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	Registration

Date:_______________ 
Name:___________________________________________________________
Address:___________________________________________ Home Phone:______________
City:____________________________________ State:_______ Zip:_____________

 Birth date:______/_____/______  Age:___________

Social Security Number:___________________________

Patient employer:______________________  Occupation:_________________ 
Work Phone:________________  Cell Phone:_______________


	Primary Insurance:__________________________________________________
Subscriber name if different than patient):__________________________________________
Subscriber #:_______________________________   Group# :_________________________
Secondary Insurance:___________________________________________________________________

Subscriber#:_________________________________  Group#:_________________________
Who is responsible for this account:__________________________ 
Relationship to patient:____________________________
Responsible party social security #;_____________________

Date of birth of responsible party:________/________/_________



	Emergency Information

In case of emergency who should we notify:_________________________________________
Relationship to yourself:___________________________ 
Phone number to contact:__________________________


	Additional Information

How did you hear of our clinic?___________________________________________________
Are any of your other family members patients here (if so, 
who)?_______________________________________________________________________



Full Circle Medical Clinic

Wendy Smith, ARNP

Fleur Coulter, ARNP,CNM

	Patient Name:__________________________________________________________


	Insurance Assignment and Release
I, the undersigned have insurance with the _____________________________________
                                                                         (Name of insurance company)

And assign directly to :Full Circle Medical Clinic______________  all medical benefits, if any, otherwise payable directly to me for services rendered.  I understand that I am financially responsible whether or not paid by insurance.  I herby release the provider to release all information necessary to secure payment of the benefits.  I authorized the use of this signature on all my insurance submissions.

(Signature of insured/guardian)                                                                       Date




	Uninsured

I, the undersigned agree to be responsible for payment on all charges for services rendered by Full Circle Medical Clinic providers.  I understand that if I pay the charges in full on the day of service I will receive a 10% discount off the total charges

_______________________________________________________________________
                      (Signature)                                                                                Date




	Co-Payment
We ask that all co-pays be paid at the time of your visit.  We will bill your insurance for the balance but you are still responsible for any outstanding balance not paid by your insurance.  It is helpful to us if you bring in a copy of your benefits plan and allowed medication list so that we can help keep your out-of pocket expenses to a minimum.  If you have Medicaid, please provide a copy of your coupon every month.  We cannot see you without your current coupon.
If you do not pay your co-pay at the time of service you will be assessed a $7.00 billing fee for the costs incurred in billing for the co-pay.

______________________________________________________________________ 
                    (Signature)                                                                                Date




Full Circle Medical Clinic

Wendy Smith, ARNP

Fleur Coulter, ARNP,CNM

	Prescription Renewal Process

To streamline the prescription renewal process, we ask that you please call your refill requests to your chosen pharmacy.

Your pharmacy will fax our office on your behalf.  A member of our staff will receive the requests and begin the approval process.  Please do not call the office to request refills, unless you feel you need to speak to a staff member. 

We will make every effort to take care of your refill the same day: however you must do your part by calling the pharmacist before you are out of your medication.  This applies to all prescriptions whether there are refills available or not.  From the information the pharmacy provides, the Health Care Provider will determine if you need to be seen before the refills are given, if there are no refills remaining.



	Appointment Process

If you are unable to keep a scheduled appointment we ask that you give 24 hours notice.  We are  aware that your day can change with little notice and so we ask that you give us at least one hour’s notice when you will not be coming in.  If you miss 3 appointments without calling in a 12 month time period, we reserve the right to discharge you from the practice.  We make every effort to be here and on time for your appointments and we ask you to do the same. If you are 10 minutes or more late for your appointment , we reserve the right to reschedule you.



	Notice of Privacy Practices Acknowledgement

When you are a patient of this clinic a record of all health care services provided to you is kept.  You may ask to see a copy of that record and you may ask for a correction to be made of that record.  We will not disclose your records to any other person or clinic without your consent unless we are compelled or authorized by law to do so.  You may view your records or obtain a copy of them by contacting the office manager.

The Notice of Privacy Practices describes in detail how health information regarding you may be disclosed or used and how you may obtain access to your records.

My signature below acknowledges my receipt of the Notice of Privacy Practices.

__________________________________________________________________
Parent or legally authorized individual signature                                    Date

________________________________                                    _______________

Printed Name                                                                               Relationship




Full Circle Medical Clinic

Wendy Smith, ARNP

Fleur Coulter, ARNP,CNM

	To assist us in providing you the best possible medical care, please complete the following form.  If a question does not apply, or the answer is no, please write N/A or none.  Answer every question.
___________________________________________________________________

Name                                                                                      Date




	Allergies:
1.___________________________________         4.________________________________________

2.___________________________________         5.________________________________________

3.___________________________________         6.________________________________________




	Medication with dosage:

1.__________________________________            4.______________________________________

2.__________________________________            5.______________________________________

3.__________________________________            6.______________________________________

Pharmacy of Choice:_________________________________________________



	Current medical diagnosis (i.e. Asthma, Diabetes, etc.,):

1.__________________________________              4._____________________________________

2.__________________________________              5._____________________________________

3.__________________________________              6._____________________________________




	Health Maintenance:

Tests                                                                              Vaccines

Last Pap:________________________                         Last Flu shot:_______________________

Last mammogram:________________                           Last Pneumonia shot:_________________

Last BMD:______________________                            Last Tetanus:_______________________

Last Cholesterol:_________________                            LastGardasil:____________________



Full Circle Medical Clinic

Wendy Smith, ARNP
Fleur Coulter, ARNP,CNM

	HEALTH HISTORY



	Today’s date:_________________________

Name:_______________________________

Marital Status:________________________

Number of children:____________________

Interest:______________________________

_____________________________________

_____________________________________

_____________________________________
	
	FAMILY HISTORY:

Check only if a family member has/had the following:

____Allergies

____Diabetes

____Thyroid problems

____Lung problems

____Heart disease

____Stroke

____High Blood Pressure

____Mental or emotional problems

____Cancer (type):_____________
____Other inherited diseases




	Hospitalizations and Surgeries:

YEAR                       REASON                                                   OUTCOME
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________




	Health Habits:

Do you smoke cigarettes? _____ Yes  ____ No  If yes, packs per day? _________ Years smoking?______

Do you use other forms of tobacco?  _____Yes _____No

Do you drink alcoholic beverages? _____ Yes _____No

If yes: beers per week:______ glasses of wine per week:_________ mixed drinks per week:_________

Do you exercise regularly? _____Yes  ____No

If yes, what type of exercise?______________________________________________________




Full Circle Medical Clinic

Wendy Smith, ARNP

Fleur Coulter, ARNP,CNM

	Patient Name:____________________
REASON FOR APPOINTMENT:


	MEDICAL PROBLEMS: Give the year you had the problem or place and X if you have it now.

____ Asthma

____ Hay Fever

____ Tuberculosis

____ Heart trouble

____ Rheumatic fever

____ High Blood pressure

____ Stomach or duodenal ulcer

____ Bowel trouble

____ Liver trouble

____ Gallbladder trouble

____ Pancreas problem

____ Hernia

____ Kidney or urinary troubles

____ Stroke

____ Neurological disorder

____ Convulsions/seizures

____ Headaches

____ Arthritis/Gout

____ Back or neck trouble

____ Alcoholism/Drug abuse

____ Psychiatric/Emotional problem

____ Diabetes

____ Thyroid problems

____ Anemia

____ Blood disorder

____ Cancer

____ Eye trouble

____ Ear trouble

____ Sinus trouble

____ Weight problem

____ Breast mass

____ Menstrual problems

____ Sexual problems

____ Sexually transmitted infections

____ Skin disease

____ Congenital condition

____ Radiation therapy

No. of Pregnancies:____________________

No. of Deliveries:______________________

Type of Birth Control:___________________

(If applicable)

Last Menstrual Period:___________________

 

	SYMPTOMS: place an X if you currently have any of the following:

____ Persistent hoarseness

____ Shortness of breath

____ Fever

____ Chest pain/discomfort

____ Unusual heartbeat

____ Frequent cough

____ Swollen ankles

____ Leg cramps

____ Indigestion/heartburn

____ Difficulty swallowing

____ Abdominal pains

____ Diarrhea/Constipation

____ Blood in urine

____Pain while urinating

____Difficulty controlling urine

____ Getting up at night to urinate

____ Vaginal discharge

____ Hot flashes

____ Weakness/Fainting

____ Painful joints

____ Unusually tired

____ Unusually nervous and irritable

____ Other: please specify;

_______________________________________

_______________________________________

_______________________________________


	


