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Patient Information:

Full Name: __________________________________ Birthdate: _______________ Age: _____________________
SSN: ___________________ Race: _______________ Ethnicity:    Hispanic	 Non-Hispanic	      Declines
Address: ____________________________________ City: _______________ State: ____________ Zip: ________
Home Phone: ________________________________ Cell Phone: _______________________________________
Email: ______________________________________ Gender at Birth: 		Female	Male
Preferred Pharmacy: ______________________ Address: __________________ Phone#:____________________

Emergency Contact:

Contact Name: _______________________ Relationship: ____________ Phone #: _________________________

Insurance Information:

Primary Insurance: 		BCBS		Work Comp		Medicare	Other:________________________
Secondary Insurance:		BCBS		Work Comp		Medicare	Other:________________________

Employment Information:

Employer:______________________ Work Phone: ____________________ Address:_______________________

Spouse Information:

Full Name: ___________________________________ Date of Birth: _____________ SSN:____________________
Employer: __________________________ Work Phone: ___________________ Cell Phone: _________________

How did you hear about us?
Website, Phonebook, Word of Mouth (Who: ___________), or other (please List): _____________________________

Reason for appointment: ____________________________________________________________________________________________________________________________________________________________________________________________

Please List All Current Providers You See:
	Specialist:
	Name:
	Last Visit

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





Means of Communication
 
Patient: _______________________________________________DOB_________________
 
Knoll Clinic may communicate with me as follows about my appointments, test results, treatment options, breach notification, or any other matter related to my treatment or payment of my treatment.  If you decline to give such permission, check “NO.”  At least one box must be marked “YES.”
 
YES     NO
___    	___    	Calling me at my home phone number: Phone #:___________________
___    	___    	Leaving a message on my home voice mail.
___    	___    	Calling me at my work phone number. Phone #:____________________
___    	___    	Leaving a message on my work voicemail.
___    	___    	Calling me at my cell phone number. Phone #:______________________
___    	___    	Texting me at my cell phone number.
(by selecting “no” patients may still receive general information texts related to closings or general office information or changes)
___    	___    	Leaving a message on my cell phone number.
___    	___    	E-mailing me at______________________________________________
                            	(I understand that such communications will not be encrypted)
___    	___    	Leaving a message with any individual who answers my phone(s)
 
Please notify the staff if you wish to make any changes to these directives.
 
I understand and agree to the Means of Communication as above.
 
Patient/Guardian Signature: ________________________________________________
Printed: __________________________________________________
Date: _____________

HIPPA Persons involved in care or payment for care:

I authorize Knoll Clinic to disclose my protected health information (including scheduled/rescheduled appointments, test results, diagnoses, treatment plan, billing questions, etc.) to the following people involved in my care or payment of care.  If you decline such permission, leave the following blank.
Signature_________________________________ Date________________________________________________
Name______________________________ Relationship to patient__________________ Phone_________________
Name______________________________ Relationship to patient__________________ Phone_________________
Name______________________________ Relationship to patient__________________ Phone_________________
ALL PATIENTS MUST SIGN 
I ACKNOWLEDGE THAT I HAVE RECEIVED AND UNDERSTAND THE
KNOLL CLINIC’S NOTICE OF PRIVACY PRACTICES WITH THE EFFECTIVE
DATE 09/01/2013.
X________________________
___________________________________   _________
      Relationship If Not Patient                       Date 
                                                                                                                                                                                            	            	                        ASSIGNMENT OF BENEFITS:  I hereby authorize payment of my medical benefits, including, but not limited to, Medigap benefits, private insurance, Medicaid and any and all other benefits payable by an insurer or other third party to Knoll Clinic LLC.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I hereby authorize said assignee to release all records necessary to secure a secure payment.  If I am insured by Medicare, I request that payment of authorized Medicare benefits be made on my behalf to Knoll Clinic LLC. for any services provided to me.  I authorize any holder of medical information about me to release to CMS and its agents any information needed to determine these benefits or the benefits payable for related services.  I agree to be personally responsible for payment of services which are not covered by insurance and further agree to pay collection expenses and attorney’s fees necessary to collect payment.
Signature:  X_____________________ Date:  ______________
 
CONSENT FOR TREATMENT:  The following information is to be completed by the patient, or the patient’s legally authorized representative/parent.
 
I consent to medical treatment for myself or for the patient for whom I am the parent or legally authorized representative. I understand the Knoll Clinic will share patient health information according to federal and state law for treatment, payment, and operations.  

 Signature:  X______________________ Date: ______________



	Past Medical History                    Patient Name:__________________________________ DOB:_________________________

	Cardiac
	Pulmonology
	GI
	Renal/Genitourinary
	Neurological/Genetic
	Endocrinology

	· Angina
· Aortic Aneurysm
· Arrhythmia
· Cardiac Arrest
· Cardiomyopathy
· Carotid Artery Stenosis
· Congenital Heart Disorder
· Congestive Heart Failure
· Coronary Artery Disease
· Deep Vein Thrombosis (blood clot)
· Heart Valve Disease- 
   which valve: ______________
· Hyperlipidemia
· Hypertension
· Irregular Heartrate
· Myocardial Infarction
· Peripheral Artery Disease (PAD)
· Peripheral Vascular Disease (PVD)
· Varicose Veins

	· Asthma
· Bronchiectasis
· Chronic Cough
· COPD
· Cystic Fibrosis
· Emphysema
· Interstitial Lung Disease
· Mesothelioma
· Obstructive Sleep Apnea (OSA)
· Pulmonary Embolism
· Pulmonary Fibrosis
· Pulmonary Hypertension
· Sarcoidosis
· Sleep Disorders
· Tuberculosis

	· Anal Fissures
· Barrett’s Esophagus
· Bowel Changes
· Celiac Disease
· Change in Stool Size or Shape
· Cholelithiasis
· Cirrhosis
· Colon Polyps
· Constipation
· Crohn’s Disease
· Diarrhea
· Diverticulitis
· Diverticulosis
· Dry Mouth
· Fatty Liver Disease
· Gallstones
· Gastritis
· GERD (acid reflux)
· GI Bleed
· Hemorrhoids
· Hep A
· Hep B
· Hep C
· Irritable Bowel Syndrome (IBS)
· Pancreatitis
· Peptic Ulcers
· Ulcerative Colitis

	· Benign Prostatic Hypertrophy (BPH)
· Chronic Kidney Disease
· Cystocele
· Erectile Dysfunction
· Frequent Urinary Tract Infections
· Heavy Menstrual Bleeding
· Interstitial Cystitis
· Irregular Periods
· Menstrual Cramping
· Nocturia (frequent urination at night)
· Overactive Bladder
· Pelvic Floor Disorders
· Polycystic Kidney Disease
· Polycystic Ovary Syndrome
· Renal Failure
· Renal Stones
· Urinary Incontinence

	· Alzheimer's Disease
· Amyotrophic Lateral Sclerosis (ALS/Lou Gehrig’s)
· Asperger’s
· Autism
· Cerebral Palsy
· Cerebrovascular Accident
· Dementia
· Down Syndrome
· Essential Tremor
· Fragile X Syndrome
· Headaches
· Huntington’s Chorea
· Migraines
· Multiple Sclerosis
· Muscular Dystrophy
· Myasthenia Gravis
· Neuropathy- Location:_________
__________________
· Parkinson's Disease
· Pervasive Developmental Delay
· Seizure Disorder
· Spina Bifida
· Spinal Cord Injury
· Transient Ischemic Attack
· Traumatic Brain Injury
	· Addison’s Disease
· Carcinoid Syndrome
· Chronic Fatigue Syndrome
· Cushing’s Disease
· Diabetes Type 1
· Diabetes Type 2
· Grave’s Disease
· Hashimoto’s Disease
· Hyperinsulinemia
· Hyperthyroidism
· Hypogonadism- Male
· Hypothyroidism
· Infection Problems:
_________________
__________________
__________________
· Insulin Resistance
· Menopause
· Metabolic Syndrome
· Panhypopituitarism
· Perimenopause


	Hematologic
	Musculoskeletal
	Allergy/Immune/Derm
	Psychiatric
	Eyes/Hearing
	Cancer/Other

	· Bleeding Disorders
· Clotting Disorders
· Factor V Leiden
· Hemochromatosis
· Hemophilia
· Iron Deficiency
· Myelofibrosis
· Pernicious Anemia
· Sickle Cell Disease
· Sickle Cell Trait
· Thalassemia
· Thrombocytopenia (low platelets)
· Vitamin B12 Deficiency
· Vitamin D Deficiency
· Von Willebrand Disease

	· Ankylosing Spondylitis
· Autoimmune Disorders:
___________
· Degenerative Disc Disease:
____________
· Dermatomyositis
· Fibromyalgia
· Gout
· Osteoarthritis
· Osteopenia
· Osteoporosis - with or without fracture
· Paget’s Disease
· Polymyalgia Rheumatic
· Polymyositis
· Rheumatoid Arthritis
· Scoliosis
· Sjogren’s Syndrome
· Spinal Stenosis:
_____________
· Systemic Lupus Erythematosus

	· Acne
· AIDS
· Alopecia
· Angioedema
· Cold Sores
· Contact Allergy
· Eczema
· Genital Herpes
· HIV
· Immune Deficiency
· Psoriasis
· Seasonal Allergies
· Shingles

	· ADHD
· Alcoholism
· Anorexia
· Anxiety
· Binge Eating Disorder
· Bipolar Disorder
· Bulimia
· Depression
· Drug Abuse- List
· Eating Disorder
· Obsessive Compulsive Disorder
· Personality Disorder
· PTSD
· Schizophrenia
· Suicidal

	· Visual Impairment- -- Glasses
   - Contacts
   - Lasix
   - Other:-
_________________
_________________
· Glaucoma- 
   - Right
   - Left
   - Both
· Hearing Impairment
-Hearing Aids:
   - Right
   - Left
   - Both


	Cancer

Type:____________




Other Issues Not Listed:____________
_________________
_________________
_________________
_________________




	Family History:


Disease:
	Father
	Mother
	Siblings
	Children
	Pat Grandpa
	Pat Grandma
	Mat Grandpa
	Mat Grandma
	Pat Uncle
	Pat Aunt
	Mat Uncle
	Mat Aunt
	Family History:


Disease:
	Father
	Mother
	Siblings
	Children
	Pat Grandpa
	Pat Grandma
	Mat Grandpa
	Mat Grandma
	Pat Uncle
	Pat Aunt
	Mat Uncle
	Mat Aunt

	Aortic Aneurysm
	
	
	
	
	
	
	
	
	
	
	
	
	CVA Stroke/TIA
	
	
	
	
	
	
	
	
	
	
	
	

	Arrhythmia
	
	
	
	
	
	
	
	
	
	
	
	
	Dementia
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiac Arrest
	
	
	
	
	
	
	
	
	
	
	
	
	Down Syndrome
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiomyopathy
	
	
	
	
	
	
	
	
	
	
	
	
	Essential Tremor
	
	
	
	
	
	
	
	
	
	
	
	

	Carotid Artery Stenosis
	
	
	
	
	
	
	
	
	
	
	
	
	Huntington’s Chorea
	
	
	
	
	
	
	
	
	
	
	
	

	Congestive Heart Failure
	
	
	
	
	
	
	
	
	
	
	
	
	Migraines
	
	
	
	
	
	
	
	
	
	
	
	

	Coronary Artery Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Multiple Sclerosis
	
	
	
	
	
	
	
	
	
	
	
	

	Deep Vein Thrombosis
	
	
	
	
	
	
	
	
	
	
	
	
	Muscular Dystrophy
	
	
	
	
	
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	
	
	
	
	
	
	Myasthenia Gravis
	
	
	
	
	
	
	
	
	
	
	
	

	Hyperlipidemia
	
	
	
	
	
	
	
	
	
	
	
	
	Parkinson's Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Myocardial Infarction
	
	
	
	
	
	
	
	
	
	
	
	
	Seizure Disorder
	
	
	
	
	
	
	
	
	
	
	
	

	Peripheral Artery Disease 
	
	
	
	
	
	
	
	
	
	
	
	
	Spina Bifida
	
	
	
	
	
	
	
	
	
	
	
	

	Peripheral Vascular Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Addison’s Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Sudden Cardiac Death
	
	
	
	
	
	
	
	
	
	
	
	
	Cushing’s Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	
	
	
	Diabetes Type 1
	
	
	
	
	
	
	
	
	
	
	
	

	COPD
	
	
	
	
	
	
	
	
	
	
	
	
	Diabetes Type 2
	
	
	
	
	
	
	
	
	
	
	
	

	Cystic Fibrosis
	
	
	
	
	
	
	
	
	
	
	
	
	Grave’s Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Emphysema
	
	
	
	
	
	
	
	
	
	
	
	
	Hashimoto’s Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Interstitial Lung Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Hyperthyroidism
	
	
	
	
	
	
	
	
	
	
	
	

	Obstructive Sleep Apnea 
	
	
	
	
	
	
	
	
	
	
	
	
	Hypothyroidism
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonary Embolism
	
	
	
	
	
	
	
	
	
	
	
	
	Bleeding Disorders
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonary Fibrosis
	
	
	
	
	
	
	
	
	
	
	
	
	Clotting Disorders
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonary Hypertension
	
	
	
	
	
	
	
	
	
	
	
	
	Factor V Leiden
	
	
	
	
	
	
	
	
	
	
	
	

	Sleep Disorders
	
	
	
	
	
	
	
	
	
	
	
	
	Hemochromatosis
	
	
	
	
	
	
	
	
	
	
	
	

	Barrett’s Esophagus
	
	
	
	
	
	
	
	
	
	
	
	
	Hemophilia
	
	
	
	
	
	
	
	
	
	
	
	

	Celiac Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Iron Deficiency
	
	
	
	
	
	
	
	
	
	
	
	

	Colon Polyps
	
	
	
	
	
	
	
	
	
	
	
	
	Pernicious Anemia
	
	
	
	
	
	
	
	
	
	
	
	

	Crohn’s Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Sickle Cell Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Diverticulitis
	
	
	
	
	
	
	
	
	
	
	
	
	Sickle Cell Trait
	
	
	
	
	
	
	
	
	
	
	
	

	Fatty Liver Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Thalassemia
	
	
	
	
	
	
	
	
	
	
	
	

	GERD (acid reflux)
	
	
	
	
	
	
	
	
	
	
	
	
	Von Willebrand Disease
	
	
	
	
	
	
	
	
	
	
	
	

	Irritable Bowel Syndrome 
	
	
	
	
	
	
	
	
	
	
	
	
	Fibromyalgia
	
	
	
	
	
	
	
	
	
	
	
	

	Pancreatitis
	
	
	
	
	
	
	
	
	
	
	
	
	Osteoarthritis
	
	
	
	
	
	
	
	
	
	
	
	

	Ulcerative Colitis
	
	
	
	
	
	
	
	
	
	
	
	
	Osteoporosis/Osteopenia
	
	
	
	
	
	
	
	
	
	
	
	

	Chronic Kidney Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Rheumatoid Arthritis
	
	
	
	
	
	
	
	
	
	
	
	

	Polycystic Kidney Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Sjogren’s Syndrome
	
	
	
	
	
	
	
	
	
	
	
	

	Polycystic Ovary Syndrome
	
	
	
	
	
	
	
	
	
	
	
	
	Lupus
	
	
	
	
	
	
	
	
	
	
	
	

	Renal Failure
	
	
	
	
	
	
	
	
	
	
	
	
	Eczema
	
	
	
	
	
	
	
	
	
	
	
	

	Alzheimer's Disease
	
	
	
	
	
	
	
	
	
	
	
	
	Alcoholism
	
	
	
	
	
	
	
	
	
	
	
	

	ALS/Lou Gehrig’s
	
	
	
	
	
	
	
	
	
	
	
	
	Anxiety
	
	
	
	
	
	
	
	
	
	
	
	

	Asperger’s
	
	
	
	
	
	
	
	
	
	
	
	
	Depression
	
	
	
	
	
	
	
	
	
	
	
	

	Autism
	
	
	
	
	
	
	
	
	
	
	
	
	Drug Abuse
	
	
	
	
	
	
	
	
	
	
	
	

	Cerebral Palsy
	
	
	
	
	
	
	
	
	
	
	
	
	Schizophrenia
	
	
	
	
	
	
	
	
	
	
	
	

	Early Death:
	
	
	
	
	
	
	
	
	
	
	
	
	Other:______________
	
	
	
	
	
	
	
	
	
	
	
	


Cancer Please List Type and Family Member: ____________________________________________________________________
_________________________________________________________________________________________________________

Past Surgical History:
	
	Surgery:
	Year:
	Details:
	
	Surgery:
	Year:
	Details:

	
	Appendectomy
	
	
	
	Hysterectomy
	
	

	
	Arthroscopy
	
	Joint:
	
	Joint Replacement
	
	Location:

	
	Small Bowel Resection
	
	
	
	Laminectomy
	
	(C)  (T)   (L) spine

	
	Breast Surgery
	
	Type:
	
	Lung Resection
	
	Location:

	
	C Section (female)
	
	
	
	Pacemaker Implantation
	
	Reason:

	
	Cardiac Bypass
	
	
	
	Plastic Surgery
	
	Type:

	
	Cardiac Stents
	
	
	
	Rhinoplasty
	
	

	
	Cataract Removal
	
	Right Left Both
	
	Sinus Surgery
	
	

	
	Colon Resection
	
	
	
	Thyroid Surgery
	
	

	
	Colonoscopy
	
	
	
	Tonsil/Adenoidectomy
	
	

	
	D&C (female)
	
	
	
	Tubal Ligation
	
	

	
	Ear Tube Placement
	
	
	
	Varicose Vein
	
	Type:

	
	Exploratory Laparotomy
	
	
	
	Vasectomy
	
	

	
	Fracture Repair
	
	Location:
	
	Other:
	
	

	
	Gallbladder Removal
	
	
	
	Other:
	
	

	
	Hernia Repair
	
	Type:
	
	Other:
	
	



Current Medications: (PLEASE LIST ALL MEDICATIONS)
	Drug Name:
	Dose:
	How Often:
	Who Prescribes This Medication:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Medication Allergies:
	Medication:
	Reaction:
	Medication:
	Reaction:
	Medication:
	Reaction:

	
	
	
	
	
	

	
	
	
	
	
	



	Last Eye Exam:
	Month/Year:_________Provider:________________
	Last Dental Exam:
	Month/Year:_________Provider:________________

	MALES ONLY:
	
	
	

	Last Testicular Exam
	
	
	

	FEMALE ONLY:
	
	
	

	# of Pregnancies:
	______Births _____Miscarriages _____Abortions
	Last Pap Smear:
	Month/Year:_____________

	Mammo:
	Month/Year:____________
	Bone Density:
	Month/Year:______________

	Last Menstrual Period:
	_____/_____/_______
Menopausal    Perimenopause   Hysterectomy
	
	



Social History:
	Occupation: ____________________________________________________________________________________________

	Marital Status:
	 Single     Divorced    Separated    Married    Widowed   Unmarried, live together    Other:________________

	Do you Have Children?
	YES    NO
LIST:___________________________________________________________________________________

	Who Lives With You?
	List:___________________________________________________________________________________
______________________________________________________________________________________

	Hobbies/Sports:
	List:__________________________________________________________________________________


Exercise:
	Do you Exercise?
	Yes     No

	Type of Exercise:
	List:___________________________________________________________

	How Often?
	____ Days/Week      Occasionally    Rarely   Never


Tobacco Status:
	Do you currently smoke cigarettes?
	Yes   No

	If yes, how many packs per day?
	__________Pack(s)/Day or  ____________ #Cigarettes/how often

	Do you vape?
	Yes   No

	If yes, how often?
	Daily or if occasionally how often? ________

	Do you use nicotine patches/pouches?
	Yes   No      Patches or Pouches

	How many patches/pouches per day?
	How many Patches/Pouches:_______________

	Have you used nicotine/vaping/cigarettes in past?
	Which one:_____________ How Long:_________ Quit Date:___________

	Are you currently exposed to smoke?
	Yes   No


Alcohol Status:
	Do you currently drink any alcohol?
	Yes   No

	If yes, how often?
	______ Days/Week

	How many drinks in one sitting?
	______Drinks/Occasion

	What type of alcohol?
	Beer-Malt Liquor-Wine-Wine Coolers-Mixed Drinks-
Hard Liquor-Seltzers


Caffeine Status:
	Do you intake any caffeine?
	Yes   No

	Type?
	Coffee   Tea   Soda   Energy Drinks

	How much?
	_____Servings/day or rarely or occasionally


Drug Usage Status:
	Have you ever used street drugs?
	Yes   No

	If yes, which ones?
	IV Drugs    Cocaine   Heroin    Marijuana   Downers    Inhalants    Other:_______________

	Are you still using drugs?
	Yes   No


Life Style:
	Are you sexually active?
	 Yes   No
	Do you have any concerns for your safety?
	Yes   No

	Are you currently using any birth control?
	Yes   No
Condoms-Pill-IUD-Vasectomy-Tubes Tied Other:__________
	Do you have a living will?
	Yes   No

	Do you wear sunscreen?
	Yes   No
	Do you have a Durable Power of Attorney?
	Yes   No
Who:________________

	Do you wear your seatbelt?
	Yes   No
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