NAME:________________________________                                             DATE OF BIRTH___________________________
                                                                                         Medical History   
	Current/Last Physician Name:                                                                                          Phone #:

	Current Pharmacy:                                                                                                              Phone #:

	Pharmacy Address (or street) if known:




	Current Medications (If not sure, please bring all meds to first appointment) If too many, use “Supplement” sheet 

	Med Name
	Dose (mg, mcg, etc.)
	Frequency (daily, etc)
	Prescribing Physician
	Purpose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Surgical Procedures – (if too many to list here, use “supplement” sheet)

	Approx. Date/year
	Procedure
	Physician/surgeon

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	Do you or any of you family members have these conditions (check self or circle family member)

	Self
	Family
	Condition
	Self
	Family
	Condition

	
	F, M, S, B, GF, GM
	Chest pain/Angina
	
	F, M, S, B, GF, GM
	Blood Clots

	
	F, M, S, B, GF, GM
	Congestive Heart Failure
	
	F, M, S, B, GF, GM
	Bleeding Disorder

	
	F, M, S, B, GF, GM
	Heart Murmur
	
	F, M, S, B, GF, GM
	Taking Blood Thinners

	
	F, M, S, B, GF, GM
	Rheumatic heart disease
	
	F, M, S, B, GF, GM
	Other blood Disease

	
	F, M, S, B, GF, GM
	High Blood pressure (Hypertension)
	
	F, M, S, B, GF, GM
	Cancer (if so, list type)


	
	F, M, S, B, GF, GM
	Stroke / TIA
	
	F, M, S, B, GF, GM
	Kidney Disease

	
	F, M, S, B, GF, GM
	COPD / Emphysema
	
	F, M, S, B, GF, GM
	Dialysis

	
	F, M, S, B, GF, GM
	Asthma
	
	F, M, S, B, GF, GM
	Kidney Stones

	
	F, M, S, B, GF, GM
	Tuberculosis
	
	F, M, S, B, GF, GM
	Epilepsy / Seizures

	
	F, M, S, B, GF, GM
	Frequent Sinus Infections
	
	F, M, S, B, GF, GM
	Syphilis

	
	F, M, S, B, GF, GM
	Acid Reflux/GERD
	
	F, M, S, B, GF, GM
	HIV / AIDS

	
	F, M, S, B, GF, GM
	IBS / Irritable bowel
	
	F, M, S, B, GF, GM
	History of Drug Abuse

	
	F, M, S, B, GF, GM
	Hepatitis / Jaundice
	
	F, M, S, B, GF, GM
	History of Alcoholism

	
	F, M, S, B, GF, GM
	Thyroid Disease
	
	F, M, S, B, GF, GM
	Rheumatoid Arthritis

	
	F, M, S, B, GF, GM
	Diabetes Type 1
	
	F, M, S, B, GF, GM
	Osteoarthritis

	
	F, M, S, B, GF, GM
	Diabetes Type 2
	
	F, M, S, B, GF, GM
	Glaucoma

	
	F, M, S, B, GF, GM
	Migraines
	
	F, M, S, B, GF, GM
	Depression / Anxiety

	
	F, M, S, B, GF, GM
	Heart Attack
	
	F, M, S, B, GF, GM
	Anemia



	Drug Allergies

	Drug
	Reaction
	Drug
	Reaction

	1.
	
	6.
	

	2.
	
	7.
	

	3.
	
	8.
	

	4.
	
	9.
	

	5.
	
	10.
	




SOUTHERN GRACE MEDICAL CARE, LLC
AUTHORIZATION FOR THE RELEASE OF PATIENT INFORMATION
(Please sign and bring this form with you to your first appointment)

By signing this form, I am confirming that I understand and consent to the following:

It may be necessary for us to release some or all of the information contained in your medical records to other physicians and nurses, and/or healthcare providers that you have seen, or received prescriptions from, or physicians from which we must seek medical expertise concerning your care.  At times, other providers assist us in assessing a patient’s condition, screening for problems, or providing consultation under certain circumstances. All healthcare providers are required, by law, to keep your information confidential.

Due to increased oversight of care quality, it may be necessary to disclose information regarding your care to healthcare agencies, both private and governmental. Your insurance company and/or your self-insured employer are such agencies. Regarding the information going to your employer, other than information needed to verify your insurance coverage, the data released will consist of statistical information only.

Also, at times, it may be necessary for the physician/healthcare provider to contact you regarding your healthcare issues.  If you are unavailable, or cannot be contacted: (please initial statements with which you agree)

_______  I DO NOT wish to have test results or other medical information released to any person other than myself.

_______  I DO wish to have test results or other medical information released to the following persons:

Name: _____________________________________  Relationship: ________________________________ 

Name: _____________________________________  Relationship: ________________________________

Name: _____________________________________  Relationship: ________________________________

In case we call your telephone and do not receive an answer:

_______ I DO NOT want messages regarding my health (lab results, care instructions, etc) left on the voicemail of the telephone number I have listed on my patient record.

_______ I DO want messages regarding my health (lab results, care instructions, etc) left on the voicemail of the telephone number I have listed on my patient record.

It is the responsibility of the patient to notify this office of any changes to the above information. The patient must fill out another authorization form with new information.

Patient Signature:__________________________________________            Date:________________________

Printed Name:_____________________________________________

Witness: _________________________________________________







SUPPLEMENT SHEET (please leave blank if not needed)


	Additional current medications (continued from page 2)

	Med Name
	Dose (mg, mcg, etc.)
	Frequency (daily, etc)
	Prescribing Physician
	Purpose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Surgical Procedures  (continued from page 2)

	Approx. Date/year
	Procedure
	Physician/surgeon

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Please list any OTHER health history NOT listed on page 2



	Please list any conditions you or your immediate family have, or had, that were not listed on page 2

	Self
	Family
	Condition
	Self
	Family
	Condition

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



