ADVANTAGE PHYSICAL MEDICINE AND REHABILITATION, LLC
60 Dunning Road
Middletown, NY 10940-2215
Telephone: (845) 344-4477 Fax: (845) 344-6072

New Patient Registration Form
(please print)

Demographics

Name (first, last): Date: / /

Date of Birth: / / Social Security #: - - Sex: O Male O Female

Mailing Address:

Address Line 2:

City: State: Zip:

Home Phone: Work Phone: ext.

Cell Phone: *Cell Phone Carrier:

Preferred#: OHome O Cell O Work *Carrier is needed for telemed visit reports

Email;

Emergency Contact: Relationship:

Phone: dHome QO Cell O Work

Referred to our office by: dPhysician QHospital/Facility

QPatient/Family/Friend OAttorney QOther:

Primary Care Physician:

Referring Physician:

Pharmacy Name & Address:

Pharmacy Phone Number:

Race:
QWhite American Indian/Alaska Native QAsian Other

ABlack/African American UNative Hawaiian/Other Pacific Islander QPatient Declined/Unknown

Ethnicity: QSpanish/Hispanic UNot of Hispanic Origin

Primary Language: Country:




Name (first, last): Date: / /

Medical Insurance Information (provide card and/or referral)

Primary Insurance Company:

ID #: Relationship to Insured: OSelf O Spouse QOChild dOther

Policy Holder's Name: DOB: / /

Policy Holder's Employer:

Secondary Coverage (if applicable): NONE

Insurance Company Name: ID #:

Policy Holder's Name: DOB: / /

QYes 0ONo today’s visit, is a motor vehicle accident related injury.

4If Yes, please complete NYS No-Fault Verification of Treatment Form
(“NF-3") in addition to this form.

¢If No, proceed to the Medical History section.

OYes 0ONo today’s visit, is a work-related injury.

If Yes, please complete the Workers’ Compensation Form section
in addition to this form.

If No, proceed to Medical History section.
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Name (first, last): Date: / /

Medical History

(Please do not skip any questions. If something does not apply to you please indicate so by writing “N/A” )

1. Past Medical History: Do you now or have you ever had?

UDiabetes U Heart murmur U Crohn’s disease

UHigh blood pressure U Pneumonia U Colitis

UHigh cholesterol Q Pulmonary embolism U Anemia
QHypothyroidism Q Asthma d Jaundice

QGoiter U Emphysema 1 Hepatitis

UCancer (type) Q Stroke U Stomach or peptic ulcer
ULeukemia O Epilepsy (seizures) U Rheumatic fever
UPsoriasis U Cataracts U Tuberculosis

UAngina U Kidney disease 4 HIV/AIDS

UHeart problems U4 Kidney stones U Arthritis (type)

Other medical conditions (please list):

2. List all surgeries’ dates with reasons and any hospital admissions related to today's visit:

3. List all prescription medications with dose (include strength & number of pills per day) and frequency (how often
you take them) (i.e. Advil 200 mg,1 tablet by mouth 2x a day)

4. Medication/Drug/Food allergies (please include: IV Dye, CT Contrast, shellfish, etc.): QNo OYes, to what?:
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Name (first, last):

5. Family History: list all medical problems in your immediate family (i.e. diabetes, arthritis, cancer, etc.):

6. What was/is your occupation?

Currently working? QYes ONo URetired
If Yes: ULight Duty UFull Duty
7. Are you a current or former smoker? 0 Current O Former

If current, how many cigarettes or packs per day?

1 Never smoked

If former, what year did you quit?

8. Do you drink alcohol? Yes  UNo

If yes, how many drinks per day?

9. Other drug use? UYes UNo

If yes, what drug and how much?

Symptoms Checklist

Symptoms Please Circle
Fever Yes No
Nigh Sweats Yes No
Chest pain Yes No
Shortness of breath Yes No
Loss of bowel control Yes No
Loss of bladder control Yes No
Inflammatory arthritis Yes No
Skin rashes Yes No
Weakness Yes No
Depressed mood Yes No
Difficulty sleeping Yes No
Diabetes Yes No
Thyroid Disease Yes No

Page 4 of 5



(4eyjo 40 JeBy ‘9o ‘Adeisy; jsau ‘suoneaipsw) i 1enaq uled ay) sayewW JeYA 0L

(tayjo 4o Bunyiem whuipue)s ‘Bumyis ‘Buiyl) ‘Buipusq) ;esiom uled sy) sexew JBUM ‘6

;0B pue awo3 1 ss0p Jo jJuejsuod ued nof s| 'g

¢|eAey Jo ajeipe] uted Inok ssoq '/

‘0] O} 0 Wouj [2A8] uled Jua.una Inok ejel ases|d ‘g

{1830 10 ‘gouy; ‘syoe ‘Buiqqejs ‘np ‘dieys) ‘uted inof jo Ayenb sy} squassp ases|d ‘G

sy el

juied inok pey nok aaey Buo| MoH &

&Manlul syy jo sjep ay) sem jeym ‘sah 4| iAnlul ue sisy) sep) '

¢AUBUILIOP SI PUBY YIIYM Z

® =ujog
0 = Buibunyssauquny
X =uied
‘swelbejp auj uo ylew asea|d

el peg &ylog Jo Buibun pue ssauquinu ‘uied sausuadxs nok og L

weibeiq uied

/ / ‘?leq (1se| s11) swepN

G Jo G ebed



