
Advance Medical Home Physicians     PATIENT REGISTRATION  

 
 
______  __________________________________________________  _______/_____/______  _____/_____/______ ____ 

Title      Last   First   M.I.  SSN   D.O.B.   Sex 

 
_________________________________________________ _________________________ _____________________  

Street Address      City     Zip 

_________________________________________________ _________________________ _____________________  

☐ (check if same)Billing Address   City     Zip 

________________________________________________________________________________ 
Email:     Phone    Phone Type (cell?) Phone   Phone Type (home?) 

Communication Preference (check all that are permitted):  

☐ Call Cell ☐Call Home ☐Leave Voicemail  ☐ Send Email ☐ Send Text ☐ No Texts ☐ Mail 
 

Race: ☐ American Indian/Alaska Native ☐Asian ☐Black/African American☐Native Hawaiian or Pacific Islander ☐White ☐Other___  

Ethnicity:  ☐Hispanic or Latino☐Not Hispanic or Latino    Language Preference: _______ 

Employment Status: ☐Employed☐Not Employed☐ Retired    Marital Status ___________ 

INSURANCE: 

☐Primary: ____________________ Member ID: _________________ Phone: ________________________ 

 

☐Secondary: __________________ Member ID: _________________ Phone: ________________________ 

 

☐Injury Claim#__________________ Adjuster’s Name: ___________________ Phone: ________________ 

☐Injury Relate Condition:__________________________________________________________________ 

Responsible Party (if other than self): 

Name: ___________________________ Phone: ________________Relationship:_______________________ 

Address: _________________________________________________________________________________ 

EMERGENCY CONTACT: 

Name: ___________________________ Phone: ________________Relationship:_______________________ 

Address: _________________________________________________________________________________  

Pharmacy Name: ___________________________ Pharmacy Phone: ______________________________ 
Assignment of Benefits/Acknowledgement of HIPAA Privacy Practices 

I hereby authorize my insurance company, including Medicare if I am a Medicare Beneficiary, to make payments to Advance Medical 

Home Physicians for medical or surgical services or items rendered to me or my dependent by Advance Medical Home Physicians. 

Should my insurance carrier deny Advance Medical Home Physicians payment, I understand that I am financially responsible for the 

charges. I authorize Advance Medical Home Physicians to release any and all of my records to my insurer, or any other third party 

payer, legally responsible for the payment of medical expenses. I certify that the information provided or to be provided by me is 

correct and complete to the best of my knowledge. It is my responsibility to update any and all personal, insurance and health 

information.  I acknowledge that I have been given a Notice of Privacy Practices. 

 

____________________________________________________ 
  Signature      Date 
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PATIENT’S PAST MEDICAL HISTORY 

(List condition start date and treating physician)  

 
☐ Alcoholism _____________________________ 

☐ Allergy to eggs___________________________ 

☐ Allergic Rhinitis__________________________ 

☐ Allergy to milk products ___________________ 

☐ Allergy to peanuts ________________________ 

☐ Allergy to seafood ________________________ 

☐ Anemia ________________________________ 

☐ Anxiety ________________________________ 

☐ Arthritis ________________________________ 

☐ Asthma ________________________________ 

☐ Atrial fibrillation __________________________ 

☐ Benign essential hypertension______________ 

☐ Cervicalgia _____________________________ 

☐ Chest pain _____________________________ 

☐ Chronic pain syndrome____________________ 

☐ Circulatory system disorder_________________ 

☐ Congestive heart failure ___________________ 

☐ Depression_____________________________ 

☐ Diabetes _______________________________ 

☐ Diabetes mellitus without mention of  

    complication, type ii or unspecified type, 

     uncontrolled____________________________ 

☐ Emphysema ___________________________ 

☐ Generalized anxiety disorder_______________ 

☐ Gout   ________________________________ 

☐ Headache____________________________ 

☐ Hearing loss __________________________ 

☐ Heart attack___________________________ 

☐Heartburn _____________________________ 

☐ Herniated Disc_________________________ 

☐ High blood pressure [hypertension] ________ 

☐ High cholesterol_______________________ 

☐ High lipids ____________________________ 

☐ Hypogonadism________________________ 

☐ Hypothyroid___________________________ 

☐ Insomnia_____________________________ 

☐ Iron deficiency anemia secondary to inadequate 

     dietary iron intake________________________ 

☐ Irritable bowel syndrome __________________ 

☐ Kidney failure ___________________________ 

☐ Lumbago_______________________________ 

☐ Lumbosacral spondylosis w/o myelopathy_____ 

☐ Measles________________________________ 

☐ Migraine _______________________________ 

☐ Mitral valve disorder ______________________ 

☐ Mixed hyperlipidemia _____________________ 

☐ Morbid obesity___________________________ 

☐ Myalgia and myositis_____________________ 

     unspecified  

☐ Osteoporosis ___________________________ 

☐ Osteoarthrosis localized primary involving 

      lower leg ______________________________ 

☐ Pain in joint involving 

     shoulder region _________________________ 

☐ Pain in limb_____________________________ 

☐ Pressure ulcer, buttock  

☐ Pressure ulcer, lower_____________________ 

     back  

☐ Pressure ulcer __________________________ 

☐ Pressure ulcer, stage i ____________________ 

☐ Pressure ulcer, stage ii____________________ 

☐ Pressure ulcer, stage iii ___________________ 

☐ Pressure ulcer, heel, 

     stage iv ________________________________ 

☐ Pressure ulcer, 

     unspecified stage________________________ 

☐ Pressure ulcer, 

     unstageable ____________________________ 

☐ Pressure ulcer, upper back  ________________ 

☐ Psoriasis_______________________________ 

 

☐ Rosacea _______________________________ 

☐ Scabies________________________________ 
 

☐ Sinusitis________________________________  

☐ Smoking________________________________  

☐ Sciatica________________________________  

☐ Skin disorder____________________________ 

☐ Stroke_________________________________ 

☐ Ulcer of other part of foot__________________ 

☐ Ulcer of heel and midfoot__________________ 

☐ Unspecified ulcer of lower limb______________ 

☐ Urticarial_______________________________ 

☐ Varicella_______________________________ 

☐ Visual impairment_______________________ 

☐ Venous (peripheral) insufficiency  

     unspecified_____________________________ 

☐ Vitiligo ________________________________ 

☐ Warts_________________________________ 

☐______________________________________ 

 

Patient Signature: ____________________ DATE: _____
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FAMILY HISTORY 

(List relationship, age, condition start age)  

 
☐ Alcoholism _____________________________ 

☐ Allergy to eggs___________________________ 

☐ Allergic Rhinitis__________________________ 

☐ Allergy to milk products ___________________ 

☐ Allergy to peanuts ________________________ 

☐ Allergy to seafood ________________________ 

☐ Anemia ________________________________ 

☐ Anxiety ________________________________ 

☐ Arthritis ________________________________ 

☐ Asthma ________________________________ 

☐ Atrial fibrillation __________________________ 

☐ Benign essential hypertension______________ 

☐ Cervicalgia _____________________________ 

☐ Chest pain _____________________________ 

☐ Chronic pain syndrome____________________ 

☐ Circulatory system disorder_________________ 

☐ Congestive heart failure ___________________ 

☐ Depression_____________________________ 

☐ Diabetes _______________________________ 

☐ Diabetes mellitus without mention of  

    complication, type ii or unspecified type, 

     uncontrolled____________________________ 

☐ Emphysema ___________________________ 

☐ Generalized anxiety disorder_______________ 

☐ Gout   ________________________________ 

☐ Headache____________________________ 

☐ Hearing loss __________________________ 

☐ Heart attack___________________________ 

☐Heartburn _____________________________ 

☐ Herniated Disc_________________________ 

☐ High blood pressure [hypertension] ________ 

☐ High cholesterol_______________________ 

☐ High lipids ____________________________ 

☐ Hypogonadism________________________ 

☐ Hypothyroid___________________________ 

☐ Insomnia_____________________________ 

☐ Iron deficiency anemia secondary to inadequate 

     dietary iron intake________________________ 

☐ Irritable bowel syndrome __________________ 

☐ Kidney failure ___________________________ 

☐ Lumbago_______________________________ 

☐ Lumbosacral spondylosis without 

     myelopathy  ____________________________ 

☐ Measles________________________________ 

☐ Migraine _______________________________ 

☐ Mitral valve disorder ______________________ 

☐ Mixed hyperlipidemia _____________________ 

☐ Morbid obesity___________________________ 

☐ Myalgia and myositis_____________________ 

     unspecified  

☐ Osteoporosis ___________________________ 

☐ Osteoarthrosis localized 

      primary involving 

      lower leg ______________________________ 

☐ Pain in joint involving 

     shoulder region _________________________ 

☐ Pain in limb_____________________________ 

☐ Pressure ulcer, buttock  

☐ Pressure ulcer, lower_____________________ 

☐ Pressure ulcer back ____________________ 

☐ Pressure ulcer, stage i ____________________ 

☐ Pressure ulcer, stage ii____________________ 

☐ Pressure ulcer, stage iii ___________________ 

☐ Pressure ulcer, heel, 

     stage iv ________________________________ 

☐ Pressure ulcer, 

     unspecified stage________________________ 

☐ Pressure ulcer, 

     unstageable ____________________________ 

☐ Pressure ulcer, upper back  ________________ 

☐ Psoriasis_______________________________ 

 

☐ Rosacea _______________________________ 

☐ Scabies________________________________ 
 

☐ Sinusitis________________________________  

☐ Smoking________________________________  

☐ Sciatica________________________________  

☐ Skin disorder____________________________ 

☐ Stroke_________________________________ 

☐ Ulcer of other part of foot__________________ 

☐ Ulcer of heel and midfoot__________________ 

☐ Unspecified ulcer of lower limb______________ 

☐ Urticarial_______________________________ 

☐ Varicella_______________________________ 

☐ Visual impairment_______________________ 

☐ Venous (peripheral) insufficiency  

     unspecified_____________________________ 

☐ Vitiligo ________________________________ 

☐ Warts_________________________________ 

☐______________________________________ 

 

Patient Signature: _________________DATE:_____
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SOCIAL HISTORY 

 
Cigarette Smoker?  

☐Never smoker ☐Current every day smoker ☐Current some day smoker ☐Former smoker 

☐Smoker, current status unknown ☐Heavy tobacco smoker ☐Light tobacco smoker 

Do you drink Alcohol? 
☐No ☐Yes: ☐Beer ☐Liquor ☐Wine ___________________________________  

    ☐Socially ☐minimally ☐infrequently # of drinks per   day/week/month 

Drug Use?  ☐No ☐Yes: ______________________________________________________________ 

Sexually Active? ☐No ☐Yes: 

 

================================================================================ 
 

IMMUNIZATION 
 

Are your immunization records up to date? ☐Yes ☐No 

Date of last immunization:__________________ Administering Physician :________________ 

Date of last immunization:__________________ Administering Physician :________________ 

Date of last immunization:__________________ Administering Physician :________________ 

Date of last immunization:__________________ Administering Physician :________________ 

 

================================================================================ 

 

WAIVER OF SERVICES 
 

I am acknowledging that I have been recommended to undergo preventative health care screening, and other tests by my 

physician. My signature below acknowledges that these tests were explained to me, offered to me, and recommended to 

me. I am checking off the boxes for the service I DO NOT WANT performed. 

I do not want the following tests performed: 

MALE: ☐Colon Cancer Screening ☐Prostate Cancer Screening  ☐Pneumonia Vaccine 

   ☐Influenza Vaccine  ☐Cholesterol Check  

 

FEMALE: ☐Colon Cancer Screening ☐Breast Cancer Screening(mammogram) ☐Pneumonia Vaccine 

☐Cervical Cancer Screening(pap smear) ☐Influenza Vaccine  ☐Cholesterol Check 

 

 

 

Patient Signature: ______________________________DATE:_______ 
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PAST SURGICAL HISTORY 

 

         Date Doctor & Hospital 

☐Adenoidectomy_______________________________ 

☐Appendectomy________________________________ 

☐Carpal tunnel_________________________________ 

☐Cholecystectomy _____________________________ 

☐Ear tubes ____________________________________ 

☐Hernia repair _________________________________ 

☐Hysterectomy _________________________________ 

☐Tonsillectomy_________________________________ 

☐Burr hole craniotomy____________________________ 

☐   VP shunt placement__________________________ 

☐   Other______________________________________ 

☐   Retinal laser surgery  left  eye___________________ 

☐   Lasik eye surgery both eyes                 

☐   Cataract extraction  left  right  ____________________ 

☐   LT HRT CATH coronary artery balloon angioplasty 

☐   LT HRT CATH with angioplasty and  stent placement 

☐   CABG (coronary artery bypass graft--open heart 

surgery) _______________________________________ 

☐   Valve  replacement surgery (open heart 

surgery)_______________________________________ 

☐   Endoscopic  heart valve replacement surgery 

☐   AV fistula (native artery to native vein___________________ 

☐   AV fistula graft (a PTFE white tube connects the artery to vein) 

☐   Carotid endarterectomy (removal of plaque out of carotid artery) 

☐   Pacemaker   ______________________________ 

☐   Defibrillator_______________________________ 

☐   Thyroid  nodule biopsy (fine needle biopsy) 

☐   Thyroidectomy partial_______________________ 

☐   Thyroidectomy complete____________________ 

☐   Insulin pump  placement  ____________________ 

☐   Endotracheal, Intubation_____________________ 

☐   Tracheostomy  creation______________________ 

☐   Current trach is in place______________________ 

☐   Bronchoscopy_______________________________ 

☐   Thoracosopy-- VAT video assisted thoracoscopy___________ 

☐   Thoracoscopy __ VAT with manual brillo roughing of 

lining_________________________________________ 

☐   Pleurodesis________________________________ 

☐   VAT and lung resection (for cancer)_____________ 

☐   VAT with pneumonectomy (lung removal) partial 

☐   Gastric Bypass  ____________________________ 

☐   Gastric Sleeve    Lap Sleeve__________________ 

☐   Gastric band placement .  Lap band ____________      

☐   Laparoscopic. adrenalectomy (adrenal gland 

removal)          _________________________________ 

☐   Appendectomy (appendix removal)______________ 

☐   Open cholecystectomy--gallbladder 

removal______________________________________       

☐   Laparoscopic. cholecystectomy ________________ 

 

☐   Umbilical herniorrhaphy (belly button hernia repair )_____________ 

☐   Inguinal herniorrhaphy  (groin hernia  repair)________ 

☐   Ventral (abdominal)  hernia surgery   _____________ 

☐   Ventral (abdominal)  hernia surgery  with mesh   w/o 

mesh __________________________________________ 

☐   Exploratory lap. ______________________________ 

☐   Gastrectomy  (partial) for ulcer____________________ 

☐   Gastrectomy  (complete) for ulcers severe__________ 

☐   Open gastrostomy (g-t tube placement) _______________ 

☐   Closed  (percutaneous endoscopic gastrostomy) 

gastrostomy (g-t tube placement) __________________________ 

☐   Laparoscopic. adrenalectomy (adrenal gland 

removal)               _________________________________ 

☐   Appendectomy (appendix removal) ________________ 

☐   Splenectomy (spleen removal) __________________ 

☐   Hepatectomy ( part of the liver removal) ___________ 

☐   Nephrectomy (kidney removal)  _________________ 

☐   kidney transplant_____________________________ 

☐   Kidney stone removal surgery____________________ 

☐   Interstim urinary  bladder stimulator placement       

☐   neck surgery  laminectomy fusion________________ 

☐   low back surgery open  lumbar laminectomy with fusion 

☐   mini- disc ectomy (disc removal) surgery via small 

incision--back surgery_____________________________ 

☐   spinal cord stimulator___________________________ 

☐   Breast biopsy_________________________________ 

☐   Breast lumpectomy (partial mastectomy)_________________ 

☐   Total mastectomy____________________________ 

☐   Tubal ligation (tubes tied) ______________________ 

☐   Cesarean section_____________________________ 

☐   Ovarian cyst removal__________________________ 

☐   LEEP (conization of uterine cervix)________________ 

☐   Myomectomy (fibroid removal)___________________ 

☐   Partial Hysterectomy___________________________ 

☐   Total hysterectomy (removal of uterus)  ____________ 

☐   TAH-BSO (ovary tubes and uterus removal)_________ 

☐   Oophorectomy (ovary removal)  RT or LT___________ 

☐   Salpingectomy (fallopian tube removal)  RT or 

LT_____________________________________________ 

☐   Prostatectomy, transurethral _____________________

☐   Prostate biopsy_______________________________

☐   Vasectomy___________________________________ 

☐   Circumcision__________________________________ 

☐   Urethral dilatation _____________________________ 

☐   Skin cancer surgery- excision____________________ 

☐   Skin cancer surgery- MOH’s_____________________ 

☐   Skin cancer surgery- skin graft____________________ 

☐   Skin tissue expander placement__________________ 

☐   Prior skin flap surgery for ulcer____________________ 

☐ Other________________________________________ 

☐No Surgeries /Procedures to record 

Patient Signature: _____________________________ DATE: __________________ 
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 Problem List   Medicine Dose: Sig: Disp: Refills 

1  1      

2  2      

3  3      

4  4      

5  5      

6  6      

7  7      

8  8      

9  9      

10  10      

11  11      

12  12      

13  13      

14  14      

15  15      

16  16      

17  17      

18  18      

19  19      

20  20      

21  21      

22  22      

23  23      

24  24      

25  25      

          Refills given: 

  Date Medicine Dose: Sig: Disp: Refills 
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REVIEW OF SYSTEMS 

General   
□ Weight loss or gain □ Fatigue □ Fever or chills □ Weakness □ Trouble  

Skin    

□ Rashes □ Lumps □ Itching □ Dryness □ Color changes □ Hair and nail changes  

Head    
□ Headache □ Head injury ________ 

Ears   

□ Decreased hearing □ Ringing in ears (tinnitus) □ Earache □ Drainage  

Eyes   
□ Vision □ Glasses or contacts □ Pain □ Redness □ Blurry or double vision □ Flashing lights □ Specks  
□ Glaucoma □ Cataracts □ Last eye exam______ 

Nose    

□ Stuffiness □ Discharge □ Itching □ Hay fever □ Nosebleeds □ Sinus pain  

Throat  

□ Teeth □ Gums □ Bleeding □ Dentures □ Sore tongue □ Dry mouth □ Sore throat □ Hoarseness    
□ Thrush □ Non-healing sores □ Last dental exam____________________ 

Neck    
□ Lumps □ Swollen glands □ Pain □ Stiffness  

Breasts   
□ Lumps □ Pain □ Discharge □ Self-exams □ Breast-feeding 

Respiratory   
□ Cough (dry or wet, productive) □ Sputum (color and amount)□Coughing up blood (hemoptysis) 

□ Shortness of breath (dyspnea) □ Wheezing □ Painful breathing 

Cardiovascular 

□ Chest pain or discomfort □ Tightness □ Palpitations □ Shortness of breath with activity (dyspnea)  
□ Difficulty breathing lying down (orthopnea) □ Swelling (edema)  

□ Sudden awakening from sleep with shortness of breath (Paroxysmal Nocturnal Dyspnea)  

Gastrointestinal 

□ Swallowing difficulties □ Heartburn □ Change in appetite □ Nausea □ Change in bowel habits  

□ Rectal bleeding □ Constipation □ Diarrhea □Yellow eyes or skin (jaundice)  

Urinary   

□ Frequency □ Urgency □ Burning or pain □ Blood in urine (hematuria) □ Incontinence  
□ Change in urinary strength  

Genital  
Male- □ Pain with sex □ Hernia □ Penile discharge □ Sores □ Masses or pain □ Erectile dysfunction  

□ STD’s  

Female- □ Pain with sex □ Vaginal dryness □ Hot flashes □ Vaginal discharge □ Itching or rash □ STD’s  

Vascular   
□ Calf pain with walking (Claudication) □ Leg cramping Musculoskeletal- □ Muscle or joint pain  

□ Stiffness □ Back pain □ Redness of joints □ Swelling of joints □ Trauma  

Neurologic   

□ Dizziness □ Fainting □ Seizures □ Weakness □ Numbness □ Tingling □ Tremor  

Hematologic   
□ Ease of bruising □ Ease of bleeding  

Endocrine   

□ Head or cold intolerance □ Sweating □ Frequent urination (polyuria) □ Thirst (polydypsia)  
□ Change in appetite (polyphagia)  

Psychiatric  □ Nervousness □ Depression □ Memory loss □ Stress 

 

Patient Signature: ______________________________ DATE :_______ 
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PAIN MANAGEMENT CONTRACT 

I agree to adhere to the following if prescribed any controlled narcotic medication and understand that 

failure to do so may result in either discontinuing medication and/or immediate discharge. 

 

 I agree to take narcotics only as prescribed. 

 I agree to use only one pharmacy that will verify narcotic prescription written by all doctors. 

 I agree to promptly inform the physician of any illicit drug use. 

 I agree to never give or sell my narcotic medications to any other person. 

 I agree to keep my narcotic medication secure from any other person. 

 I will be asked for random urine, blood or hair samples to verify use, proper dose and illicit drug 

use. 

 I agree that if my medication is stolen, I will file a police report immediately and understand no 

additional medication will be prescribed until the physician gets a copy of the report. 

 I agree to random pill counts at any time to verify usage. 

 I agree to keep all appointments unless cancelled one day in advance. 

 I agree to not accept any narcotics from any other physician. 

 I agree to not go the emergency room to get narcotics for chronic conditions. 

 I understand medications not covered by insurance may not be prescribed. 

 I understand that if my medication is lost or used up too quickly, I will not get additional 

medication prior to the next appointment and I may be discharged. 

 I will provide written notice if I choose to terminate this agreement and doing so may result in 

discontinuing medication and/or discharge from practice. 

 

I understand my rights include: 

 Having the risks, benefits, side effects and alternatives to treatment explained.  

 Having my pain ranked in severity on a scale, before and after treatment. 

 Having the right to request for medication changes if pain persists 

 Having my questions answered regarding treatment during visit. 

 Having the right to refuse treatment from my physician. 

 Having the right to see medical records on written request. 

 Having history and physical taken 

 Having pain adequately treated. 

 

 

Patient Signature: ______________________________DATE:_______ 
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ADVANCE MEDICAL Home Physicians, PLC 

2888 E. Long Lake Rd Suite 150 Troy, MI 48085 

PHONE: (248) 250-9920              FAX back to:(248) 499-1354 

 

MEDICAL RELEASE FORM 
 

To: ___________________ Fax:_____________________  Pages:__________  
 
To Whom It May Concern,  

I authorize the release of my medical records to: DR. SANGITA C. PATEL. 
 
☐ I am requesting lab reports from: LAST ADMISSION, PAST MONTH, 1 YR, 2YRS, 3YRS. 

☐ I am requesting H&Ps from: LAST ADMISSION, PAST MONTH, 1 YR, 2YRS, 3YRS . 

☐ I am requesting consultations from: LAST ADMISSION, PAST MONTH, 1 YR, 2YRS, 3YRS.  

☐ I am requesting CT scans/MRIs from: LAST ADMISSION, PAST MONTH, 1 YR, 2YRS, 3YRS  

☐ I am requesting the release all of my medical records related to all of my treatment for rendered by 

you or your supervision from the following date’s ___________________ to ___________________. 

I understand I have the right to revoke this request at any time in writing. 

 

____________________________________________________________________ 
PATIENT NAME (PRINTED)       DOB        SSN  

 
____________________________________________________________________ 
PATIENT SIGNATURE           DATE OF REQUEST 

 

____________________________________________________________________ 
REPRESENTATIVE SIGNATURE RELATIONSHIP TO PATIENT     DATE OF REQUEST 

 

The information contained in this facsimile transmission is privileged and confidential and is intended 

only for the use of the recipient listed above. If you are neither the intended recipient or the employee 

or agent of the intended recipient responsible for the delivery of this information, you are hereby 

notified that the disclosure, copying, use or distribution of this information is strictly prohibited. If you 

have received this transmission in error, please notify us immediately by telephone to arrange for the 

return of the transmitted documents to us or to verify their destruction. 
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