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AIM Center

for Health and Wellness
promoting the health and well-being of our patients

Patient Registration

Patient Name

Last First Middle

Thank you for entrusting your care to the AIM Center for Health and Wellness, PLLC. We are committed to
providing you with the highest quality medical care possible. In order to best serve your medical needs, we ask that you
complete the following registration information as completely as possible. The Health Care Consumer (HCC) - Health
Care Provider (HCP) relationship is a privileged relationship built on trust and honesty. By completing and signing this
form, you acknowledge that you understand that any intentionally false information may seriously and adversely affect
your health.

CONSENT TO TREATMENT

| hereby voluntarily consent to outpatient care at AIM Center for Health and Wellness, PLLC. encompassing routine
diagnostic procedures, examinations and medical treatment rendered by the medical staff and their assistants or their
designees as is necessary in the medical staff’s judgment. | authorize the release of medical information about treatment
here only to anyone designated by me. | understand that this consent will remain in effect as long as | receive medical
care at this medical practice.

FINANCIAL POLICY

Efforts are made for collection of insurance deductibles, co-payments and any other charges not covered by a patient’s
insurance plan at the time of service. All accounts not collected at the time of service are due within 30 days from the
date of service, unless prior arrangements have been made. New patients to the office who live out-of-area, that are
uninsured or carry a non-contracted insurance, will be asked to pay for their services at the time of their appointment.
AIM reserves the right to request payment at the time of service at the discretion of Business Office personnel. Patients
are responsible for payment of their account regardless of insurance coverage. AIM does not accept responsibility for
collecting on a disputed claim. Delayed payment by an insurance carrier is not a valid reason for delayed payment on an
account. AIM does accept Visa, MasterCard and Discover Card. Please contact Patient Account Services at (214) 943-
2249 for more information.

Signature of Patient/Legal Guardian: Date:

If the person completing this form is not the patient, please write your name, your relationship to the patient, and why
you are completing the form for this patient.

Name Relationship Reason
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Patient Information

Patient Name Gender O M O F

Last First Middle

Date of Birth (MM/DD/YYYY) / / Social Security Number - -

Patient’s Personal Contact Information (Address and Phone)

Address: City/State/Zip:

Home Phone: Cell Phone: Email:

Preferred Method of Contact:

Emergency Contact (Address and Phone)

Name: Relationship to Patient:

Home Phone: Cell Phone:

Methods of learning new material that | like best are:

O Verbal Instruction O Written Instruction O Handouts O Visual (Pictures, Videos, etc)
Preferred Language Secondary Language

Level of education completed

O 6th grade O 6th — 8th grade O 9th grade O 12th grade O 1- 4 years college O >4 years college

Please list your occupations. Include the length of time you performed in that role, and describe your work
responsibilities in that occupation. (Include military experience.)

Occupation Start Date Stop Date Responsibilities

Have you ever been exposed to known cancer causing agents or inhalation hazards? O Yes O No

Examples: asbestos, paints, aniline dyes, chemicals, silica, etc.

If yes, please list types of exposure, time period exposed, and health problems experienced at time of exposure.

Agent Start Date | Stop Date | Resulting Health Problems
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Preventive Health History

Preventive exams

PAP Smear (females 21-64) O Yes O No Date: Physician:
Mammogram (females 40-69) O Yes O No Date: Physician:
Colonoscopy (= 50) O Yes O No Date: Physician:
Bone density test (females>65) O Yes [ No Date: Physician:
Glaucoma Screenings (> 65) O Yes O No Date: Physician:
Diabetic Eye Exam O Yes O No Date: Physician:
EKG O Yes O No Date: Physician:

Have you had any of the following vaccinations? Check all that apply, and specify when last received.

O Yes O No Influenza Date Last Given:
O Yes O No Pneumonia Date Last Given:
O Yes O No Tetanus Date Last Given:
O Yes O No BCG Date Last Given:
O Yes O No Varicella (Zoster) Date Last Given:
O Yes O No  HPV (Gardasil) Date Last Given:

Pharmacy Information (Local)

Name: Phone: Zip:

Pharmacy Information (Mail Order)

Name: Phone: Zip:

Have you completed a Living Will OR designated a Durable Power of Attorney for Health Care? [ Yes O No
If yes, please provide a copy for your health care provider.

Do you have any religious or cultural beliefs that may impact your health care? O Yes O No
If yes, please describe.(ex. Blood products, etc)

Names and Phone Numbers for Health Care Providers (HCPs) from whom you are currently receiving care (or have
seen within the past 12 months), AND ANY Health Care Providers from whom you are obtaining prescriptions.

Physician: Contact #:
Physician: Contact #:
Physician: Contact #:
Physician: Contact #:
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Medication and Allergy History

Please list and describe allergic reactions you have had to food, medications or insect stings.

Check if you are you allergic to: O Shellfish O IV Contrast Dye O Penicillins

Please list Food, Medication or Insect Allergies: Reaction:

Please list all of the medications you are taking. Include over the counter medications, herbs & vitamins.

Frequency

(How often taken) Last taken

Medication Name Dose
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Medical History. Please check all that apply.

Medical History

Medical Condition:

Date Diagnosed:

For Office Use Only

Alzheimers 0 Yes O No 331.0
Anxiety Disorder 01 Yes [0 No 300.00
Arthritis 00 Yes O No 715.00
Asthma O Yes OO No 493.90
Atrial Fibrillation/Flutter 00 Yes O No 427.31
Cancer (if yes, describe below) O Yes O No

Cerebrovascular Accident (Stroke) 00 Yes OO0 No 436
Coronary Artery Disease (Heart Attack) 0 Yes O No 414.01
COPD O Yes O No 496
Depression 01 Yes [0 No 311
Diabetes 0 Yes O No 250.00
DVT/Pulmonary Embolus 0 Yes O No 453.40 / 415.11
GERD (Reflux problems) 0O Yes O No 530.81
Heart Procedures (if yes, describe below) O Yes [0 No

Hyperlipidemia (Cholesterol) O Yes O No 272.2
Hypertension O Yes O No 401.9
Hyperthyroidism O Yes O No 242.9
Hypothyroidism O Yes O No 244.9
Obstructive Sleep Apnea 0 Yes 0 No 327.23
Rheumatoid Arthritis 0 Yes 0 No 714.0
Seizure Disorder O Yes O No 345.00
Sickle Cell O Yes O No 282.68
Other O Yes O No

Other O Yes O No

Other O Yes O No
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