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GO MEDICAL GROUP                                                                                    
(256) 558-6000                __________________________________________________________________________________________________
Date: ___________________                                Preferred Language:    English ______    Spanish ______    Other: _____ 
Patient Name: _________________________________________________                 SEX (please circle):    Male     Female                  dddddddddddd  dd(last)                                         (first)                                          (MI)       
Social Security Number: __________________________                    Date of Birth: ________________________________     
Address: __________________________________ City: _________________      State: ______      Zip: _______________
E-Mail Address: _______________________________________       Driver’s License Number: _____________________
Home Phone Number: _____________________________          Cell Phone Number: _____________________________   
Marital Status:    Single ______        Married ______         Divorced ______        Widowed ______          Separated ______
Who Is Responsible for This Account:   Self ____    Spouse: ____    Parent ____    Worker’s Comp ____    Other: ______
Employed By: _____________________________________________________    Occupation: _____________________
Work Address: ______________________________________    City: ____________________     State: _______________
In Case of Emergency Notify: _____________________________________    Phone Number: ______________________
My Medical Information May Be Released To The Following People:
	Name: _____________________________________            Relationship: ________________________________
	Name: _____________________________________           Relationship: ________________________________
RESPONSIBLE PARTY INFORMATION_____________________________________________________________
Responsible Party Name: _____________________________________________________________________________	    					(last)                                                   (first)                                                                 (MI.)
Address: _________________________________________ City: ________________ State: _______ Zip: ___________
Home Phone Number: ________________________Work Number: ____________________ Cell: __________________
Date of Birth: (REQUIRED): _____________________	Social Security Number: ________________________________
Employed By: ________________________________	Occupation: _________________________________________
Work Address: _________________________________ City: ___________________ State: ______________________
Relation to Patient: _________________________________________________________________________________
						
					

                                                              INSURANCE INFORMATION________________________________
Do You Have Medical Insurance:  YES____   NO _____          If YES, please complete the information below:
                                      ** A COPY OF YOUR CURRENT INSURANCE CARD IS REQUIRED
  BEFORE WE CAN FILE YOU CLAIM **
Primary Insurance Company: __________________________________________________________________________
Policy Number: _______________________________________________ Group Number: ________________________
Subscriber Name: ___________________________________________________________________________________
Subscriber Date of Birth (REQUIRED): _____________________________ Relationship: _________________________

Secondary Insurance Company: ________________________________________________________________________
Policy Number: ___________________________________ Group Number: ____________________________________
Subscriber Name: ___________________________________________________________________________________
Subscriber Date of Birth (REQUIRED): __________________ Relationship: ____________________________________
Pharmacy Used:__________________________________________ Phone #:___________________________________     
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Systems Review_______________________________________________________________
In the past month, have you had any of the following problems?
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Surgical History:  (please list date and surgery):
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Do you smoke:    Y/N       How many packs per day?_______    How Many Years:  _________
Alcohol use:        Y/N       If yes, how many drinks per day:_________

Current Medications___________________________________________________________
Drug allergies: Y / N.    If yes, to what?___________________________________________________ _____________________________________________________________________________
Please list any medications that you are now taking. Include non-prescription medications & vitamins or supplements:
	
NAME OF DRUG
	
DOSE (strength and # of pills per day)

	
How long have you been taking this medication?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Physical
Do you have a primary care provider?  Y/N
Do you currently see any other providers or specialists Y/N
If yes, please list provider and problem you see them for  ___________________________________________
_________________________________________________________________________________________
When was your last visit?_____________________________________________________________________

Home Health:
Are you currently using a home health company?    Y/N
If so, list the name of the home health company: _________________________________________________
Are you currently using a medical supply company?  Y/N
If so, list the name of the medical supply company: _______________________________________________
Have you ever had an organ transplant?  Y/N   Explain:  ___________________________________________
_________________________________________________________________________________________
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Description automatically generated]GO MEDICAL GROUP
2692 US HWY 431, PO BOX 517
BOAZ, AL  35957
256-558-6000

HIPAA CONSENT FORM
I ____________________________ hereby give my consent for Go Medical Group to use and disclose protected health information about me to carry out treatment, payment, and healthcare operations.
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect my privacy. I have the right to review the Notice of Privacy Practices prior to signing this consent. Go Medical Group reserves the right to revise it’s Notice of Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a written request to the address above.
With this consent, Go Medical Group may communicate with me by telephone; mail; email; voice mail or other alternative types of communication in reference to any items that assist the practice in carrying out health care operations, such as appointment reminders, insurance items, and any calls pertaining to my clinical care, including laboratory test results, among others. 
I have the right to request that Go Medical Group restrict how it uses or discloses my personal health information to conduct health care operations. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 
By signing this form, I am consenting to allow Go Medical Group to use and disclose my personal health information to conduct health care operations.
The content of calls initiated by patient or representative of patient to subscriber or answering service of subscriber may be communicated to appropriate personnel of subscriber by conventional telephone, text, email, or fax communications.
I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Go Medical Group may decline to provide treatment to me.

Signed By (Patient or Guardian): ______________________________________________________________

Relationship to Patient: _________________________________________    Date: ______________________
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 I understand that payment is due at the time of service. I agree to pay collection fees of 33 1/3% of the unpaid balance at such time that my account is placed with a collection agency. I further agree that I am responsible for all costs associated with the collection of my account, including but not limited to postage costs, and all credit card processing costs. In the event my account is referred to an attorney for collection, I agree to be liable for attorney’s fees of 33 1/3% of the unpaid balance, and all costs of court. I also authorize my employment location and status to be verified for the purpose of processing my bill for payment.

I authorize the use of the phone numbers and other contact information I provide, including my cellular number and any future number assigned to me, for calls, texts, emails, to include automated dialers, to contact me regarding my care and my account by this medical provider and this medical providers’ business associates.


Responsible Party Signature: ___________________________________________________

DOB: _____________________________________

new patient registration PACKET 2
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GENERAL     Recent weight gain     R ece nt weight loss     Fatigue     Weakness       F e ver     Night sweats     M USCLES/ JOINTS /BONES     Numbness     Joint p ain     Musc le weak ness     Joint swelling     EARS     Ringing      Loss of hearing     EYES     Pain     Redness     Loss  of vision     Double or blurre d vision     Dryness     T HROAT     Freque nt sore throat     Hoarseness     Difficulty in swallowing      Pain in jaw     HEART AND LUNGS     Chest pa in     Palpitations     Shortness of breath      Fa inting     S wollen legs or feet     Co ugh          NERVOUS SYSTE M     Headache s     Dizziness     Fainting   or loss  of  consciousness     Numbness o r   tingling     Memory loss     STOMACH / INTESTINES     Nausea     Heartburn      Stomach p ain     Vomiting      Yellow jaundice     Increasing constipa tion     Persistent diarrhe a     Blood   in stoo ls     Black stools       SKIN     Redness     Rash     Nodules/bumps     Hair loss     Color changes of hands or  feet     BLOOD     Anemia      C lots     KIDNEY /URINE/BLADDE R     F requent or painful  urination     Blood in urine                PSYCHIATRIC     Depression     Excessive worries     Dif ficulty fallin g aslee p     Difficu lty staying asleep     Difficulties with sexual  arousal     Poor  appetite     Food cravings      Frequent crying     Sensitivity     Thoughts of  suicide /attempts     Stress     Irritabil ity     Poor concentration     Racing thoughts     Hallucinations     Rapid  speech     Guilty thought s     Paranoia     Mood swings     Anxiety     Risky behavior     WOMEN ONLY     Abnormal  Pap smear     Irregular periods     Bleeding between periods     PMS   A ge at first  period: ______ _ _                  # of pregnancies: _________                 # of miscarriages: _________                # of abortions: ____________         Have you reached menopause?                   Y / N   At wha t age? _______   Do you have  regular   perio ds ?                   Y / N   
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Past Medical History

CONDITION SELF FAMILY If yes, explain:

Diabetes Y / N Y / N

High Blood Pressure Y / N Y / N

High Cholesterol Y / N Y / N

Hypothyroidism Y / N Y / N

Goiter Y / N Y / N

Cancer: type ___________________ Y / N Y / N

Leukemia Y / N Y / N

Psoriasis Y / N Y / N

Angina Y / N Y / N

Heart Problems Y / N Y / N

Heart Murmur  Y / N Y / N

Pneumonia Y / N Y / N

Pulmonary Embolism Y / N Y / N

Asthma Y / N Y / N

Emphysema Y / N Y / N

Stroke Y / N Y / N

Epilepsy (seizures) Y / N Y / N

Cataracts Y / N Y / N

Kidney Disease Y / N Y / N

Kidney Stones Y / N Y / N

Crohn's Disease Y / N Y / N

Colitis Y / N Y / N

Anemia Y / N Y / N

Jaundice Y / N Y / N

Hepatitis Y / N Y / N

Stomach or Peptic Ulcer Y / N Y / N

Rheumatic Fever Y / N Y / N

Tuberculosis Y / N Y / N

HIV/Aids Y / N Y / N

OTHER:


