ATLANTA PRIME MED- Patient Information Form
5008 Buford Hwy Suite A Chamblee GA 30341

P:770-451-1146 F: 678-534-3701

Date H #j: / /

Name % 78 Relationship Status (Married, Single Widowed, or Divorced)
QM BE Qs E Qw F QD

Last 24 First &= M. I.

Birthdate 4 B: / / S.S# - - 0ONo S.S

Age L ih: years or months Sex: MEAIQFemale & QMale B4

Address H#hiif:

Phone Number EEE5E1E: - -

Emergency Contact’s Name BRI A4

Phone Number EEE5E1E: - -

Reason for today’s visit4 K AR FI R A

How did you hear about this clinic/{R 2 & EEEERRIE (F 72 AT 1?2

Describe your current symptoms briefly/ 2 #4142 B Rl AE IR

Do you have insurance R {£kEE? QYesZ QONo, | will pay myself. 7, HE 1A EC

| understand that by signing below I agree that the form has been filled to the best of my ability and to
pay all medical expenses incurred for services provided to me

Signature:




ATLANTA PRIME MED- Patient Information Form

5008 Buford Hwy Suite A Chamblee GA 30341

P: 770-451-1146 F: 678-534-3701

PAST MEDICAL HISTORY /i@ & EES

Please v you now or have you ever had/ EVIRIBEZES A8 :

___Anemia/& 0
___Angina/iIbEE
___Asthma/tE g
___ Cataracts/B N[

____Cancer (type)

fE (B

___ Colitis/#E5km 2

___ Crohn’s disease/ 5% #& B &
___Diabetes/#E&R &
____Emphysema/fiti & fE

____Epilepsy (seizures)/ &M (EEJE
F1E)

___ Goiter/BiRIRIE
___Heart murmur/iLBEES
___Heart problems/iLyiE R 78

____ Hepatitis/FF 2

Other medical conditions (please list):

Signature:

___High blood pressure/=; IfiL B
___High cholesterol/= fEE &g
___HIV/AIDS; HIV %%
____Hypothyroidism
___Jaundice/ZEE

___Kidney disease/ B @& %
___Kidney stones/B R
___Leukemia/B ¥R
___Pneumonia/ffi
___Psoriasis/&4 FE fiF
____Pulmonary Embolism/ffit£ 2
____Rheumatic fever//E\;RZh
___Stroke/ H1JR

____Stomach or peptic ulcer/ B B;H

g Ed=¢t

___Tuberculosis/#E#% 5%



ATLANTA PRIME MED- Patient Information Form
5008 Buford Hwy Suite A Chamblee GA 30341

P: 770-451-1146 F: 678-534-3701
Personal History /{8 A BESR
Were there problems with your birth? (Specify)/ {REH A B RIZEE? 55108
Where were your born & raised? / {RHE &£ KA S 2

What is your highest education? {REIER=EEE BT EE ?

FAMILY HISTORY/ %

IF LIVING/BN R & & IF DECEASED/INR £ T
Age Health & Psychiatric Age(s) at death/ Cause/[R A
O3 AN S3: 0k )
4

Father

RE

Mother

BH

Siblings

AR Bk

Children

=¥

PSYCHIATRIC PROBLEMS PAST & PRESENT/ (R E D EME B EFIIRE -

Signature:




ATLANTA PRIME MED- Patient Information Form

5008 Buford Hwy Suite A Chamblee GA 30341

System Review/ RFEELER

P:770-451-1146 F: 678-534-3701

In the past month, have you had any of the following problems?

B r—1{E A 4,

GENERAL /— §i%&

U Recent weight gain; how
much/ fxifFE2 EIgm; %

U Recent weight loss: how

much/ &xiIZiEE EIEm; %

Ibs
Q Fatigue/ J& 55
U Weakness/
55 %h
O Fever/ $1E
O Night sweats/& ;T

MUSCLE/JOINTS/BONES
ANEN/$%58/ B EE

0 Numbness FEAR

Q Joint pain BAEEE

O Muscle weakness AILA4E 1
Q Joint swelling EAEIERR
Where? B ?

EARS Ho

O Ringing in earsHI§
Q Loss of hearing B H3# %k

Signature:

NERVOUS SYSTEM/

EREGEIE L TR R ?

PSYCHIATRIC

1R R i

0 Headaches/Z8%&

O Dizziness/ BB&

U Fainting or loss of
consciousness/ = {5 5&
O Numbness or tingling /
R R

0 Memory loss/ECIEE &

STOMACH AND
INTESTINES

B k&

O NausealEily

Q Heartburn 8194

0 Stomach pain B7&

Q Vomiting NE/t:

4 Yellow jaundice
=RBRE

U Increasing constipation
HEAN{E R

U Persistent diarrhea
FEERE

U Blood in stools
EEPHMK

O Black stools B &F

Q Depression/ {IEAE
0 Excessive worries/ @& EEHE
=
Q Difficulty falling asleep/ &
VPN
Q Difficulty staying asleep/ &
VPN
U Difficulties with sexual
arousal/ 14 FE i B £
U Poor appetite/

B OA4F
Q Food cravings/$t B¥#);8

tH
=

Q Frequent crying/ $8 %5835

Q Sensitivity/ E8UE

U Thoughts of suicide /

attempts/EARL B/t E#IAE

i

Q Stress EH

Q Irritability/ 5%

Q Poor concentration
FENTEH

U Racing thoughts
EHRE

Q Hallucinations£1&:

ORapid Speech {RiEHE

U Guilty Thoughts
ARHEE

UParanoia

OMood Swings 1&#& K 2f

UAnxiety

QORisky Behaviorf& 1T 24



ATLANTA PRIME MED- Patient Information Form

Eves EEEﬁ

Q Pain &J&
O Redness 4T

O Loss of vision t] 71384
U Double or blurred vision

RN ES SRR
O Dryness §21&
THROAT Mg

Q Frequent sore throats #& & Mz MesE

0O HoarsenessZ = i

Q Difficulty in swallowing 78R £

Q Pain in jaw TE&ERH

HEART AND LUNGS
10 8 00 firfi g

Q Chest pain faj&

Q Palpitations 11> %F

O Shortness of breath FEIR 2R
Q Fainting =42

0 Swollen legs or feet BREE I fE fiE

Q Cough B8k

Signature:

P:770-451-1146 F: 678-534-3701

SKIN

0O Redness ##I

0O Rash K%

O Nodules/bumps #E&i/ M
Q Hair loss fit &

U Color changes of hands or
feet F IR L5k

BLOOD Ifni&

Q Anemia B
Q Clots %

KIDNEY/URINE
/[BLADDER
B e/ R /BB b

U Frequent or painful urination
SR S B9 BE R

U Blood in urine
FR & H B I %

Women Only

£/ & :

U Abnormal Pap smear
EXRZEREER

Q Irregular periods
TR Bl pY R A

U Bleeding between periods
HARS H i

a PMS

5008 Buford Hwy Suite A Chamblee GA 30341

OTHER PROBLEMS
H fth RS

WOMENS
REPRODUCTIVE
HISTORY

TR EREREE:

Age of first period
E—HARF i

years

# Pregnanciesf®Z2:

# Miscarriages:

# Abortions:

Have you reached
menopausef{RE| T B F i ?
Y/N

At what age7E+FEEE#R?
Do you have regular periods

AR ENOEHE? Y/ N



ATLANTA PRIME MED- Patient Information Form
5008 Buford Hwy Suite A Chamblee GA 30341

P: 770-451-1146 F: 678-534-3701

CURRENT MEDICATIONS/ IR{TEEY)
Drug allergies: Q No Q Yes kY88 : eBEeRHE?

To what?

Please list any medications that you are now taking. Include non-prescription medications

& vitamins or supplements/8& 5| HIEEERANIEMIEY, QFIE/AEMEERIAER -

= [ = = [ © ~ ol w =
© N o i i ¢ : ( ( b

N
©

Signature:




ATLANTA PRIME MED- Patient Information Form
5008 Buford Hwy Suite A Chamblee GA 30341

P:770-451-1146 F: 678-534-3701

Patient Responsibility

| understand and agree that | am financially responsible for all charges for any and all services
rendered. This includes any medical service or visit, routine examination, any other screening
ordered by the doctor or staff. | understand that if | have come for a physical but want further
treatment my insurance may not cover such visits and | will be held responsible for the
balance.l understand that while my insurance may confirm my benefits, confirmation of
benefits is not a guarantee of payment and that | am responsible for any unpaid balance. |
understand and agree that it is my responsibility to know if my insurance has any deductible,
copayment, co-insurance, out-of-network, usual and customary limit, prior authorization
requirements or any other type of benefit limitation for the services | receive and | agree to
make payment in full. | understand and agree that it is my responsibility to know if my
insurance requires a referral from my primary care physician and that it is up to me to obtain
the referral. | understand that without this referral, my insurance will not pay for any services
and that | will be financially responsible for all services rendered. | agree to inform the office of
any changes in my insurance coverage. If my insurance has changed or is terminated at the time
of service, | agree that | am financially responsible for the balance in full. If | am a Medicare
patient, | understand that | need to provide the office both my Medicare ID card and my
secondary ID card. If the office does not have the proper information for a secondary insurance,
the secondary will not be billed. It will be my responsibility to pay the balance and then file a
claim with the secondary for reimbursement. By signing this form, | consent to the use and
disclosure of protected health information about me for treatment, payment and health care
operations, and/or as required by law. | have the right to revoke this Consent, in writing, signed
by me. However, such revocation shall not affect any disclosures already made in compliance
with my prior Consent. Atlanta Prime Med provides this form to comply with the Health
Insurance Portability and Accountability Act of 1996 (HIPAA).

Printed Patient Name (and Guardian Name if applicable)

Patient or Guardian Signature

Date:

Our office does not make the rules. They are determined by your specific medical insurance plan.

Signature:




ATLANTA PRIME MED- Patient Information Form
5008 Buford Hwy Suite A Chamblee GA 30341

P: 770-451-1146 F: 678-534-3701

BEAEE

HHRARIGEE > B PRt A ISR EH AR RE - EEMAEMAERE
AR B - BifTied - BAKTIEASSTEAEI EAEE - IE - RIARERE
TR - VIR ATRE A SRS B LN - UK R EREH o FRAIE AT IRER
AT DAMERRFRAVER] - (ERERSREANE A REPREE (IR > IEMEFIR (T BrEHE R - FEEERL ]

B WEEE TERH R E S A EM I0E - HESA - SERRE - 888850 > mENE
PUBRA] - S5 E K e BRI R B AL (T AT R AR AR B PR R T 2 3R TR - FeE
i FEE > BAREHNERNREE DT ZHRAVIIR IR ER D - 1 H RBAEEE

2 o BEER - MRIRA IR - BHVIRbER A S EMAIREER - I HBGREATie tay
FIE B ABSOR R - REEBERIFA =N RREEA (b o QR BAVIRRER
B AL ek 1k > WA ERE B E 2R E - AIRIIEMedicare 3 > HH1E
HAEZ A E e fiMedicare S (RS AT 4 S (738 - MRIF A LA EER IRl
SR A gmPEANSWHEN - ZAEESITEREE - MR E 2 R - i
FEBLFRAE - WEEE AN EARERAER > SRR R PR Z IREREER -
HIBGEERER - WAELEEE ABHAFES > WHEEE - B2 » IHEREH A EY

BEMIBRZ AN EEETHVEM$EE - Atlanta Prime Medf2 748 LIRF & 1996 (2
Prig BB R EEZE (HIPAA) -

BRIy gt (OB - BREEALER)

BHEBEE A EH

H
MR AZREEEMA] - B R EHVR e SR IRizst S80E -

Signature:




