
PATIENT NAME:_____________________ BIRTHDATE:____________ AGE:______ Male or Female

ADDRESS:_____________________________ CITY:_________________ ZIP:______________

PHONE: (H)______________ (W)______________ (C)______________ BEST# TO BE REACHED AT: H/W/C

EMERG CONTACT (NAME & PHONE #):_______________________ EMAIL ADDRESS_______________

MARITAL STATUS: S (  )   M (  )   D (  )   W (  ) ___________________________________________

NAME OF SPOUSE/PARTNER    /    DATE OF BIRTH

SSN:____________________  RACE:___________________ ETHNICITY:__________________

LANGUAGE PREFERENCE:____________________________

FAMILY DOCTOR:____________________ REFERRING DOCTOR:____________________

PHARMACY NAME/ADDRESS/PHONE#:______________________________________________

INSURANCE INFORMATION

INJURED IN A MOTOR VEHICLE ACCIDENT? YES (   ) NO (   ) IF YES, YOU NEED TO FILL OUT A THIRD FORM

INJURED IN A WORK RELATED ACCIDENT? YES (   ) NO (   ) IF YES, YOU NEED TO FILL OUT A THIRD FORM

REGULAR INSURANCE (WE WILL NEED YOUR INSURANCE CARD)

TYPE:________________  IDENTIFICATION #:_____________________ GROUP #:___________

POLICY HOLDER: _________________________  RELATIONSHIP TO PATIENT:_______________

POLICY HOLDER DOB:_________________  EMPLOYER OF POLICY HOLDER:_________________

DO YOU HAVE OTHER HEALTH INSURANCE?   YES (   ) NO (   )

IF YES, TYPE:____________________ IDENTIFICATION #:_______________ GROUP #:________

POLICY HOLDER: _________________________  RELATIONSHIP TO PATIENT:_______________

EMPLOYER OF POLICY HOLDER:___________________________________________________

I UNDERSTAND THAT I AM RESPONSIBLE FOR THE FULL COST OF SERVICES RENDERED TODAY. I AUTHORIZE THE

RELEASE OF ANY MEDICAL OR OTHER INFORMATION NECESSARY FOR THE PROCESSING OF MY MEDICAL CLAIMS. I

RECOGNIZE THAT IF 1) I HAVE NO INSURANCE 2) I HAVE HMO INSURANCE BUT FAIL TO OBTAIN A REFERRAL WHEN

NECESSARY OR 3) ANY BALANCE DUE AFTER INSURANCE SETTLEMENT, THEN I AM PERSONALLY RESPONSIBLE. I

AUTHORIZE MY INSURANCE BENEFITS TO BE PAID ON MY BEHALF TO LUTHRA MEDICAL ASSOCIATES. I UNDERSTAND IT

IS MANDATORY TO NOTIFY THE HEALTH CARE PROVIDER OF ALL THE PARTIES WHO MAY BE RESPONSIBLE FOR PAYING

MY TREATMENT. I CERTIFY THAT THE ABOVE PERSONAL AND INSURANCE INFORMATION IS ACCURATE.

SIGNATURE_________________________________ DATE________________ (FLIP OVER)



PATIENT’S NAME_________________________________

MEDICAL INFORMATION

(PLEASE DO NOT LEAVE ANY BLANKS; IF SOMETHING DOES NOT APPLY PUT N/A IN THE SPACE PROVIDED)

DO YOU HAVE OR EVER HAD:

DIABETES: YES or NO HEART DISEASE: : YES or NO ARTHRITIS: : YES or NO

LUNG PROBLEMS: : YES or NO KIDNEY DISEASE: : YES or NO HIGH BLOOD PRESSURE: : YES or NO

CANCER: YES or NO THYROID: YES or NO OTHER:______________________________________

HEIGHT_____________                 WEIGHT________________

DO YOU HAVE ANY ALLERGIES TO: FOOD:___________________________

(PLEASE PUT NONE OR N/A ON THE LINE IF YOU HAVE

NO ALLERGIES) DRUGS:__________________________

IODINE:__________________________

ANY OTHER ALLERGIES?__________________________________________________

DO YOU CURRENTLY SMOKE? YES or NO IF YES HOW MUCH PER DAY?______ FOR HOW MANY YRS?______

HAVE YOU EVER SMOKED? YES or NO  IF YES HOW MUCH PER DAY?___________

WHEN DID YOU QUIT?_______  FOR HOW LONG DID YOU SMOKE BEFORE YOU QUIT?_________

DO YOU SMOKE CIGAR? YES or NO DO YOU SMOKE PIPE? YES or NO

DO YOU CHEW TOBACCO? YES or NO

DO YOU DRINK ALCOHOLIC BEVERAGES? YES or NO HOW MUCH/OFTEN?________________

HAVE YOU EVER HAD ANY COMPLICATIONS WITH ANESTHESIA? IF YES PLEASE DESCRIBE YES or NO

HAVE YOU BEEN TREATED FOR: DEPRESSION? YES or NO OR PSYCHOLOGICAL PROBLEMS? YES or NO

(IF YES, LIST)___________________________________________________________________________________

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING INCLUDING THE DOSE:________________

____________________________________________________________________________________

________________________________________________________________________________

DESCRIBE MEDICAL PROBLEM THAT BRINGS YOU TO OUR OFFICE _______________________________

ARE THERE ANY OTHER NEUROLOGIST OR NEUROSURGEONS? (   ) NO  (   )  YES-DR.__________________

DATE LAST SEEN?_____________________   REASON?_________________________________________

LIST ALL ILLNESSES AND/OR HOSPITALIZATIONS/SURGERIES YOU HAVE HAD DURING YOUR LIFE:

____________________________________________________________________________________

________________________________________________________________________________

FAMILY MEDICAL HISTORY:

MOTHER IS: ALIVE DECEASED AT AGE ____ OF DIABETES/HEART DISEASE/CANCER/OTHER:_________

FATHER IS: ALIVE DECEASED AT AGE ____ OF DIABETES/HEART DISEASE/CANCER/OTHER:_________

SIBLINGS: HOW MANY?_______ ANY SIGNIFICANT HEALTH HISTORY:__________________ DECEASED

PATIENT’S SIGNATURE_________________________________________ DATE__________________





WORKERS COMPENSATION INFORMATION

DATE OF INJURY:____________________

1. NAME:___________________________ DATE OF BIRTH____________________

ADDRESS: ________________________ TELEPHONE #: ____________________

________________________________ SS #:____________________________

2.   EMPLOYER:_______________________ TELEPHONE #:_____________________

ADDRESS: ________________________

________________________________

3.   WORKERS COMPENSATION INSURANCE CARRIER _________________________________

ADDRESS:________________________ TELEPHONE #:_____________________

________________________________

WCB CASE # (if known): _____________________________________________________

CARRIER CASE # (if known):__________________________________________________

4. HOW DID INJURY OCCUR AND WHAT WAS INJURED?_______________________________

________________________________________________________________________

________________________________________________________________________

5. WERE X-RAYS TAKEN? _____YES       _____NO

IF YES, WHERE?___________________________________________________________

6. WERE YOU HOSPITALIZED? _____YES    _____NO

7. FIRST DATE OF DISABILITY:___________________________________________________

8. ARE YOU CURRENTLY WORKING? ______YES    ______NO

9. ARE YOU DISABLED FROM REGULAR DUTIES OR WORK? _____YES   ____NO

I __________________________________ AM RESPONSIBLE FOR FULL PAYMENT TO DR.

LUTHRA IF FOR ANY REASON WORKERS COMP SHOULD DENY.




