
Date:______________________


Trauma & Specialty Surgery Institute

Dr. S. Jazarevic MD PhD FACS
Welcome to our practice! Please take a few moments to complete the information below. Please also present any primary and secondary insurance cards so we may copy them for our records.  Thank you!
LAST NAME:________________________FIRST NAME__________________MI:___

SOCIAL SECURITY NUMBER:____________________________________________

HOME ADDRESS:_______________________________________________________

CITY:____________________________  State:__________  ZIP:__________________

HOME PHONE #:________________________  CELL OR ALT. #_________________

May we leave messages relating to your medical care at your home or alt #?    Y  or  N

DATE OF BIRTH:_______________________ AGE:___________________ MARITAL STATUS:  M  S  D  W  SEP

EMPLOYER:____________________________ WORK PHONE:__________________

REFERRING DR._______________________PRIMARY DR._____________________

INSURANCE INFORMATION
PRIMARY INSURANCE NAME:___________________________________________
PRIMARY INSURANCE NUMBER:________________________________________


GROUP NUMBER IF APPLICABLE:_________________________________

SECONDARY INSURANCE NAME:________________________________________

SECONDARY INSURANCE NUMBER:______________________________________

NAME OF INSURED:_____________________________________________________


If other than self, please provide insured person’s date of birth and social security number:_________________________________________________________________
EMERGENCY CONTACT INFORMATION

Who may we contact on your behalf in case of an emergency? 

NAME:______________________________ PHONE #:__________________________

Name: ____________________________                          D.O.B.:    ________________
MEDICAL HISTORY AND REVIEW OF SYSTEMS
WHAT BRINGS YOU TO OUR OFFICE TODAY? _____________________________
	Medication


	Dosage
	Use
	Frequency
	Number 

of Years
	Doctor

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


PAST MEDICAL HISTORY 
MEDICAL PROBLEMS / DIAGNOSES (PLS specify if current or past problem)


______________________________
______________________________


______________________________
______________________________


______________________________
______________________________


______________________________
______________________________


______________________________
_____________________________

HOSPITALIZATIONS &/OR SURGERIES?       YES     NO       

SPECIFY:_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

ALLERGIES:    YES    NO      SPECIFY:______________________________________

________________________________________________________________________

SOCIAL HISTORY
IF EMPLOYED, WHAT TYPE OF WORK DO YOU DO? ____________________________________________________________________

DO YOU SMOKE?  YES    NO     HOW MANY PACKS A DAY?______________
IF QUIT, HOW LONG AGO?___________________________________________

DO YOU DIP SNUFF?   YES    NO

DO YOU CONSUME ALCOHOL?   RARELY     SOCIALLY       DAILY

DO YOU HAVE A FAMILY HISTORY OF….


DIABETES:  NO   YES   _____________________________________


CANCER:   NO   YES _______________________________________


ANESTHESIA PROBLEMS:  NO YES _________________________


BLEEDING PROBLEMS:  NO  YES ___________________________

ANY CHANCE YOU COULD BE PREGNANT?       NO     YES      UNSURE

YOUR SIGNATURE BELOW GIVES YOUR CONSENT FOR US TO TREAT YOU AND PLAN FOR ANY FURTHER TREATMENT REGARDING YOUR CARE.  THIS MAY INCLUDE USING YOUR DEMOGRAPHIC, PHYSICAL EXAM, LAB RESULTS AND MEDICAL HISTORY INFORMATION FOR BILLING, SURGERY SCHEDULING, LAB AND RADIOLOGY SCHEDULING AND PHYSICIAN REFERRALS.

NAME:______________________________________________
SIGNATURE:_________________________________________

DATE:______________________________________________

REVIEW OF SYTEMS
ARE YOU HAVING PROBLEMS WITH ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY)
_____ WEIGHT LOSS
_____ WEIGHT GAIN
_____FEVER




_____ FATIGUE

_____CHILLS

_____ CANCER
_____ HEARING LOSS
_____ BLURRED VISION
_____ SORE THROAT

_____ NAUSEA

_____ VOMITING

_____ DIARRHEA

_____ CONSTIPATION
_____ ABDOMINAL PAIN
_____ RECTAL BLEEDING

_____ SKIN RASHES
_____ MOLES

_____ SKIN GROWTHS

_____ FREQUENT URINATION



_____ EXCESSIVE THIRST

_____ COLD-HEAT INTOLERANCE


_____ DIABETES

_____ MENOPAUSE

_____ HERNIA

_____ BLOOD IN URINE

_____ BRUISE EASILY
_____ BLEEDING PROBLEMS
_____ CHEST PAIN

______ PALPITATIONS
_____ MURMUR

_____ HYPERTENSION
_____ ARTHRITIS

_____ JOINT STIFFNESS

_____ MUSCLE PAIN
_____ SWELLING OF ARMS OR LEGS

_____ DISCOLORATION OF ARMS OR LEGS

_____ SENSATION LOSS

_____ PAIN IN LEGS WITH WALKING


_____DIZZINESS

_____ SEIZURES

_____ VERTIGO

_____ TREMOR

_____ HEPATITIS

_____ HIV


_____DYE ALLERGY

_____FOOD ALLERGY
_____ COUGH

_____ASTHMA

_____WHEEZING

_____ SHORTNESS OF BREATH

_____DEPRESSION

_____ MEMORY PROBLEMS

_____ ANIXETY/ PANIC
_____ PHOBIAS

OTHER:______________







    CONSENT FOR RELEASE OF 








    MEDICAL INFORMATION








    AND/OR X-RAY FILMS


Trauma & Specialty Surgery Institute

	Patient Name: _________________________SS #______________________________

D.O.B. ____________________________ Phone: ______________________________




I authorize ______________________________________________________________
                                                              Name of Facility/Person maintaining medical information

To release copies of my medical records to: ____________________________________

________________________________________________________________________ 

Name of Facility or person and Address

	Any information, including diagnosis and medical records of any treatment or examination rendered to me during the period of______________ to ________________.
To include and Federal and State protected information under:

     Florida Statute  394-459            Mental Health                    (initial)  __________

     Florida Statute  397.501            Substance Abuse Svc.        (initial)  __________

     Florida Statute  381.004            HIV testing                           (initial)  __________

I understand and direct that this authorization remain in effect for six months or until I revoke it in writing.  I hereby release your office or facility and its employees from any and all liability that may arise from the release of this information as I have directed.




Signature of Patient/Parent: _________________________
  Date: _______________ 

Signature of Witness:  ______________________________  Date: _______________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
(to be filed in patient’s medical record)
I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used and disclosed as permitted under federal and state law, and outlining my rights regarding my health information.

Signed: ___________________________________  Date: ________________________

Relationship (if not signed by patient): ________________________________________________________________________

I wish to place the following restrictions on disclosure of my health information: ________________________________________________________________________________________________________________________________________________

I give permission for the doctor to discuss my care with the following people: ________________________________________________________________________________________________________________________________________________

Internal Use Only

If patient/patient’s representative refuses to sign acknowledgement, please document date and time notice was presented to patient and sign below.

Presented on (date and time): _______________________________
By (name and title): ________________________________________

