
 
 

 
First Name Ml     Last Name Maiden Name 

 
Social Security Number Male Female    Date of Birth     Current Age 

Marital Status: Single   Married   Widowed   Divorced 
  

 
E-mail Address 

 
Street Address City/State Zip 

 
Home Phone Work Phone Cell Phone 

MAY WE LEAVE A MESSAGE FOR YOU REGARDING YOUR PROTECTED HEALTH INFORMATION ON YOUR 
Home Cell Work All Above 
 

 
Employer Occupation (Job Title) Full-time / Part-Time 
PLEASE INDICATE EMERGENCY CONTACT NAME(S), RELATIONSHIP & PHONE NUMBER(S) 

 
Name Relationship Phone 

 
Name 

Insurance Information 
 

Relationship Phone 

__________________________________           ________________________          ______________________ 
Name of Insurance Company                                Name of Policy Holder                       Date of birth of policy holder 
 
__________________________________           ________________________          ______________________ 
Name of Insurance Company (Secondary)            Name of Policy Holder                       Date of birth of policy holder 
 

PLEASE GIVE ALL INSURANCE CARDS TO RECEPTIONIST 
RELEASE OF INFORMATION, BENEFIT ASSIGNMENT, PAYMENT AUTHORIZATION, FULL DISCLOSURE AND AGREEMENT TO 

PAY FOR PROFESSIONAL SERVICES 

I hereby authorize TruCare Family Medicine, to release any information necessary to process any insurance claim acquired in the 
course of my examination or treatment to allow a photocopy of my signature to be used to process my insurance claim. I claim, direct, 

and authorize my carrier to issue payment check(s) directly to TruCare Family Medicine, for any insurance benefits to which I am 
entitled. I understand that failure to disclose pre-certification/second opinion requirements for any and all plans to which I subscribe 

may cause me to incur full liability for professional charges as a result for non-payment by my carrier. Regardless of insurance benefits, 
if any, I understand that I am fully responsible for any and all fees incurred and I agree the above is a legal and lawful debt. If it 



becomes necessary to forward this account to collections, I agree to be responsible for any/all collection costs, attorney fees and/or 
court costs. I waive now and forever my right of exemption under the laws of the constitution of the State of Alabama and any other 

state. I realize that in extraordinary circumstances, some insurance companies will not pay for certain procedures (i.e. MRI's or 
Ultrasounds). I understand that my insurance is filed as a courtesy and I am responsible for the bill. 

There is a $50.00 fee for all no-call/no-show appointments or cancellations not made within 24 hours of scheduled 
appointment. All co-payments are due at the time of service. 

 
Patient/Responsible Party Signature                                                                  Date 
To help us expedite your first visit, please complete all the detailed information listed below to the best of your 
ability and return it to our office on/or before your appointment. 

 

 
 
Date of Birth__________________________ 

 
ALLERGIES: Do you have any medication or food allergies?  
 
List any food and/or medication allergies and indicate the side 
effect(s): 

Yes, if yes, please indicate 
below Allergic Reaction 

 
 

 
IMMUNIZATIONS: Please indicate date immunization received (mo/yr) 
 

Influenza  Tetanus  Shingles  Pneumonia  HPV  
 
 
PAST/PRESENT MEDICAL 
CONDITIONS 
(Check all that apply) 
Allergies 
Anemia 
Angina 
Anxiety 
Asthma 
Atrial Fibrillation 
Benign Prostate Hypertrophy 
Blood Clots 
Cancer (type)  
COPD 
Coronary Artery Disease 
Crohn's Disease 
Depression 
Diabetes 
GERD 
Hearing Loss 
Heart Attack 
High Blood Pressure 
High Cholesterol 
Irritable Bowel Syndrome 
Kidney Disease 
Liver Disease 
Migraines 

Osteoarthritis 

Osteoporosis 
 
 
Seizure Disorder 
Stroke 
Thyroid Disease 
Ulcer (Gastric) 
Other

 
SURGICAL HISTORY 

(Check all that apply & date/year 
completed) 
Angioplasty 
Angio w/stents 
Appendectomy 
Back Surgery 
CABG 
Carpal Tunnel Release 
Cataract Surgery 
Colon Surgery 
Gallbladder Surgery 
Gastric Bypass 
Hernia Repair 
Knee - Arthroscopy 
Knee Replacement 
LASIK 
Pacemaker 
Thyroidectomy 



Tonsillectomy 
GENDER Specific 
Breast Biopsy 
Breast Reduction 
Breast Augmentation 
Cesarean Section 
Hysterectomy 

Mastectomy R / L 
Tubal Ligation 
D&C 
Prostate Biopsy 
Vasectomy 
Other

Who was your previous primary care physician?  

 
Are you under the care of a specialist? Please list physician's name 
 
Allergist:              Oncologist:  
Cardiologist:             Orthopedic:  
Dermatologist:            Ophthalmologist:  
ENT: ______________________________                    Pain Management:________________________ 
Endocrinologist:             Podiatrist:  
Gastroenterologist:            Pulmonologist:  
Gynecologist:             Psychiatrist:  
Neurologist: ________________________                    Rheumatologist: _________________________             

Neurosurgeon:             Urologist:  
 

DIAGNOSTIC TESTING.• If you have had testing, please indicate date and name of ordering physician 
Bone Density:                                                                              Cardiac Cath:  
CT Scan:                                                                                     Colonoscopy:  
Stress Test:                                                                                  MRI:  
FAMILY HISTORY (Please indicate family relations as listed below) 

M-Mother F-Father B-Brother S-Sister G-Grandparent(s) A-Aunt U-Uncle 

ADD/ADHD High Blood Pressure 

Alcoholism High Cholesterol 

Alzheimer's Irritable Bowel Syndrome 

Asthma Mental Illness 

Blood Disease Obesity 

Coronary Artery Disease Osteoporosis 

Cancer (Type)  Rheumatoid Arthritis 

CVA (Stroke) Seizure Disorders 

Depression Vascular Disease 

Diabetes 
Other 

 
SOCIAL HISTORY 

Do you use tobacco? Yes   No      If Yes, how long have you been a smoker?______(years) 
Cigarette/Cigar/Tobacco/Snuff Pack (s) per day_______________________ 



If you are a former smoker, what year did you quit? _______________________ 
 
Do you drink alcohol? Yes   No                    If yes how often? Daily / Weekly / Occasionally / Rarely / Socially    
Any drug use (Illegal) Y / N Marijuana / Cocaine / Pills 
Have you ever been in drug rehab rehabilitation? Y / N When (yr)  
 
HEALTH MAINTENANCE: Please indicate the approximate date of your last: (month/year) 

Men ONLY:    Date of last PSA:  
Women ONLY: 
GYN Exam:  
Mammogram:  

Date of last menstrual period  
Are you currently pregnant? Are you currently breastfeeding?  
Have you been hospitalized (in-patient) in the past twelve months? If yes, where?  
Have you been seen in the emergency room in the past twelve months? If yes, where?  
 
Before completing this portion please gather all medication bottles to record information correctly. Please include 
all prescription and over-the-counter medications.  

         Name of Medication                              Dose (MG)                         How Many Times Taken Daily  
 

   

   

   

   

   

   

   

   

   

   

   

   

 
Pharmacy Name and telephone number: ________________________________________________ 
 
Please sign & date below: I certify/affirm that the information provided in regards to my medical condition and 
history is true and correct.  
 
_________________________________________________                     ___________________________ 
Patient’s Signature                                                                                          Date  
 


