Olympic Physicians, P.L.C.C.

As a measure to keep medical costs down, we ask our patients to pay cash, check, MasterCard, Visa at the completion of each visit.  Special arrangements may be made for those with an insurance plan we contract with, those with large hospital bills, and those with financial difficulties.

If you have health insurance, it should be understood that this is an agreement between you and your insurance company to pay you.  Your doctor’s bill is an agreement between you and your doctor.  You are ultimately responsible to ensure your insurance carrier makes payment.  Interest will be charged at the rate of 1.5% on balances past 90 days.  Thank you for taking the time to complete this patient information.

***Also, please be advised that your provider will review all medical and prescription information that you have provided, and determine the best plan of care for you.

PATIENT REGISTRATION

Patient name______________________________

Mailing address: _____________________________________________

City: ____________________State: ____________Zip Code___________

Home phone: __________________Cell: ____________________Work: __________________

SEX:  M / F    DOB: __________   SS#__________________   Marital Status: S, M, D, W

Employer name__________________________ Phone: ______________________

Primary Insurance: ___________________Insured Name: _______________________ DOB: ______

ID#_____________________ Group#: ___________ Phone: ______________________ Copay: _____

Secondary Insurance: _________________Insured Name: _______________________

ID#_____________________ Group#____________ Phone: _______________________ Copay_____

Name of Spouse or Guardian_________________________Phone________________________

Emergency Contact:_______________________Phone:__________________Relationship______________


               *** (Someone outside your home)***

Do you have a living will?     Yes  or No                     Do you have Durable Power of Attorney? Yes  or No 

**AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFIT

I hereby authorize Olympic Physicians, P.L.L.C. to release records to my insurance company as needed for billing purposes.

Date:______________________  Signature:_________________________________

**TREATMENT OF MINOR

If patient is under the age of eighteen (18), I give permission to Olympic Physicians, P.L.L.C. to treat in absence of a parent.

Date:______________________  Signature: _________________________________  Parent    Guardian 

OLYMPIC PHYSICIANS, P.L.L.C. 237 PROFESSIONAL WAY SHELTON, WA 98584

NAME:_______________________________________________  BIRTHDATE:______________________________

GENERAL MEDICAL INFORMATION

Reason for today’s visit: ___________________________________________________________

Present medications: ______________________________________________________________

Allergies to medications: ______________________________

Other allergies: ______________________________________

Other physicians treating you:________________________________________

Previous or other medical problems: __________________________________________________

Previous surgeries or hospitalizations: _________________________________________________

Females only: Are you pregnant, planning a pregnancy or nursing:  Yes   No

Do you smoke? Y / N   Cigarettes, Smokeless tobacco, Cigars   #Years_____ 

     **Interested in stopping?  Y / N

Do you drink alcohol? Y / N   Amount per day ______  Do you drink coffee? Y /N    Amount______

Have you used recreational drugs? Y / N

PERSONAL MEDICAL HISTORY       **Check all that apply**

Difficulty hearing _____ Heart Attack _____  Frequent urination _____ Glaucoma _____ Stroke ____

Urinary incontinence _____ Cataracts _____ Dizzy spells _____ Arthritis _____ Sinus Problems_____

Blood in Stool _____ Osteoporosis _____ Eczema/Skin Problems _____ Stomach Ulcers _____

Back pain _____ Asthma _____ Hepatitis _____ Seizures _____Shortness of Breath _____

Heartburn _____ Memory loss _____ Lung disease _____ Constipation/diarrhea _____

Headaches _____ Irregular heart beats _____ Kidney disease _____ Diabetes _____ Cancer_____

High cholesterol _____ Prostate problems _____ Thyroid problems _____ Chest pain/pressure _____

Erectile dysfunction _____ Depression/anxiety _____

IMMUNIZATIONS: (year) Tetanus___ Influenza___Pnuemonia___Hepatitis___Other______________

FAMILY HISTORY: (Mother, Father, Siblings)

High blood pressure________________________________ Stroke_____________________________

Cancer (breast, prostate, colon)__________________________________________________________

Heart Attack ___________________________________Diabetes ______________________________

Depression __________________________________High Cholesterol __________________________

SOCIAL HISTORY

Do you have support people around you? ___________________________

Is religious faith important to you?_________________________________

