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Name Height Weight SS#

Street Address Date of Birth Marital Status: S M W Sep D
City State Zip
Telephone Home Telephone office

PrimaryCarePhysician ReferringPhysician

Spouse’s Name

Spouse’s Employer/Address

Emergency Contact Telephone Relationship

os* 8., /

Employer Name Telephone

Employer Address City/State Zip

Patients Occupation

8 "8, * i
Employer Name Telephone
Employer Address City/State Zip

Relationship to Patient

8 -
Medicaid# (if applicable) Medicare# (if applicable)

Primary Insurance Company Name

ID # Group # Telephone

Secondary Insurance Company Name

ID # Group # Telephone

-8, 7/ D 0/ . 2

I authorize the release of any medical information necessary to process this claim. I permit a copy of the authorization to be used in place of the
original.

Date Signature

I hereby authorize Dr. Mukesh Saraiya to apply for benefits on my behalf for covered services rendered by him or his order. I request that
payment from my insurance company/companies by made directly to Dr. Mukesh Saraiya (or to the party who accepts assignment).

I certify that the information I have reported with regard to my insurance coverage is correct.

I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance
company at any time in writing.

Date Signature

(Patient, parent, or guardian)



Chief Complaint and Present Illness.

Reason for Consultation: [] Acute Respiratory Failure [ JARDS [] Aspiration [JAsthma [ Bronchiectasis []
Baromedical Evaluation [] COPD [] Cystic Fibrosis[| Lung CA [Obstructive Sleep Apnea [ Pleuritis []

Pleural Effusion [] Pneumonitis ] Pneumothorax [J Pulmonary [ HTN [0 PFT ([ PE [ Sarcoidosis
Check Up [ Other:

Chief Complaint:
If Symptom Includes Pain Check The One(S) That Best Describe: [} Aching [] Burning
[J Continuous [J Cramping [ Deep [1Dull [JGnawing []Gradual [JIntermittent
[JMild () Moderate [JSharp [I Shifting [ Stabbing [JSudden [ Superficial

[J Other:

Duration: Location (s): Historian:

Date Symptom(s) Began:
Frequency of Symptom(s): [J X Per Day [ X Per Week [ X Per Month[] X Per Year
[J Constant [ Intermittent []Occasional []Rare []Recurrent [] Other:

Intensity of Symptoms: [1 Excruciating [ Mild [ Moderate [ Severe [ Other:

How Did Symptom(s) Start:

How Did Symptoms(s) Progress:

What Brings It On: What Makes It

Worse:

What Relieves It: Associated Symptom(s):
Antibiotic Usage:

Comments:

Medications- List all medications you are currently taking. Include ALL medications even the Over The Counter
Ones.

01/ ": - b 0 2 3 -







Allergies —List Your Allergies including any medications that caused an allergic reaction.

List ALL Allergies

Allergic reaction

Past Medical History- Please provide a complete history including all illnesses, injuries, hospitalizations and

operations.
List All Illnesses, Injuries & Date Hospital Treatment Physician
Operations
Immunizations/Vaccinations Blood Type Blood Transfusions Last Chest X-Ray :
UDPT _ /[ [ Measles DA+ [JA- No. of Transfusions: [JNormal L] Abnormal
_ LB+ LB- - Last TB Skin Test:
OMumps _ / /[l Pneumococcal T AB T1AB- | Date(s) Reason(s) [1Positive [} Abnormal
A 10+ [ O- Last EKG:
[JSmallpox  / /  [JInfluenza 1 Other:
A I Last Eye Exam:
O Thphoid / /  OPolio  / [/
OTetanus _ / /  OMMR__/ /| _
Lot#:

Family History- Please list all Blood Relatives with their current health status and any illnesses they have had or

have.

List Blood
Relatives

Health Status

Age If Living

Age At Death

Cause Of Death Illnesses

Father

Mother

Brother(s)

Sister(s)

Social History- Please check the appropriate boxes and fill in the accurate amounts of standard portions

Mental Work: [J Light [J Moderate [IHeavy Hours Per Day: Number of
Children:

Physical Work: [1Light [1 Moderate [1Heavy Hours Per Day:

Exercise: [J Light [J Moderate [JHeavy Hours Per Day: Types Of
Exercise:

Alcohol: [JNever [JBeer(s)  Per Week []Liquor Per Week [1Wine  Per Week
How Many years:

Smoking:

[1 Never

[] Current

[] Discontinued Type:

Quantity: How




Many Years:

Caffeine: I None Cups Per Day: How Many Years: Other:

Aspirin: [1None Quantity Per Day: How Many Years: Other:

Nutritional Information: [] Low Sodium Diet [ Diabetic Diet [1Low Fat Diet [1Vegetarian Diet [JLow Cholesterol Diet
[ Other:

Miscellaneous Drugs: [ Amphetamines  [] Antacids  [1Cocaine [JDiet Pills [JLaxatives []Marijuana [
NutraSweet [ Pain Pills ~ [JSaccharin [ Sleeping Pills [ Vitamins [ Other:




PATIENT’S FULL NAME:

SOCIAL SECURITY #:

DATE OF BIRTH:

INSTRUCTIONS FOR LEAVING MESSAGES AND/ OR DISCLOSING YOUR PERSONAL

HEALTH INFORMATION

OK TO GIVE INFORMATION TO SPOUSE YES NO
OK TO LEAVE INFORMATION ON ASWERING MACHINE YES NO
OK TO GIVE INFORMATION TO PARENT/CHILDREN YES NO
OK TO GIVE INFORMATION TO CAREGIVER YES NO
(PLEASE SPECIFY):

OK TO COMMUNICATE WITH ANY OTHER PERSON YES NO
(PLEASE SPECIFY):

COMMUNICATE ONLY WITH ME YES NO

THIS DIRECTIVE WILL BE CONSIDERED IN EFFECT UNTIL REVISED ON WRITING.

(SIGNATURE)

(DATE)

OTHER
COMMENTS:
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