
Referring Doctor Name:

田New撞Change

Patient Name: (First, Last, Mi):

Address (Street,Apt)

PATIENT REGISTRATION FORM

Date:

PATIENT INFORMATION

Telephone-Home:

Telephone-Other:

D.○○B Sex:

SS牡

EmpIoyer Nane:

Marital Status周Married鰐seperated田Divol.Ced頴Widowed酷single

EmpIoyer Address:

EmpIoyment Status:田Fu11 Time閏partTime輔Retired鰐Not EmpIoyed

Person To Contact For Emergengy:

RESPONSIBLE PARTY FOR BILLING IF DIFFERENT THAN PATIENT

Responsible Party Name (First, Last, MI)

Patient Relationship to Responsibility:田self融spouse鰐child田oth。,:

Responsible Party Address:

′「elephone Numbers:

EmpIoyel・ Name: TeIephone:_

INSURANCE

P.O Box:

Cardholder’s Name:

Seconda「y Insurance:

P.O. Box:

Cardholder’s Name:

DOB

DOB SS#:

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PAT】EN’「. NECESSARY FORMS WILL BE C OMPLE’「ED TO EXPED汀E INSURANCE

CARR肥R PAYMENTS. THE PAT肥NT IS RESPONSIBLE FOR ALL FEES REGARDLESS IF INSURANCE COVERAGE. 1T IS CUSTOMARY TO PAY FOR SERVICE

WHEN RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE

INSURÅNC巴AUTHORIZATIONS, ASS!GNMENT AND ACKNOWLEDGMENT OF RECIPT OF NOTICE OF PRIVACY PRACT寒CES. (PLEASE READ AND

SIGN)

I HEREBY AUTHROIZE THE PHYSIC】AN TO FURNISH INFORMATION TO INSURANCE CARRIERS CONCERNING MY ILLNESS AND TREATMENT AND I

HEREBY ASSIGN TO T暮iE PHYSICIAN ALL PAYMENTS FOR MEDICAL SERVICES RENDERED TO MYSELF OR DEPENDENTS. 1 1INDERSATND THAT I AM

RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY INSURANCE 】 AGR挽TO PAY ALL BALANCE DUE IN FULL W汀HrN TEN DAYS OF STATEMENT

UNLESS ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.



Bhupendra H. Mahida, M.D., F.A.C.P Ritche C. Chiu, M.D. Pius L. Manavalan, M.D.

InitialConsult

Welcome to NephroIogy Associates ofSW Ohio? Inc? Of鯖ce ofDr. Mahida? Dr. Manava!an and Dr. Chiu. To he!p us meet your

healthcare need§うP!ease軸out these forms in ink and bring it with you on your schedu!ed appointment date as wel! as alI

medications you are currently taking. This is a con鯖dential record ofyour medicai history.

DAT宙;

Name:　　　　　　　　　　　　　　　　　　　　　　　D.0.B

Reason being Referred (Chief

Complaint):

A!le「容ies:

History of Present I‖ness:

Past Medica看History:

Have you had any ofthe following : (Circ!e ``yes,, or短no", leave blank ifuncertain)

Pneumonia…………Yes No

Rheumatic………….Yes No

Heart Disease………Yes No

Hives or Eczema…...Yes No

Hernia………………Yes No

Any other diseases(Please =st):

Pa§t Surgerie§:

Migraines……….,Yes No BackTrouble…

Tuberculosis‥.‥‥Yes No High orLowBP

Diabetes……,…‥Yes No Asthma….

Veneral Dz………Yes No Glaucoma….

Bronchitis………Yes No Epilepsy…

…Yes No Hepatitis……….Yes No UIcer……….Yes No

‥Yes No KidneyDisease...Yes No ThyroidDz…Yes No

…Yes No Arthrltis…. …‥Yes No Cancer………Yes No

‥.Yes No AIDsorHIV+….Yes No Anemia…….Yes No

.‥YesNo Stroke…………‥Yes No T「ansfusjons‥Yes No

Has any blood re!atives had any of the foIIowing (Circle “yes” or “no,,) Note relationship if yes.

High BIood Pl“eSSure……Yes No

St「oke Yes No

Epl】epsy Yes No

AllergleS Yes No

Anemla Yes No

Asthma Yes No

Drug/AIchohoI P「obIem….….Yes No

Mig「anes….

Thy「oid Disease‥

UIcer‥‥

Depression‥..

High Cholesterol.

Kidney Disease‥

○○ut.…

.Yes No

..Yes No

…Yes No

For each ofthe fol!owing relatives) nOte the present age and health ifliving or the age and cause ofdeath.

Father:

Siblings:

Children:

Social History:

Smoke:

Diet:

AIcohoI(how much)

Exercise:

P!ease list any doctors you see:

Family Doctor:

Illicit Drugs

Speciality Doctors:

Occupation:


