type your name and date in the appropriate fields. (When you arrive for your appointment, we will have you confirm that the information is correct and sign the form on the bottom line)  

5. After you have completed the forms, please save this entire document and email as an attachment to the following secure email address: registration@newmanmedical.com, with the following subject line: “New Patient Information”

**If you have any questions, please call our office at 408-226-5400 or email us at info@newmanmedical.com

THE NEWMAN MEDICAL GROUP

CONFIDENTIAL PATIENT INFORMATION RECORD

	DATE:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 
	REFERRED BY:
	  MACROBUTTON  AcceptAllChangesInDoc ________________________________ 

	LAST NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	FIRST:
	  MACROBUTTON  AcceptAllChangesInDoc ________________________ 
	MIDDLE INITIAL:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 

	HOME ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	CITY:
	  MACROBUTTON  AcceptAllChangesInDoc __________________ 
	ZIP:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 

	SOCIAL SECURITY NUMBER:
	  MACROBUTTON  AcceptAllChangesInDoc ________________ 
	HOME PHONE:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	EMAIL:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	CELL PHONE:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	DATE OF BIRTH:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 
	AGE:
	  MACROBUTTON  AcceptAllChangesInDoc _____ 
	 SEX:
	  MACROBUTTON  AcceptAllChangesInDoc ___ 
	SINGLE
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	MARRIED
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 DIVORCED
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	WIDOWED
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 

	PATIENT EMPLOYER:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 OCCUPATION:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 

	BUSINESS ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	CITY:
	  MACROBUTTON  AcceptAllChangesInDoc __________________ 
	STATE:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 

	BUSINESS PHONE:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 
	DRIVER’S LICENSE #:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	SPOUSE (or responsible party) NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	BIRTHDATE:
	  MACROBUTTON  AcceptAllChangesInDoc _________ 

	BUSINESS NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	OCCUPATION:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 

	ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	CITY:
	  MACROBUTTON  AcceptAllChangesInDoc __________________ 
	  PHONE:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	EMERGENCY CONTACT (Not living at same address):
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________________ 

	ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc _______________________________________________ 
	PHONE:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	INSURANCE INFORMATION
	SELF
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	SPOUSE
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	MOTHER
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	FATHER
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 

	INSURANCE NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	PHONE NUMBER:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc __________________________________ 
	CITY:
	  MACROBUTTON  AcceptAllChangesInDoc __________________ 
	STATE:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 
	 ZIP:
	  MACROBUTTON  AcceptAllChangesInDoc __________ 

	I.D. NUMBER:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	GROUP:
	  MACROBUTTON  AcceptAllChangesInDoc ________________ 
	PLAN:
	  MACROBUTTON  AcceptAllChangesInDoc ________________ 

	SUBSRIBER’S NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	DATE OF BIRTH:
	  MACROBUTTON  AcceptAllChangesInDoc _________ 

	SECONDARY INSURANCE INFORMATION
	SELF
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	SPOUSE
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	MOTHER
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	FATHER
	  MACROBUTTON  AcceptAllChangesInDoc [  ] 

	INSURANCE NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	PHONE NUMBER:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________ 

	ADDRESS:
	  MACROBUTTON  AcceptAllChangesInDoc __________________________________ 
	CITY:
	  MACROBUTTON  AcceptAllChangesInDoc __________________ 
	STATE:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 
	 ZIP:
	  MACROBUTTON  AcceptAllChangesInDoc __________ 

	I.D. NUMBER:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	GROUP:
	  MACROBUTTON  AcceptAllChangesInDoc ________________ 
	PLAN:
	  MACROBUTTON  AcceptAllChangesInDoc ________________ 

	SUBSRIBER’S NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	DATE OF BIRTH:
	  MACROBUTTON  AcceptAllChangesInDoc _________ 


ASSIGNMENT OF BENEFITS:  I authorize payment of medical benefits to The Newman Medical Group for services rendered.

I recognize my financial obligation for any co-insurance or deductible and non-covered services that may be required.

RELEASE OF INFORMATION: I authorize the release of any medical information necessary to process this claim or to assist                                    another health professional with my care.

	ELECTRONIC SIGNATURE:
	  MACROBUTTON  AcceptAllChangesInDoc ____________________________________ 
	DATE:
	  MACROBUTTON  AcceptAllChangesInDoc _______ 


(Only if emailing form)

SIGNATURE_____________________________________________________________DATE__________________________

THE NEWMAN MEDICAL GROUP

NEW PATIENT MEDICAL HISTORY
	NAME:
	  MACROBUTTON  AcceptAllChangesInDoc ___________________________________ 
	DATE OF BIRTH:
	  MACROBUTTON  AcceptAllChangesInDoc ____________ 
	DATE:
	  MACROBUTTON  AcceptAllChangesInDoc __________ 

	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 
	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 


1. ALLERGIES: Are you allergic to any medications? Allergies to:         
	 MACROBUTTON  AcceptAllChangesInDoc [  ]  NO ALLERGIES
	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 
	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 

	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 
	 MACROBUTTON  AcceptAllChangesInDoc ______________________ 


2. SURGICAL HISTORY: Please list any operations you’ve had, including tonsillectomy, appendix, hernias, tubal ligations, with the year of the surgical procedure.

	 MACROBUTTON  AcceptAllChangesInDoc [  ]  NO OPERATIONS
	                 OPERATION                        YEAR
	                  OPERATION                    YEAR

	A.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	D.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 

	B.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	E.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 

	C.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	F.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 


3. HOSPITALIZATONS: Please tell us of any non-surgical hospitalizations you’ve had, including heart, lung, kidney, or  

    other serious medical problems.

	 MACROBUTTON  AcceptAllChangesInDoc [  ]  NO HOSPITALIZATIONS
	             PROBLEM REQUIRING HOSPITALIZATION                   YEAR

	A.  MACROBUTTON  AcceptAllChangesInDoc ___________________________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc __________ 

	B.  MACROBUTTON  AcceptAllChangesInDoc ___________________________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc __________ 

	C.  MACROBUTTON  AcceptAllChangesInDoc ___________________________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc __________ 


4. MEDICATIONS: Please tell us of all medications you are regularly taking (including blood pressure, diabetes, birth   

    control, hormones, etc.)

	 MACROBUTTON  AcceptAllChangesInDoc [  ]  NO MEDICATIONS
	                 MEDICATION                       DOSE
	                 MEDICATION                    DOSE

	A.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	D.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 

	B.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	E.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 

	C.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 
	F.  MACROBUTTON  AcceptAllChangesInDoc ___________________________ 
	 MACROBUTTON  AcceptAllChangesInDoc _______ 


5. SMOKING: Do you smoke cigarettes?

	YES  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	    NO  MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 If YES, how many packs a day?  MACROBUTTON  AcceptAllChangesInDoc ________ 
	  At what age did you start smoking?   MACROBUTTON  AcceptAllChangesInDoc ________ 


6. ALCOHOL INTAKE: How many cocktails, cans of beers, or glasses of wine do you drink per day? 

	 MACROBUTTON  AcceptAllChangesInDoc [  ] NO ALCOHOL EVER
	VERY RARELY
	OCCASIONALLY
	DAILY
	TWO OR MORE PER DAY

	COCKTAILS:
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 

	BEER:
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 

	WINE:
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 
	 MACROBUTTON  AcceptAllChangesInDoc [  ] 


7. PHYSICAL EXAM: When was your last complete physical, including EKG, blood sugar, cholesterol, urinalysis, etc.?

	 MACROBUTTON  AcceptAllChangesInDoc [  ]  Never had one
	 Year of last physical  MACROBUTTON  AcceptAllChangesInDoc _______ 
	 Physician:  MACROBUTTON  AcceptAllChangesInDoc __________________________________ 






 Physician Address:  MACROBUTTON  AcceptAllChangesInDoc _____________________________________________________ 
	WOMEN ONLY: How many pregnancies have you had?  MACROBUTTON  AcceptAllChangesInDoc ___ 
	 How many living children?  MACROBUTTON  AcceptAllChangesInDoc ___  
	 Abortions?  MACROBUTTON  AcceptAllChangesInDoc ___ 

	  Miscarriages?  MACROBUTTON  AcceptAllChangesInDoc ___ 
	 When was your last PAP Smear? (Year)  MACROBUTTON  AcceptAllChangesInDoc ______ 


THANK YOU FOR COMPLETING THE FORM
