Patient Information  (CONFIDENTIAL)                             
Name_____________________________________________                    Birthdate_________________

Address__________________________________City___________________State______Zip_________

Home#__________________      Cell#_______________     Work#_________________

Email Address_________________________________________________________________________

In case of emergency who should we contact:  Name ______________________Phone#______________
Who may we thank for referring you to our office:  Name_______________________________________
Patient Medical History
Physician __________________________ Office#________________ Date of Last exam______________

Have you ever taken any of the group of drugs collectively referred to as “fen-phen/Redux?          Yes______   No_____  

Have you ever taken Fosamax, Boniva, Actonel or any cancer meds containing bisphosphonates? Yes______   No_____  

Allergies________________________________________ Meds_______________________________________________

Have you ever had any serious illnesses or operation? Yes____No____(describe)__________________________________

(Women) Are you pregnant? Yes______No______    Nursing? Yes_____No_____ Taking Birth Control?_______
Do you have or had any of the following?
                                  Yes   No                                                Yes   No                                               Yes    No

Acid Reflux…………О       О               Excessive Bleeding…О   О                Nervous Disorders….О      О           Anemia………..…….О       О               Fainting……………..О   О                Pacemaker…………..О      О           Arthritis……………..О       О               Glaucoma…………...О   О                Pre Meds……………О      О           Artificial Joints.……..О       О               Hay Fever/Allergies...О   О               Radiation Treatment...О      О           Aspirin Therapy……..О       О               Head Injuries………..О   О               Respiratory Problems.О      О           Asthma………………О       О               Heart Disease ………О   О               Rheumatic Fever…….О      О 

Blood Disease……….О       О               Heart Murmur………О   О               Rheumatism………….О      О           Cancer……………….О       О               Hepatitis…………….О   О               Scarlet Fever…………О      О 

Cephalexin 2G..……..О       О               Herpes………………О   О               Sinus Problems………О      О           Cholesterol Meds……О       О               High Blood Pressure..О   О               Stomach Problems…...О      О           Circulatory Problems..О       О               HIV/AIDS…………..О   О               Stroke….……………..О      О           Clindamycin Toxic….О       О               Joint Replacement…..О   О               Swollen Ankles………О      О           Coumadin Therapy….О       О               Kidney Disease …….О    О               Thyroid Problem….....О      О           Diabetes……………..О       О               Liver Disease ……….О   О               Tuberculosis…………О      О Dizziness……….……О       О               Measles …………….О   О                Tumors………………О      О           Emphysema………….О       О               Mental Disorders……О   О               Ulcers………………..О      О 

Epilepsy……………..О       О                MS ………………….О   О               Venereal Disease……О      О Epineph Sensitivity….О       О               MVP………………...О   О                Other___________________

Authorization
I certify that I have read and understand the above information to the best of my knowledge.  I authorize and request my insurance company to pay directly to Dr Robert J. Varone all insurance benefits, if any, otherwise payable to me for services rendered.  I authorize the use of my signature on all insurance submissions and I understand that I am financially responsible for all charges whether or not paid by insurance.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.

X____________________________________________________________________________________

Signature of patient (or parent/guardian if minor)                                                         Date
