Albemarle Medical Associates, PLLC

PATIENT INFORMATION FORM
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check35][bookmark: Check17][bookmark: Check18][bookmark: Check19][bookmark: Check42][bookmark: Check43]Prefix:	|_| Mr. 	|_| Mrs.	|_| Ms.	|_| Dr.
Last Name: _______________________________ 		First Name: __________________________ 	MI: _________    
Suffix: 	|_| Sr. |_| Jr. |_| Other _____
Gender:  |_| Male  |_| Female  		SSN: _________________________  		Date of Birth: _________________

Marital Status: |_| Single |_| Married |_| Divorced |_| Widowed
Race:	|_| Decline	|_| American Indian/Native American	|_|Asian		|_| Black/African American	
               |_| White	|_| Native Hawaiian/Other Pacific Islander	|_| Other	|_| Decline
Ethnic Group:	|_| Decline	|_|Hispanic/Latino	|_| Not Hispanic/Latino
Preferred Language (if other than English):  _________________________

Address: ___________________________________		City: ________________________	_ State: _______ 	ZIP: __________
Home Phone:  ( _____ )  ______ - _______   		
Work Phone: ( _____ )  ______ - _______   Ext: _____  
Cell Phone: ( _____ )  ______ - _______

Preferred Provider
As a patient of Albemarle Medical Associates, you will see both providers throughout your healthcare experience with our practice, however, as a Patient Centered Medical Home we will strive to accommodate your personal provider preference whenever possible.
|_| Dr. Tejwant S. Chandi, MD			|_| Regina McCoy, NP 


[bookmark: Check28]e-MDs Patient Portal Consent	
|_| Please sign me up       Provide your desired email address: ________________________________________________
By providing my email address above, I agree to being contacted electronically for clinical support, appointment reminders, and for any other reason associated with my medical care.
[bookmark: Check29]|_| I decline at this time

Employment
Employer Name:	_________________________________________________	Occupation: ________________________________
Employer Address: _______________________________ 	  City: _________________________ State: _______	    ZIP: ________
Guarantor: ___________________________________________________________________________________________________________
Emergency Contact
In Case of Emergency Place Notify: ________________________________________	Phone: 	( _____ )  ______ - _______

Pharmacy
Patient Preferred Pharmacy: ______________________________________________	   Phone: ( _____ )  ______ - _______ 




Medical Insurance Information
Albemarle Medical Associates, PLLC will provide you with equal and non-discriminatory access to our practice and medical care regardless of your insurance status.  If you are presently uninsured, under-insured or have questions about your insurance coverage please contact Jocelyn Davis by phone at 252-335-2963or visiting our office to obtain coverage information, carrier information, or contact information for financial support.
1. Insurance Company Name: ____________________________________________________________________________________________________
Subscriber: __________________________________________________	Date of Birth: ________________________	
SSN: __________________	Subscribers Relationship to Patient: __________________________________________
Insurance ID #: __________________________________	Group #: __________________________________________
1. Insurance Company Name: ____________________________________________________________________________________________________
Subscriber: __________________________________________________	Date of Birth: ________________________	
SSN: __________________	Subscribers Relationship to Patient: __________________________________________
Insurance ID #: __________________________________	Group #: __________________________________________
1. Insurance Company Name: ____________________________________________________________________________________________________
Subscriber: __________________________________________________	Date of Birth: ________________________	
SSN: __________________	Subscribers Relationship to Patient: __________________________________________
Insurance ID #: __________________________________	Group #: __________________________________________

[bookmark: Check36][bookmark: Check39][bookmark: Check37][bookmark: Check40][bookmark: Check38][bookmark: Check41]Advance Directives
|_|  Living Will				|_|  Organ Donation
|_|  Power of Attorney			|_|  Other: _______________________________________________________________
|_|  Do Not Resuscitate Order		|_|  None
If you have any of these advanced directives, please provide our office with a copy as soon as possible.










MEDICAL HISTORY FORM
Medications
Please list all current medications (include over-the-counter medications, strengths, and dosage schedules):
	Medication Name
	Strength
	Dosage Schedule 
(How often you take the medication)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


[bookmark: Check20][bookmark: Check21]
Allergies
Please list all known allergies to medications:	|_| N/A ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all known environmental allergies:	|_| N/A
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Medical History
Provide a brief description of any treatment/issue you wish to make your primary care physician aware of: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any other physicians (ie: Specialists) you currently visit:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Check30][bookmark: Check33][bookmark: Check34]Past Surgical History
Provide a brief description of any surgical procedures in your medical history: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List the physicians who performed these procedures:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance Abuse History
Please check all that apply:
|_| Nicotine Abuse			Current User: |_| Yes	|_| No	
Past User:       |_| Yes	|_| No	Approximate Stop Date: _____________________
[bookmark: Check31]
|_| Alcohol Abuse			Current User: |_| Yes	|_| No	
Past User:       |_| Yes	|_| No	Approximate Stop Date: _____________________
[bookmark: Check32]
|_| Narcotic/Illegal Substance Abuse	Current User: |_| Yes	|_| No	
Past User:       |_| Yes	|_| No	Approximate Stop Date: _____________________


Vaccination History

	Name
	Hep A
	Hep B
	HPV
	Pneumovax
	Prevnar
	Tetanus (Td)
	Adacel (Tdap)
	Influenza
	Zoster (Shingles)

	Date Administered (if known)
	
	
	
	
	
	
	
	
	




Family History
	Diagnosis
(ie: Breast Cancer)
	Relationship to Patient
(ie: Maternal Grandmother)
	Current Health Status
(ie: Living and cancer free for 30 years)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Please list the names of any other medical professionals currently involved in your care:
	Physician Name
	Specialty

	
	

	
	

	
	

	
	











Albemarle Medical Associates, PLLC
TEJWANT S. CHANDI, M.D.
Board Certified in Internal Medicine
1507 N Road Street, Suite # 3
Elizabeth City, NC 27909
Phone: (252) 335-2963		Fax: (252) 335-2636

Please list the name, relationship and telephone number(s) of each individual with whom you give us permission to share your personal medical information:
	Name
	Relationship to Patient
	Telephone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Patient Signature: ____________________________________________________	Date: ______________________________




[bookmark: Check26][bookmark: Check27]Medication History Consent
I, ___________________, |_| Consent  |_| Do Not Consent to allow Albemarle Medical Associates, PLLC to obtain my medication history via the e-MDs system known as RxHub.
Patient Signature: ______________________________________________	Date: ___________________
Hand Printed Name: ____________________________________________

[bookmark: _GoBack]
 Albemarle Medical Associates, PLLC
TEJWANT S. CHANDI, M.D.
Assignment of Benefits and Release of Information
I hereby authorize Albemarle Medical Associates, PLLC or its designees to provide medical treatment.  

I hereby authorize release of information pertaining to/for insurance purposes and authorize Albemarle Medical Associates, PLLC to receive direct insurance payments for professional treatment otherwise payable to me for services rendered to myself and/or my dependents.  I understand that I am financially responsible for payment of all services rendered at the time they are rendered unless other payment arrangements have been established.  I am also aware that I am personally responsible for payment of bill(s) for services rendered if I am not covered by insurance or that are not covered by my insurance carrier(s) at the time of service.

Attestation Statement
I confirm that I have received, read, understand, and agree to the financial policy of Albemarle Medical Associates, PLLC and I agree to be bound by its terms.  I also understand and agree that this policy and its terms may be amended by the practice without previous or subsequent personal notification.


_______________________________________________				_________________________
Patients Hand Printed Name							   		       Date

_______________________________________________
Patient or Representative Signature
If Representative- Relationship to Patient: _________________________________

