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ALT. QUESTTONS MUST BE ANSWERED

Nmef Ages . Dates, DOE:
“What is yous Pprimazy problem? How long has it heen going on? _

Who is your Primary Care Doctor Referting Docton
FPlease indicate if you have had any of the following: - : 2 L
Rec‘xﬁ-_;- glﬂﬂamb /N Counstipztion gffﬁ vl/jk/‘ _
Rectal bleeding Y/N Dizrthes Y -
Tiching /Burming Y/N Blood in Stool Y/N W\Q/{/ij— —_—
Protusion/Swelling Y/N Chenge in bowelihabits Y/N . :
Dischatge Y/N Fecal Tacontinence Y/N
Abdoming] Pain Y/N Diverticrlosis ¥/N

_ Neansea /N Vomiiing ¥/N

Have youhad z Colonoscopy? ___ When?/Where?

How often do yor move yout bowels?

D~ © youmneed to take znibiotics before surgical or dental procedures? Why?

Have you ever been treated for the following: Chlamydia: ¥/N Gonorthea: /N
Syphliss Y/N  Venereal Worts: ¥/N  Hepes ¥/N  HIV/ATDS: Y/N  Hepatitis: ¥/N
Hzve you ever received Radizfion Thetzpy or Radiation Seeds for any reason such as prostate cancesr
or Cetvical cancer? Bplain? Y/N

Corrent Medications Allergies (meds, Lates) Suzgical History
Social Histozy: Tobacco ¥/N Amouni?
Alcohol /N Amount?
Review of Systems )
Cenerzl Weightloss ¥/N
Me@ical/Fzmﬂy Histoxy: Sleep Apnea T/N
(Do you or your family have any of the #ollowing problems?)Nenrologic Dizziness Y/N
Patient Pamily Lightheaded /N
Colon Cancer Wezkness Y/
Celon Poiyps —_— : Byes Vision changes ¥IN
Ulcezztive Colitis _ _ ENT Hearing changes /N
Crohns dEsease - Cexdiee Chest Pzin Y/N
Other cancers - Chest pressure /N
Heart Disease ___ Tightness Y/N ‘
Hyperrension. - . Pelpitations ¥/N
Dizbetes —_ Respitetory Shortness of Breath /N
Stroke - Coughing Y/N
Luong Disease - Wheezing: /N
ZIivezr Disease - Utdinesy tact  Frequenturination /N
Kidney Disezse - Buzning Y/l\i
Blood doting pzoblems - Inzbility 7o nrinate /N
Mmscrloskeletel Leg sweling Y/N
Lymph Swollen glends /N
: Hemztologic  Easybroising Y/.L\_J.
Physician Signatnze Skin Rashes T/N

Vharmacy Navwe and Phove {pube” - —




Medical Group

Name:
DOB:
Receipt of Notice of Privacy Practices
Initial I acknowledge I have received or I have been provided the opportunity to receive acopy of BJC’s Notice of Privacy

Practices that explains when, where and why my protected health information may be used or shared by BJC
Medical Group.

Patient Communication Preferences

Phone number for voice message(s):

Cell number for text message(s):

Email address:

HIPA A Disclosure Authorizations(s)

Initial I 2uthorize BJC Medical Group to provide the following person(s) with my protected health information:

Print Name: Relationship 10 Patient/Phone number:

Print Name: Relationship to Patient/Phone number:

MY
'-/

Initial I do not authorize BJC Medical Group to:

Disclose my protected health information to anyone other than myself, except as permitted by HIPAA and as
described in BJC’s Notice of Privacy Practices.

Prescription Authorization

Initial I authorize BJC Medical Group to allow the following person(s) to pick up prescriptions on my behalf:
Print Name: Relationship to Parient:
Print Name: Relationship to Patient:

[ understand the HIPAA Disclosure Authorization(s) above may be revoked in writing at any time; however, the revocation will not affect
disclosures of information previously authorized. I understand this authorization is valid while I continue to receive services from any BJC
Medical Group provider.

Signature of Patient/Personal Representative Relationship to Patient - Date



