UTAH COUNTY SURGICAL ASSOCIATES, P.C.

SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 NEW PATIENT INFORMATION
vuCouny g Asodues — PROVO, UTAH 84604 (801) 374-9625

PATIENT
All new patients Complete this section if patient is not the guarantor
Last Name First Name Last Name First Name Relationship to Patient
Spouse Parent Other
[u] [u] [u]
Address Address
City ST Zip City ST Zip
Primary Phone Phone 2 Phone 3 Primary Phone Phone 2 Phone 3
Email Address Email Address
Social Security Number Date of Birth (MM-DD-YY) Age Sex Social Security Number Date of Birth (MM-DD-YY) Age Sex
oM OF oM OF
Emergency Contact Emergency Phone Emergency Contact Emergency Phone
Marital Status Maiden Name Marital Status Maiden Name
OsS OM OW OOther Os OM OW OOther
Patient Employment/Student Status Guarantor Employment/Student Status
O Employed O Student O Part-time O Full-time O Employed 0O Student O Part-time O Full-time
Occupation Occupation
Employer or School Phone Number Employer or School Phone Number

Please list any known allergies

REFERRING DOCTOR

Last Name First Name Referring Doctor’'s Phone Number Primary Care Physician?

O Yes O No

INSURANCE INFORMATION

Primary Insurance Secondary Insurance Other Insurance

Insurance Company Phone Insurance Company Phone Insurance Company Phone
Subscriber’s Name Subscriber's Name Subscriber's Name

Subscriber’s Birthdate Subscriber’s Birthdate Subscriber’s Birthdate

Social Security Number Social Security Number Social Security Number

Insured ID (Policy No.) Group/FECA# Insured ID (Policy No.) Group/FECA# Insured 1D (Policy No.) Group/FECA#

AUTHORIZATION TO RELEASE MEDICAL INFORMATION AND BENEFITS:

1/We hereby authorize Utah County Surgical Associates, P.C. to release any medical information that may be necessary for either medical care or in processing insurance
for financial benefit. I/We will be responsible for payment for the services rendered, and furthermore agree to pay attorney fees, court costs, collection and filing fees,
including charges or commission up to fifty percent that may be assessed to us by any collection agency retained to pursue this matter. I/We further agree to pay interest
at the rate of 1.5% per month (18% per year). I/We understand and agree that I/we are financially responsible for all deductible amounts, Co-insurance, non-covered
services or services deemed as “non-medically necessary” by my third party insurance carrier.

Patient/Guarantor Signature Date Spouse Signature Date

MEDICARE PATIENT AGREEMENT:
| request that payment of authorized Medicare benefits be made on my behalf to Utah County Surgical Associates for any service rendered to me by such provider. This
authorization will remain in effect until | choose to revoke it in writing.

Signature Date




UTAH COUNTY SURGICAL ASSOCIATES, P.C.
UC SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 NEW PATIENT SELF HISTORY

UG . PROVO, UTAH 84604 (801) 374-9625

(CONFIDENTIAL)

Please fill out this health information form as completely as possible.

Name Birth Date Today’s Date

MAIN REASON YOU ARE HERE

SYMPTOMS YOU ARE HAVING
MEDICAL ILLNESS
List all illnesses that you have or have had.
SURGERIES
List each surgery with the year it was done (include biopsies and tonsils).
MEDICATIONS
List all that you are taking (including vitamins and BCP).

Drug Name Dosage Prescribed by

List drugs or medications to which you are allergic and the reaction

Preferred Pharmacy and Address

(SEE NEXT PAGE)



UTAH COUNTY SURGICAL ASSOCIATES, P.C.
3550 NO. UNIVERSITY AVENUE, SUITE 250
PROVO, UTAH 84604 (801) 374-9625

NEW PATIENT FAMILY HISTORY

Cause of death or current
health problems

Living Age or age at

time of death
Father OYES [INO
Mother [JYES [INO

List any health problems in brothers or sisters

Check any of these ilinesses that have occurred in your family and list who:

Gallbladder

Diabetes

Strokes

Heart Disease

Blood Pressure

Breast Cancer

Other Cancer-list type

O O O o o o g o

Problems with Anesthesia-what problems

Marital Status: [Single [Married [IDivorced [JWidowed

Occupation Other

Do you use tobacco? How Much?
Do you drink alcohol? How Much?
Do you use illicit drugs? Which ones?

Do you follow a special diet? What Type?




UTAH COUNTY SURGICAL ASSOCIATES, P.C.
SA 3550 NO. UNIVERSITY AVENUE, SUITE 250 REVIEW OF SYMPTOMS

Utah County Surgical Associates PROVO, UTAH 84604 (80 1 ) 374’()625

PATIENT NAME:

In each category, check all symptoms that apply.

CONSTITUTIONAL: ONone [OFever [OChills OWeight loss [OWeight gain [JFatigue
OBody aches [Night sweats

HENT: [ONone [Sore throat [ONasal congestion [JHeadaches
BREASTS: [None [OLumps [Nipple Discharge

CARDIOVASCULAR: [ONone [Chest Pain [Heart murmur Cirregular heart rate [1Swelling in legs

OTrouble breathing with exertion  [IPain in legs while walking

RESPIRATORY: [None [OWheezing OCough [OHoarseness [Sleep apnea [OBlood in sputum

OProblems with anesthesia [Shortness of breath [JAbnormal sputum production

GASTROINTESTINAL: [ONone [OHeartburn [JNausea [Vomiting [Bloating [JLoss of appetite
[CDifficulty swallowing CIDiarrhea [IConstipation [1Jaundice [Blood in stool [JAbdominal pain
[OIBlack, tarry stools [dHemorrhoids [1Pain with swallowing [OMucous in stool [INarrow stools

OEarly fullness with eating [Feeling of incomplete bowel emptying

GENITOURINARY:  [None [OPainful urination [JUrinating at night [IBlood in urine

[Change in urine color [Difficulty with urination

INTEGUMENT: ONone [ORash Oltching CINew skin lesions/moles [JChange in skin lesions/moles
NEUROLOGIC: ONone [ONumbness [Tingling [OSeizures

MUSCULOSKELETAL: [CINone [dBone pain [Back pain [JJoint pain CDMuscle pain [Muscular weakness
ENDOCRINE: [ONone [Cold intolerance [Heat intolerance

PSYCHIATRIC: [ONone [ODepression [JAnxiety

HEME-LYMPH: [INone [JEasy bleeding [JEasy bruising [JEnlarged lymph nodes

OPainful lymph nodes

) PRINT THE FORM E% SEND US THE FORM
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