SMD-$[[PID]]-8000
	Tab:  $[[TN]]
	File: $[[FILE]]

	Patient: $[[FN]]
	DOB: $[[DOB]]

	Physician: $[[POR]]
	DOS: $[[NEXT_APPT_DAY]]



	Cambridge Medical Center

	Please Print The Following Information:                                                           Date:     
	$[[NEXT_APPT_DAY]]

	

	Name of Patient:
	$[[FIRST]]
	$[[MIDDLE]]
	$[[LAST]]

	
	First
	Middle
	Last

	Social Security #:
	
	   Age: 
	$[[AGE]]
	   Sex:
	$[[GEN]]
	    DOB:
	   $[[DOB]]     
	

	Race:  White   Black or African American   Hispanic or Latino  Asian     Native Hawaiian  Other Pacific Islander
    

	Ethnicity:      Non Hispanic or Latino        Hispanic or Latino 
    

	Preferred Language:  English   Spanish Chinese   French   German   Russian   Japanese   Other
Smoking Status:  Current Every Day Smoker   Current Some Day Smoker Former Smoker   Never Smoked  




	Address: 
	$[[ADDRESS]]
	   City:
	$[[CITY]]

	

	State: 
	$[[STATE]]
	  Zip: 
	$[[ZIP]]
	  Home Phone: 
	$[[HOME]]
	  Cell Phone: 
	$[[CELL]]

	

	Email Address: ____________________ Preferred Pharmacy Name, Location ,Phone Number:__________________________________


                                                     

	Please choose preference for receiving communications from our office:  Phone:_____    Email:___ ___USPS:_____ Fax: _____________

	Employer: 
	
	      Phone:
	

	

	Employer Address: 
	

	

	Occupation: 
	
	  E- Mail Address :
	
	

	

	Spouse’s Name: 
	
	  Social Security #:
	

	

	Age: 
	
	    DOB: 
	
	   Employer: 
	
	 Phone: 
	

	

	Person Responsible For Bill: 
	
	 Relationship: 
	

	

	Social Security #: 
	
	    DOB:
	
	

	

	Address: 
	
	   Phone:
	

	

	Employer:
	
	  Address: 
	

	

	In Case of Emergency Notify: 
	
	 Relationship: 
	

	

	Address: 
	
	     Phone: 
	

	

	Reason for visit: 
	

	

	Referring Physician: 
	
	  Phone: 
	

	

	I authorize to bill by insurance company for charges incurred during the course of treatment and to   

	provide any medical information necessary to process insurance claims.  I authorize payment to be made

	directly to and a copy may be used instead of the original.  I authorize my doctor to inquire about

	my account and to receive any information that may be necessary.

	I understand that will file any claims with my insurance company for charges incurred.  However, if

	my insurance company does not have a contract with, I UNDERSTAND THAT I WILL BE PAYING

	FOR MY VISIT IN FULL.  If my insurance company does have a contract with , I agree that I will be

	responsible for all non-covered services and pre-existing conditions.  I will be responsible for any co-

	payments and deductibles.  All billing is handled at the Central Billing Office.  See above address.


	
	
	
	
	$[[NEXT_APPT_DAY]]

	Patient’s Signature
	
	Guarantor’s Signature (If patient is a minor)
	Date





	Tab:  Pt. Info
	File: PROG NOTE

	Patient: $[[FN]]
	DOB: $[[DOB]]
	

	Physician: $[[POR]]
	DOS: $[[TODAY]]
	



	MEDICAL HISTORY 
	
	DATE
	 $[[TODAY]]
	

	PATIENT ID:     $[[PID]]                                                     Gender  $[[GEN]]
	

	NAME:
	 $[[FN]]                        Age:   $[[AGE]]                                                       
	
	
	MARITAL STATUS
	
	
	
	

	  DATE OF BIRTH:  $[[DOB]]
	
	
	S
	M
	W
	D
	SEP
	
	
	
	

	ETHNICITY:  
	Non Hispanic or Latino___ Hispanic or Latino ___
	
	PHONE (H)
	 $[[HOME]]
	
	(O)
	 $[[WORK]]

	
RACE:  White__
	  
Black or Afrcn Amer  __ Hispanic or Latino __   Asian    __  Native Hawaiian __Other Pacific Islander

	
	INSURANCE
	 $[[PRIMARY_INS]]

	
	
	
	

	PLEASE CONFIRM ALL MEDICATIONS BELOW:
	ALLERGIES
	
	
	
	

	$[[MEDS_WDOS_INSTRUCTIONS]]
	$[[ALLERGIES]]
	
	
	
	

	
Problem List:
$[[DIAGS_WDESC]]
Please Update Smoking Status: Select One
1.  Current every day smoker.  ___ 
2.  Current some day smoker.___ 
3.  Former smoker. ___   
4.  Never smoked.  ___


	
	
	
	
	

	
	
	
	
	
	




