
DOB:

Employer: Occupation:
Employer Address: Employer Phone #:

Today's Date: Referring Provider: Primary Care Provider:

Male/Female SS#:Date of Birth:     

Last Name: First Name: MI:

Patient Information - A Picture ID and Insurance Card is Required of all Patients
Pharmacy Name: Pharmacy Location:

Preferred Name: Name Suffix:  Jr. Sr. I  II  III  IV
Pharmacy Information

Home Phone: Work Phone: Cell Phone:

Race: Ethnicity: Marital Status: Language:
Address:
City: State: Zip Code:

Signature: Date Signed:

In Case of Emergency
Name: Contact #:

GENERAL:     fatigue     fever     chills     night sweats

How would you like to be contacted:     Home Phone     Cell Phone     Email     Text     Patient Portal

What is the purpose of your visit today?

Please Circle Any of the Symptoms you have been experiencing

Policyholder's DOB:
Policyholder's Name:

Secondary Ins: Policyholder's Name:
Policyholder's DOB: Policyholder's SS#:

Insurance Information
Primary Ins:

Policyholder's SS#:

SS#:

Payment Responsibility - Patient, Parent, Guardian or Advocate
Relationship:Name:

Have you registered for our patient portal?  Give us your EMAIL :

ALLERGIC-IMMUNOLOGIC:     sneezing     eye irritation

EYES:     eye pain     double vision     blurred vision     changes in vision
HENT:     nasal obstruction     nasal congestion     nose bleeding     nasal discharge     hearing loss
CARDIOVASCULAR:     chest pain     irregular heartbeats     lower extremity edema
RESPIRATORY:     shortness of breath     wheezing     cough
GASTROINTESTINAL:     nausea     vomiting     diarrhea     constipation
GENITOURINARY:     dysuria     nocturia     urinary hesitancy
INTEGUMENT:     rash     itching     skin dryness     changes to existing lesions
NEUROLOGICAL:     muscular weakness     incoordination     memory difficulties
MUSCULOSKELETAL:     joint pain     joint swelling     muscle pain
ENDOCRINE:     loss of hair     heat intolerance     weight gain     weight loss
PSYCHIATRIC:     anxiety     depression     mood swings
HEME LYMPH:     easy bleeding     easy bruising     lymph node enlargement or tenderness

Address, if different from patient:



Patient Name:  
Height:  Weight: DOB:

Have you ever had or do you have any of the following medical problems?

Alcoholism Diabetes Liver Problems
Anemia Emphysema Lung Problems
Arthritis Glaucoma Lupus
Asthma Hearing Loss Mental Illness
Birth Defect Heart Attack\Angina Stroke
Bladder Disease Heart Failure Seizures
Bleeding Disorder High Blood Pressure Sexually Transmitted Disease
Cancer Kidney Problems Thyroid Disease

List all food/medication allergies:  

Date of your last flu shot:  
List any medical problems not listed above:

Lisa all surgeries you've had:

__Alcoholism __Diabetes __Liver Problems
__Anemia __Emphysema __Lung Problems
__Arthritis __Glaucoma __Lupus
__Asthma __Hearing Loss __Mental Illness
__Birth Defect __Heart Attack\Angina __Stroke
__Bladder Disease __Heart Failure __Seizures
__Bleeding Disorder __High Blood Pressure __Sexually Transmitted Disease
__Cancer __Kidney Problems __Thyroid Problems

Occupation:
Are you currently using tobacco products? How Much: How Long?
Are you exposed to secondhand smoke? How Often? How Long?

LIST ALL MEDICATIONS

MEDICAL HISTORY

SOCIAL HISTORY

F=Father, M=Mother, G=Grandparent, S= Sibling
Has anyone in your family had any of the following medical problems?  Please indicate relative

Please circle all that apply

FAMILY HISTORY





 

Treatment with Controlled Substances 

Patient Name: __________________________________________    DOB: _______________ 

The physician/practitioner has discussed with me the option of treating my condition/pain with a 
controlled substance. By accepting the prescription for the controlled substance(s) that was 
prescribed to me, I acknowledge I understand there are inherent risks and benefits associated 
with treating my condition/pain with a controlled substance. These risks include developing drug 
tolerance and dependence.   

It is my responsibility to take the medicine as prescribed and not more frequently than 
prescribed. I am not to share this medication with anyone else, including family members. The 
use of controlled substances can depress my senses and impact driving and work safety. It is 
discouraged during pregnancy, and may harm the unborn child. There is a potential for overdose, 
and if I suspect I have had an overdose I should call 911 or go to the emergency room as soon as 
possible.   

The medication should be stored in a safe place, out of the reach of children, and should be 
properly disposed of after expiration. Any requests for refills must be made during weekday 
hours before the prescription has expired and may require an office visit. 

I give permission for my entire prescription history to be obtained from my pharmacy. 

_______________________________________ 
Witness 

___________________ _________________ 
 Date Time 

________________________________________ 
Patient Signature or Person Authorized 

to Consent for Patient 

________________________________________ 
Relationship to Patient 

 
 
 
 
 

ENT Bowling Green 
Treatment with Controlled Substances Consent 

03-454003 Rev. 1/16 



 

 

 

It is the policy of Med Center Health Physician Practices to monitor and manage appointment 
no-shows. This is necessary to ensure we are able to provide timely access for all patients. High 
numbers of vacant appointments delay care to all patients. 

We understand that it is sometimes necessary to cancel and reschedule and that emergencies 
occur. If you have an appointment with one of our providers, your appointment must be 
cancelled or rescheduled at least 24 hours prior to the scheduled appointment time. Any 
patient who fails to arrive for a scheduled appointment without canceling or rescheduling that 
appointment at least 24 hours will be considered a “no-show.” 

As a courtesy, an appointment email is sent out five (5) days prior to your visit; a phone call is 
sent out two (2) days prior; a text is sent the day of the appointment. 

Our policy is that at two (2) “no-shows,” the patient is sent a warning letter with the dates of 
their missed appointments. At three (3) “no-shows,” the patient is sent a discharge letter from 
the practice and must seek care at another location. 

 

Thank you, 

 

Med Center Health Physician Practices 
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