AlJAZ A. KHALID, M.D. PATIENT HISTORY/DEMOGRAPHICS FORM

PATIENT’S FULL NAME DATE OF BIRTH
STREET ADDRESS HOME PHONE

CITY STATE ZIP CODE
PATIENT'SSEX:M___F__ SS# / /

LEGAL GUARDIAN/CUSTODY NAME RELATIONSHIP
MOTHER’S NAME EMPLOYER

HOME PHONE WORK PHONE

FATHER’S NAME EMPLOYER

HOME PHONE WORK PHONE

STREET ADDRESS (MOTHER/FATHER)
MAILING ADDRESS

PHARMACY PHONE NUMBER
REFERRING PHYSICIAN ADDRESS PHONE #
IN CASE OF EMERGENCY, CONTACT PHONE #

PERSON RESPONSIBLE FOR BILL ADDRESS
INSURANCE COMPANY NAME ADDRESS
SUBSCRIBER NAME SUB. SS#

SUB’S EMPLOYER GROUP# POLICY#
CHAMPUS ONLY: SPONSOR’S NAME ID#
ACTIVE RETIRED BRANCH OF SERVICE
MEDICAID OR MEDICARE ONLY: MEDICAID # MEDICARE #

HAVE YOU EVER SUFFERED FROM ANY OF THE FOLLOWING? CHECK ANY THAT APPLY

O FREQUENT O ALLFRGIES O SERIOUS
HEADWCHES 0 UNUSTUAL WEIGHT ILLNESS
0 DIFFICULTY GAIN ORLOSS
EREATHING O ABNORMAL O MEDICATIONS
O VEIONPROBLEMS ELFEDING {1.15: Llnﬁ ENTLY TAKING
O FAINTING 0 NIGHTSWEATS
0 DIIINESS 0 KERVOUS
0 CONVULSIONS/SEL EREAKDOWN FAMILY HISTORY OF
NEUROLOGICAL DISEASE?
IURES 0 PERSIETENT COUGH FTURES  MIGRAINES
O EXCESSIVE FATIGUE O OPERATIONS “CANCER _ LEARNING
O ASTHMAHAYFEVER THSARILITY
O FEVER O OTHER
o MEMORY INJURIES
TMP ATRMENT

IHERERY AUTHORIZE DF. AITAZ A KHATID TO FURMISH INFORMATION TO INSUFANCE CARRIER ABOUT MY ILINESS AND
TEEATMENT. THEREBY ASSIGEN TO THIS PHY SICTAN ALL PAYMENT 5 FOR MEDTCAL SERVICES RENTERED TO MY SELF OF. MY
TEPEMDENTS. IF ANY, REGARTTERS OF MY INSURAMCE BENEFIT 5. I UNDERS TAND THAT I AM RESPOMNSIBLE FOB. THE FEES FOR ANY
SERVICES RENTERED

SIENATTRE DATE




