
Patient Registration 

CURRENT PATIENT INFORMATION -- PLEASE PRINT Guarantor Information (to whom statements are sent) 

Last Name: ____________________________ Name: _____________________________ 

First Name: ____________________________ Address: ___________________________ 

Middle Name: __________________________ ___________________________________ 

Address: ______________________________ Relationship to patient: _________________________ 

City: _______________________ State: _____ Date of Birth: ______________________ 

Zip: ___________ Social Security No.: _________________ 

Home Phone: _________________ Phone: ____________________________ 

Work Phone: _________________ Emergency Contact Information 

Mobile Phone: ________________ Name: _____________________________ 

Sex: ____ Relationship: _______________________ 

Date of Birth: __________________ Phone: ____________________________ 

Social Security No.: _____________ Mobile Phone: ______________________ 

Patient email: __________________________ 

Required by government mandate [although you may refuse]: Employer information 

Language: ______________ Employer: __________________________ 

Race: __________________ Address:   __________________________ 

Ethnicity: _______________ Phone: _____________________________ 

Marital Status: ___________ 

Other Pharmacy Information: 

Patient Referred by: Name: _____________________________ 

Primary Care Provider: Crossroads: _________________________ 

Contact Preference: Home Phone / Work Phone / Mobile Phone / Portal / 

Email  

Phone: 

Primary Insurance Information Secondary Insurance Information 

Insurance Plan Name: _________________________  Insurance Plan Name: _________________________  

Last Name:__________________________________ Last Name:__________________________________ 

First Name: _________________________________ First Name: _________________________________ 

Middle Name: _______________________________ Middle Name: _______________________________ 

Address: ___________________________________ Address: ___________________________________ 

City: __________________ State: ____ Zip: _______ City: __________________ State: ____ Zip: _______ 

Date of Birth: __________ Sex (please circle): M or F Date of Birth: __________ Sex (please circle): M or F 

Employer Name: _____________________________ Employer Name: _____________________________ 

Patient's relationship to policy holder: _____________ Patient's relationship to policy holder: _____________ 

To the best of my knowledge the above information is complete and accurate. 

Signed________________________________________________________ Date:_________________________ 







Patient Name________________________________ Date _____________________

Who referred you to our office?_____________________________

Who is your Primary Care Doctor?______________________________

Surgical History (Please list all surgical procedures you have had in the past)

Surgery Year Surgeon

Family Medical History (please check pertinenet medical history for the listed family members

GF=Grandfather, GM=Grandmother

Mother Father Brother Sister Maternal Maternal Paternal Paternal

GM GF GM GF

Heart Disease

Cancer

Diabetes

Clotting Disorders

Obesity

Other (list)
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Patient Medical History Form



Patient Name___________________________

Drug Allergies (please list all drug allergies to include reaction)

Current Medications (please list all current medications and supplements with dosages or provide a list)

Medication Dosage
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Patient Medical History Form



Patient Name___________________________

Social History

Occupation____________________________________ Marital Status___________________________

  □ Live alone □ Live with Others

Tobacco: □ Nerver Smoked □ Former smoker □ Current every day smoker □ Current Someday smoker

□ Smoked within last year □ Quit date__________________

Alcohol: □ None  □ Occasional  □  Moderate   □ Heavy

Recreational Drugs_____________________________ □ None □ Current  □ Former

Caffeine: □ None  □ Occasional  □  Moderate   □ Heavy

Special Diet?___________________________________________

Exercise: □ None  □ Occasional  □  Moderate   □ Heavy

Dieting History (List all diet and exercise attempts within the last 5 years)

□ Physician Supervised Weight Loss Program □ HCG Diet

□ Prescription Medications □ Over the counter medications

□ Weight Watchers □ Jenny Craig

□ Nutri System □ Exercise/Personal trainer

The Epworth Sleepiness Scale

How likely are you to fall asleep in the following situations, in contrast to just feeling tired. Use the

following scale to choose the most appropriate number for each situation.

Scale Situation

0=Would never doze Sitting and reading

1=slight chance of dozing Watching television

2=moderate chance of dozing Sitting inactive in a public place

3=high chance of dozing As a paasenger in a car for an

hour without a break

Sitting and talking to someone

Score results Sitting quitely after a lunch

1-6 Congratulations you are getting enough sleep without alcohol

7-8 Your score is average In a car, while stopped for a 

9 and up-Very sleepy and should seek medical few minutes in the traffic

advice Add together for Total Score
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Patient Medical History Form



Patient Name___________________________

Medical History (Please check all that apply)

General

Functional Status: □ Independent □ Partially dpeendent □ Totally dependent

Neurologic

□ Seizure                  □ Stroke                     □ Migraines

Cardiac

□ High Blood pressure □ History of heart attack □ Cardiac stents  □ Cardiac Surgery

Vascular

□Venous stasis □ Vein thrombosis □ Coumadin □ IVC filter

Pulmonary

□ Asthma □ COPD □ Oxygen Dependent □ Pulmonary embolism □ Sleep apnea □ CPAP/BPAP

Gastrointestinal

□ Reflux □ Hiatal hernia □ Stomach ulcers □ Fatty liver disease

Endocrine

□ Diabetes Mellitus □ High Cholesterol □ Hypothyroid

Musculoskeletal

□ Osteoarthritic □ Rheumatoid arthritis □ Back Injury □ Ambulation is limited most of the time

Genitourinary

□ Renal Insufficiency □ Dialysis

Hematologic/Immune/Oncology

□ Anemia □ Routine steroid use or other Immunosuppressant □ Cancer____________________

Psychological

□ Bipolar □ Eating Disorder □ Substance abuse □ Suicide attempt

Review Symptoms(Please check symptoms your are currently experiencing)

General Neurologic Cardiac Pulmonary

□ Fatigue □ Headaches □ Chest Pain □ Shortness of breath

□Weight gain/loss □Memory loss □Palpitations □Chronic cough

□Hard of hearing □Numbness □Leg Swelling □Wheezing

□Weakness

Ear/Nose/Throat Gastrointestinal Genitourinary

□ Hard of hearing □ Heartburn □ Urinary Incontinence

□Difficulty swallowing □Abdominal Pain □Difficult urination

Musculoskeletal □Nausea/Vomitting □Urinary frequency

□ Joint Pain □Diarrhea Psychiatric

□Impaired mobility □ Constipation □ Depression

□ Panic attacks/anxiety
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Patient Medical History Form



 

FOR SMG USE ONLY 

☐ Request Approved     ☐Request Denied 
If denied, reason (check one): 

☐Request is not reasonable to accommodate            ☐ Alternate address or contact not provided 

☐Failure to provide information on how payment will be made (if applicable) 

☐Other (please explain): _______________________________________________________________ 

 

REQUEST FOR CONFIDENTIAL COMMUNICATION 

I, _______________________________________, Date of Birth ___/___/___ request an alternative 

means of communication of my health information as designated below. 

I understand that requests for communication by alternative means (location or person) in applicable 
only to information held by Steward Medical Group (SMG). This includes confidential communication 
related to my billing information requested from the SMG Business Office.  
 

Please describe your proposed alternative means below, for receiving communication from SMG:  

Alternate Means of Contact (please specify if there is anyone with which we may share your protected 

health information):  

Name:___________________________________________ Date of Birth: ___/___/___ 

Relationship to You: _______________________________  Phone# (              ) _____-________ 

 
Name:___________________________________________ Date of Birth: ___/___/___ 

Relationship to You: _______________________________  Phone# (              ) _____-________ 

 
Alternate Mailing Address: _______________________________________________________ 

Alternate Phone Number: (            ) _____-________ 

 

______________________________________________________          ___/___/__ 
SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE                           DATE  
(If Personal Representative, state relationship to patient: ___________________) 

______________________________________________________          ___/___/__ 
SIGNATURE OF WITNESS                                                                                     DATE 

This request applies to the following information:  

       ☐ Today’s Date of Service Only 

   ☐ From: ___/___/___  To: ___/___/___ 

☐ From: ___/___/___  Until Further Notice 
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