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Patient Name: Allergies:
Date of Birth: Patient Phone #:
Primary Medical Doctor: Pharmacy:
Pharmacy Phone #:

Office Refill Use Only
Medication Dose Frequency Date Medication QTY | Refills | Initial




Central
Minnesota
Neurosciences

PATIENT INFORMATION

Patient Name Date

Birth Date Age Sex

SS# Marital Status (Circle One) O O O O
Patient Address County

City State Zip Code
Home Phone Cell Phone

Primary M.D. Referring M.D.

Employer Occupation Work Phone

Spouse Name (Parent/Guardian, if minor)

Spouse/Guardian Phone # SS#

Primary Medical Insurance

Policy Contract # Group #

Policy Holder Date of Birth

Secondary Insurance

Policy Contract # Group #

Policy Holder Date of Birth
Workers’ Comp? Motor Vehicle Accident? Date of Injury
Company Name Claim #
Address

Adjuster’s Name Phone #

Person to call in an Emergency, Not Living With You

Phone Relationship

ASSIGNMENT OF BENEFITS:

I hereby assign all medical and/or surgical benefit for services rendered by Central MN Neurosciences, Ltd.,
to include major medical benefits to which I am entitled, including Medicare, private insurance, and any other
health plan to Central MN Neurosciences, Ltd. This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as valid as an original. I understand that I am
financially responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee
to release all information necessary to secure the payment.

Signed Date




Central
Minnesota
Ngeurosmences

REVIEW OF SYSTEMS

_ CARDIOVASCULAR ' YES  NO NUTRITION/METABOLIC

HEART ATTACK Q a DIABETES a Q
HEART TROUBLE OR RHEUMATIC FEVER a a HYPOGLYCEMIA a Q
CONGESTIVE HEART FAILURE Q a PANCREATITIS a Q
RACING HEART OR MISSED BEAT Q a HIATAL HERNIA a Q
CHEST PAIN a a RECENT WEIGHT GAIN/LOSS a Q
MITRAL VALVE PROLAPSE a Q ULCERS a Qa
MURMUR d Q MOTION SICKNESS a a
SWOLLEN FEET OR ANKLES ] a FREQUENT NAUSEA/VOMITING a Q
BLOOD CLOTS IN LEGS Q Q HEPATITIS/LIVER DISEASE Q Q
HIGH BLOOD PRESSURE (| 4 THYROID (] Q
BLEEDING TENDENCIES a Q ADRENAL, ADDISONS OR CUSHINGS DISEASE a Q
ANEMIA a Q SPECIAL DIET Q Q
SICKLE CELL Q a TYPE

EXCESSIVE PERSPIRATION Q Q

PERIPHERAL VASCULAR DISEASE d d ACTIVITY/EXERCISE PATTERN =

LIMITS/INTOLERANCES TO ACTIVITY OR EXERCISE

EMPHYSEMA a Q ARTHRITIS a Q
ASTHMA a Qa LOCATION
PNEUMONIA, BRONCHITIS Q Q MISSING LIMBS [H] Q
TUBERCULOSIS ] a PROSTHESIS Q |
SHORTNESS OF BREATH Q a BACK PROBLEMS Q Q
RECENT COLD, FLU, SORE THROAT Q Q LIMITATIONS IN MOVEMENT Q Qa
PULMONARY EMBOLISM Q Q
HOME OXYGEN 8 8 _ COGNITIVE PERCEPTUAL gl
SREEREREE VISION PROBLEMS Q a
— SPECIFY
. GLAUCOMA a a
FAINTING SPELLS a a GLASSES/CONTACTS Q Q
DIZZINESS a a HEARING PROBLEMS a Q
FREQUENT HEADACHES a a SPECIFY
HEAD INJURY a (] HEARINGAIDE RQ LQ a a
SEIZURES/EPILEPSY (] a DENTURES/PARTIALS uld LQ a a
NUMBNESS/TINGLING a a LOOSE TEETH a Q
WEAKNESS/PARALYSIS Q Q
MULTIPLE SCLEROSIS a a . PSYCHOSOCIAL = " = oo
STROKE Q Q _— N
SMOKER PACK/DAY YEARS
— S — QUIT DATE
_ GU el S e N =l RECREATION/STREET DRUGS 4 a
FREQUENT URINARY TRACT INFECTIONS | Q ALCOHOL a a
INCONTINENCE BLOOD IN URINE Q a ADVANCED DIRECTIVES/LIVING WILL Q Q
KIDNEY STONES a Q - - -
KIDNEY DISEASE a W SEXUAL/REPRODUCTIVE =
DIALYSIS Q Q PREGNANT o Q
PROSTATE PROBLEMS  Q DATE OF LAST MENSTRUAL PERIOD
HISTORY OF SEXUALLY TRANSMITTED DISEASES Q a

oGl o
DIARRHEA CONSTIPATION

BLOOD IN STOOL 2 GOPING/STRESSISELFPERGEPTION/HELATIONSHIP Sl
POLYPS Is there any significant change in your life recently? 4 Q

FAMILY HISTORY POLYPS/COLON CANCER
ULCERATIVE COLITIS/CHRONIC DISEASE
0STOMY

Please explain

alufulalufn
0ooooo &

Do you have any special spiritual, cultural or religious needs to be considered?

No O YES O

Who is your support person(s)

PATIENT SIGNATURE DATE
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