Unknown

Unknown
10/28/2020 09:24AM 7273438746 DR HOGAN Y1 PAGE 01705
DATE:
i MEDICAL HISTORY

MName: DOB:

Occupation: Disabled: YeszNu reason:

ALLERGIES to medications:

CURRENT MEDICATIONS:

SURGERIES:
1. Owblood thinners? Yes Mo 14, Misiory of blood clots?  Yes  No
2. Bleeding disorders? Yes No 15, Osteoarthriis? Yes  MNo
3 Rbumsldartrits?  Yes Mo 16, Gout? Yes Mo
4. Acid Reflud/GERD? Yes  MNo 17, HIVIAIDS? Yes Mo
5. Psychiatric disorder? Yes  No 18, AsthmaEmphysema?  Yes No
6. Ct:i;stpiin? Yes  No 18. Heart Disease? Yes No
T. Ing;;ularhaartbeat? fes e 20. Heart Attack? Yas Mo
8. Paxmaher'? fes Moy -21. Stroke? Yes  No
9. Edg't'kuras? Yas Mo 22 High Blood Pressure?  Yes Mo
10, Hrgh Cholesterol? - Yes Mo 23 Diabetes? Yes Mo
1. Tﬁ;rddesnrdm Yes Mo 24: Depression? Yes Mo
12, Aé;fdarty? Yes Mo 25 Sleep Apnea? Yes Mo
13. Ha:patiﬂa? Yas No 26 t_:anaer? " Yes Mo

If yes, what type of hepalitis:

If yes, what type of cancer:

Any condition not listed above:

Jehovah's Witness:  Yes Mo

Do you use lcbm‘i fes Mo
Have you ever used lohacco?  Yes Mo

Xi

If yas, what kind and how much?
If yes, how many years since quitfing?

Do you drink alcobol? Yes No  If yes, how much per week?
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Name:
First Middle Last
Address: .
Strest City ST Zip

Home Phone: . Cell:__ Social Securkty #:

Consent to text: __ yes no
Male / Female: Marital Status: Date of Birth: Race:
Language: Ethnicity: Hispanic __ Non Hispanlc
Ernployer: Work Phone:  ({ )]
Emergency Contact: Phone: Relationship:
If minor child, parent/quardian name: SSN:
Email Addrass: & -
Referred by: _
Primary Care Physician: . Phone:
Mature of Problem:
Work Related? YES MO If yes, Date of Injury: .
Auto Accudent? YES NO If yes, Date of Accident:
Preferred Pharmacy. Location/Phone:

INSURANCE INFORMATION: Provide copy of insurance card{s) and photo ID for your file

The undersigned authorizes the release of any medical information to Dr. Hogan G. Yi, M.D., P.A.:

Patient Signature:
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PRIVACY POLICY ACKNOWLEDGMENT

WWith my conzent. Hogan G ¥i, MD, may usd ard discics2 protected hesith information (FH1)
aboul me o CaTy Oui trealment, payment and neakthcare operations, as well as 1o comply with
2 Subpoena or worker's compensation maltsr. | lunhes authorize Dr Hogan G ¥i's office 1o
SCLESS my metication history thmugh our alactronic prascription senvice

| have the ngnt 1o review Nolice OF Privacy Prechices. prigs to agoung thig consent | may revike
iny consent m wnling excent fo the extent that the practice has alieady mace disclosures Upan
Ty pNoT consent,

n addition, | authonze Dr Hogan Yy's office io leave & message Megardmg appointment
remindars with whomever answers my home phone or on my answaring machine,

PLEASE PROVIDE YOUR INSURANCE CARD AND DRIVERS

LICENSE S0 WE CAN MAKE A COPY FOR YOUR FILE.

ASSIGNMENT and RELEASE ! certity that | andior my dependentis) have insufance coverage
wilh the disclosed msurance companyi es) and assign directly to Hagan G Y, MO, all msurance
benelits  any, olharwise payable ta me for services rendered | undarstand that | am fnanciaily
responsbie for 3l charges whather or not paut by insurance. | authorize the v=e of my signature
&f all insurance submissions.

The above namaed physician may use my health cane informaton and may deckise such
informatien o the above-named Insurance Companyies) and their agents for the purpase of
chtaining payment for sernces and determining insurance banefis or the benefits payabie for
redated services. This consent will and when my curren] restment pian 5 compleled o ohe yegr
from the date signed below | hereby authorze said assignee 1o release all informatiae
AECESEEry 10 Secyre the payment | authosize the office of Hogan G Y1 MDD to downboad my
-medication hisiory and Rx benefits into my account from a Rx cleaninghouse

Patient Signature:

Date:

Ten Pasadena Avenue North ® Pose Office Box 406558 #5r, Porershbure Florida 33743.0658

Telephone 4T27) 381-2500 @ Fax (717 343.8746
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Hagan G Y5, M D

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH

INFORMATION (PHI)

in avdor o have vour PHI shared in circumstances OTHER than those fisted i the Naotice
of Privacy Fractices, please Bist below any individuals who ars asthorized th oltam vour
PHI from the office of Hogan Yi, M.D., P A,

"'ai,eu.:iurf of P'-theﬂvﬁuardiaﬁ

Dhate

Ton Pasackena Avenue North @ Post Office Box 40655 o 5t Perersburg, Fle acids 33743.0638

Telephene {7277 381- 2300 m Fax (727) 343-8740
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Hogan G. Yi, M.D., P.A.
ACKNOWILEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgemeant®

L, . . have received a copy of this office’s "Neotice
of Privacy Practices”,

Signature

Date

Far Office Use Ondy

Wi attempied o obtain written acknowledgement of recaipt of ur Mohice of Privacy Practices, but
Acknoatedgement could not be obtained because:

Individuas refused 1o sign
_Commurscation batriers profibited obtaining the acknowiedgement.
B An emergency situation preveated us from JbiAinIng the acknowlsdgement

Gther (Please specify)




