FAMILY MEDICINE ASSOCIATES OF EL PASO
Benjamin Gonzalez, M.D. -- Bobbi Gonzalez, FNP

PATIENT REGISTRATION (Please Print Clearly)

Patient's Name:
(Last) (First) (MI)  (Social Security Number)

Date of Birth: Age: Sex: Male - Female Referred by:
Marital Status: Single - Married - Widowed - Divorced - Separated

Home Adress:

(Street) (City) (State) (Zip Code)

Cell Phone:( ) Home Phone:( ) Work Phone:( )
Occupation: Employer:
‘Work Address:

(Street) (City) (State) (Zip Code)
Email: Preferred Physician:
Spouse' Name: Occupation:

(Last) (First)

Spouses's Employer: Work Phone:( )
Preferred Pharmacy: Phone:( )

How would you like to be reminded about your appointments? Phone - Email - Text

In case of emergency, please notify:

Relationship Phone:(_ )

Signature: Date:




FAMILY MEDICINE ASSOCIATES OF EL PASO
Benjamin Gonzalez, M.D. -- Bobbi Gonzalez, FNP

REGISTRO DEL PACIENTE (Por Favor Escriba en Letra de Molde)

Nombre:
(Apellido) ( Nombre) (Numero de Seguro Social)
Fecha de Nacimiento: Edad: Sexo: Masculino - Femenina
Estado Civil: Soltero(a) - Casado(a) - Viudo(a) - Divorciado(a) - Separado(a)
Domicilio:
(Calle) (Ciudad) (Estado) (Zona Postal)
Numero de
Celular:( ) Casa:( ) Trabajo:(_ )
Recomendado(a) por:
Ocupacion: Empleador:
Direccion de Trabajo:
(Calle) (Ciudad) (Estado) (Zona Postal)

Correo electronico:

Medico de preferencia:

Nombre del Conyuge:

Ocupacion:

(Apellido)

Empleador del Conyuge:

Farmacia de preferencia:

(Nombre)

Telefono de Trabajo:( )

Numero:( )

Como le gustaria que le recordemos de su cita? Telefono - Correo electronico - Texto

En caso de emergecia, favor de notificar:

SuRelacion

Numero:( )

Firma:

Fecha:




m Family Medicine Associates

Acknowledgement of Review of Notice of Privacy Practices (HIPAA)
and Authorization for Release of Your Medical Records

TO OUR PATIENTS: We are required by all applicable federal and state laws to maintain the privacy of your health information. We
may use or disclose your health information to a physician or other health care provider that provides treatment to you.

We may use and disclose your health information to obtain payment from insurance companies or third parties for treatment and
services we provide to you, unless notified in writing that you do not want us to disclose your health information to your insurance
provider, in which case you would be a self-paying patient and would be responsible for paying your claims out-of-pocket.

Please initial and check how we will process your claims at the Family Medicine Associates of El Paso, PA.:

O Ichoose to use my Insurance Provider for processing of my claims.

Initials:

O I choose NOT to use my Insurance Provider, and the services rendered from Family Medicine Associates of El Paso, PA. will
be paid out-of-pocket.

Initials:
We may disclose your health information:

« To our business associates that perform functions on our behalf or provide us with services if the information is necessary
for such functions or services.

- To oversight activities which include audits, investigations, inspections and licensure.
+ For Data Breach Notification purposes to provide legally required notices of unauthorized access to your health information.
+  For lawsuits and disputes.

. To any of the following entities or for the purposes mentioned: law enforcement; coroners, medical examiners and funeral
directors; protective services for the President and others; public health risks; health oversight activities permitted by law;
national security and intelligence activities; if you are an inmate or individual in custody.

UNLESS YOU GIVE US WRITTEN AUTHORIZATION, WE CANNOT USE OR DISCLOSE YOUR HEALTH INFORMATION FOR ANY
REASON EXCEPT THOSE DESCRIBED ABOVE.

We may not disclose your health information without written authorization for the following:

1. USES AND DISCLOSURE OF PROTECTED HEALTH INFORMATION FOR MARKETING PURPOSES.

[0 By checking this box and signing below, | authorize Family Medicine Associates of El Paso, PA. to send me educational
and/or marketing information on new products and services that may become available. Family Medicine Associates of El
Paso, PA. may receive direct or indirect remuneration from another entity for participating in certain educational and/or
marketing events or promotions.

Family Medicine Associates of El Paso, PA.
9398 Viscount Blvd. 4C, El Paso, TX 79925
.Phone: (915) 594-1033 Fax: (915) 594-1256 .




Family Medicine Associates

Let our family care for your family

Acknowledgement of Review of Notice of Privacy Practices (HIPAA)
and Authorization for Release of Your Medical Records

Please initial and check how we may disclose your health information:

O 1 ALLOW my protected health information to be used for Marketing Purposes.

Initials:

O 1 DO NOT ALLOW my protected health information to be used for Marketing Purposes.

Initials:

2. DISCLOSURES THAT CONSTITUTE A SALE OF YOUR PROTECTED HEALTH INFORMATION.

**If for any reason you are unable to sign a medical release for your medical records, you may state in writing (below) a
person’s name and information allowing them to communicate or sign and pick up your protected health information
(e.g., a family member, spouse or friend that you trust). If you do not provide the name of a contact in the space below,
we will understand that you do not want anyone to be able to pick up your medical records for you. **

Name:

Address:

Telephone:

Fax:

I understand that Family Medicine Associates of El Paso, P.A. has permission to release and discuss my information to the person(s)
stated on this form, and that | can change at any time to allow/disallow another person to receive my information if so desired,
but this must be stated in writing. If no one is listed above, records will be released to no one but the patient.

A signature (below) is required to acknowledge your understanding of Family Medicine Associates of El Paso, P.As Privacy
Practices.

Signature of patient (or patient’s representative) Date

Printed name of patient or representative Representative’s authority to sign for patient
(e.g., parent, guardian, power of attorney for
health care, or executor.)

HIPAA Updated as of 2/15/2017

Family Medicine Associatés of El Paso, PA.
9398 \ﬁscount vad 4C El Paso TX 79925




Family Medicine Associates

care fo ur t I

Hearing Health Screener

1. Doyou find it difficult to follow a
conversation in a noisy restaurant or
crowded room?

DYes DNO DSometimes

2. Doyou sometimes feel that people are
mumbling or not speaking clearly?

D Yes No Sometimes

3. Doyou experience difficulty following
dialog in the movie theater?

DYes I:INO DSometimes

4. Do yousometimes find it difficult to
understand a speaker at a public meeting or
a religious service?

DYes DNO DSometimes

5. Do you find yourself asking people to speak
up or repeat themselves?
Yes No I:] Sometimes

6. Do you find men’s voices easier to
understand than women’s?

DYes D No D Sometimes

7. Doyou experience difficulty understanding
soft or whispered speech?

DYes D No l___l Sometimes

8. Do you have difficulty understanding
speech on the telephone?
Yes [INo Sometimes

9. Does a hearing problem cause you to feel
embarrassed when meeting new people?

DYes DNo DSometimes

10. Do you feel handicapped by a hearing
roblem?

Yes DNO DSometimes

11. Does a hearing problem cause you to visit
friends, relatives, or neighbors less often
than you would like?

D Yes D No D Sometimes

12. Do you experience ringing or noises in your
ears?

D Yes D No D Sometimes

13. Do you hear better with one ear than the
other?
Clyes [INo [ sometimes

14. Have you had any significant noise
exposure during work, recreation, or
military service?
[dyes [INo [JSometimes

15. Have any of your relatives (by birth) had a
hearing loss?

DYes L—_INO DSometimes

Total:

Scoring

2 points for Yes

1 point for Sometimes
0 points for No

Scores of 3 or more: May mean that you
have a hearing problem.

Scores of 6 or more: Strongly suggest that
a hearing check is warranted.




m Family Medicine Associates

Hearing Health Screener

10.

¢ Tiene usted dificultad escuchando una
conversacion en un restaurante ruidoso o
en un cuarto con muchas personas?

DYes DNO DSometimes

(A veces le suena a usted como si la otra
ente no esta hablando claramente?

Yes I:INO DSometimes

¢ Tiene usted dificultad escuchando el
didlogo de una pelicula en el cine?

D Yes D No D Sometimes

(A veces tiene usted dificultad entendiendo
lo que dice un orador en una reunién o
ceremonia religiosa?

DYes DNO DSometimes

¢Ha notado usted que necesita pedirle a la
ente que se repita o que hable mas alto?
Yes [INo L] Sometimes

¢Le parece a usted que es mas facil
entender las voces de los hombres que de
las mujeres?

DYes DNO DSometimes

(Tiene usted dificultad entendiendo cuando
una persona le habla susurrando o con una
voz bajita?

DYes D No D Sometimes

¢ Tiene usted dificultad entendiendo lo que
dicen por el teléfono?

DYes DNO DSometimes

:Un problema auditivo le causa a usted
sentirse pena cuando conoce a la gente por
rimera vez?

Yes DNO DSometimes

;Se siente usted discapacitado por un
roblema auditivo?

Yes DNO DSometimes

11. ;Un problema auditivo le causa a usted
visitar a los amigos, familia, o vecinos con
menos frecuencia que normalmente querria
visitarlos?

D Yes D No D Sometimes

12. ;Tiene usted el sonido de una campanada u
otros sonidos en los oidos?

DYes DNO DSometimes

13. ;Puede usted oir mejor con un oido que el
otro?

D Yes D No D Sometimes

14. ;Ha tenido usted exposicién a ruidos muy
altos durante el trabajo, el recreo, o el
servicio militar?

DYes DNO DSometimes

15. ;Hay alguien en la familia de usted que ha
nacido con una falta de poder oir bien?

DYes DNO DSometimes

El total:

Sumar los puntos

2 puntos para "s{"

1 punto para "a veces"
0 puntos para "no"

Con un total de 3 o mas, puede ser que tiene
usted un problema auditivo.

Con un total de 6 0 mas, le sugerimos
fuertemente que le hagan a usted una prueba
auditiva.




” Family Medicine Associates ADULT HISTORY AND REIVEW OF SYSTEMS
P> QUESTIONNAIRE

Name: Date
DOB Male Female
Past Medical History Date Diagnosed

(any significant medical problem you have
been or you are currently being treated for)

Allergies

Past Surgical History ' Date of Surgery

Complete if applicable:

Colonoscopy Date of Procedure Gl provider

Family History

Mother
Father
Siblings
Other
Drug Use
Tobacco Use YES NO Type
Packs per day for years Quit YES/NO
Alcohol Use YES NO
Drinks per DAY __ WEEK __ MONTH ____

GYNECOLOGICAL/OBSTETRICAL HISTORY

Age when you started menstruating Number of Pregnancies

Date of last PAP Number of Births

History of abnormal PAP’s YES NO Birth Control Method
IMMUNIZATIONS

Flu YES NO Date: Pneumonia YES NO Date:

Tetanus YES NO Date: Shingles YES NO Date:




Review of Systems - Please check all that apply:

SKIN

0 Rashes

O Itching

D Change in hair or nails

HEAD
O Headaches
0 Head injury

EYES

O Glasses or contacts
0 Change in vision

O Eye pain

0 Double vision

O Flashing lights

0 Glaucoma/Cataracts
O Last eye exam

EARS

o Change in hearing
O Ear pain

0 Ear discharge

O Ringing

O Dizziness

NOSE/SINUSES
O Nose bleeds

0O Nasal stuffiness
O Frequent colds

ALLERGIES

O Hives

o Swelling of lips or tongue
0 Hay fever

0 Asthma

0 Eczema

O Sensitivity to drugs, food,
pollens, or dander

URINARY

O Difficulty in urination

0 Pain or burning on urination

0 Frequent urination at night

0 Urgent need to urinate

O Incontinence of urine

O Dribbling

DDecreased urine stream

0 Blood in urine

0 UTI/stones/prostrate infection

MOUTH/THROAT
O Bleeding gums

O Sore tongue

O Sore throat

O Hoarseness

NECK

O Lumps

o Swollen glands
o Goiter

0 Stiffness

BREAST

O Lumps

O Pain

O Nipple discharge
O BSE

RESPIRATORY/CARDIAC
o Shortness of breath
O Cough

O Production of phlegm/color

0 Wheezing

0 Coughing up blood

0 Chest pain

O Fever

0 Night sweats

0 Swelling in hands/feet
O Blue finger/toes

0 High blood pressure

O Skipping heart

O Heart murmur

0 HX of heart medication
0 Bronchitis/emphysema
0 Rheumatic heart disease

PERIPHERAL/VASCULAR
O Leg cramps

O Varicose veins

o Clots in veins

MUSCULOSKELETAL

O Pain

O Swelling

O Stiffness

O Decreased joint motion
O Broken bone

O Serious sprains

O Arthritis

O Gout

GASTROINTESINAL

0 Change in appetite or weight
0 Problems swallowing

0 Nausea

O Heartburn

O Vomiting

0O Vomiting blood

0 Constipation

0 Diarrhea

D Change in bowel habits

O Abdominal pain

0 Excessive belching

O Excessive flatus

O Yellow color of skin
(jaundice/hepatitis)

O Food intolerance

O Rectal bleeding/hemorrhoids

NEUROLOGIC
O Headaches
0 Seizures
0 Loss of consciousness/fainting
O Paralysis
0 Weakness
O Loss of muscle size
0 Muscle spasm
O Tremor
O Involuntary movement
O Incoordination
0O Numbness
O Feeling of “pins and
needless/tingles”

HEMATOLOGIC

0 Anemia

0 Easy bruising/bleeding
O Past transfusions

ENDOCRINE

O Abnormal growth

O Increased appetite

U Increased thirst

O Increased urine production
O Thyroid trouble

O Heat/cold intolerance

0 Excessive sweating

O Diabetes

PSYCHIATRIC

0 Tension/Anxiety

O Memory problems

O Unusual problems

O Past treatment with Psychiatrist
O Change in mood/change in
attitude towards family/friends

O Sadness/Depression




Prescription Medication List

Medication

Dosage

Frequency

How taken
(oral, topical, injection, other)

COMMENTS:




m Family Medicine Associates
Let our family care for your family

~>

24 Hour Cancellation & “No Show” Fee Policy

~ Each time a patient misses an appointment without providing proper notice,

another patient is prevented from receiving care. Therefore, Family Medicine Associates
reserves the right to charge a fee of $25.00 for all missed appointments

(“no shows”) and appointments which, absent a compelling reason, are not

cancelled with a 24-hour advance notice.

“No Show” fees will be billed to the patient. This fee is not covered by insurance,

and must be paid prior to your next appointment. Multiple “no shows” in any 12
month period may result in termination from our practice.

Thank you for your understanding and cooperation as we strive to best serve the
needs of all of our patients.

By signing below, you acknowledge that you have received this notice and understand

this policy.

Printed Name

Signature

Date






