
Arundel Medical GrouP lnc'

Welcome to Arundel Medical Group lnc'

Please place a check beside the reason for your visit'

Medical

Auto Accident (PIP)

Workman's Comp

FAA Physical

lmmigration Physical

Weight Loss Program

Chiropractic / Physical therapy

Signature:

Date:



PATIENT DETAIL SHEET
(PLEASE BE SURE TO COMPLETE ALL OF THE RED ARE

LAST NAME:

FIRST NAME: DATE I I
MIDDLE INITIAL:

ADDRESS:

CITY:

STATE: ZIPCODE:

EMAILADDRESS:

ILLNESS DATE:

PHYSICIAN BEING SEEN:

REFERRING PHYSICIAN:

77*€ /*

SEX: tr MALE
tr FEMALE

RIRTH / IDATE I I
HOME PHONE # CELL PHONE #

SOCIAL
SECURITY#

ETHNICITY: tr NOT HISPANIC OR LATINO
tr HISPANIC OR LATINO

LANGUAGE RACE OFFICE USE ONLY

tr RTA

EMERGENCY CONTACT RESPONSIBLE PARTY/GUARDIAN

NAME: NAME:

PHONE #: PHONE #:

PRIMARY INSURAIICE COVERAGE (COPY OF CARD MUST ACCOMPANY FORM!)

INSURANCE CO. NAME:

POLICY HOLDER NAME:

POLICY HOLDER'S BIRTH DATE (If different from patient): 

- 

l- l.

RELATIONSHIP TO PATIENT:

POLICY#:

EMPLOYER:

INSURANCE CO. NAME:

POLICY HOLDER NAME:

GROUP #:

EMPLOYER PHONE #:

SECONDARY INSURANCE COVERAGE (COPY OF CARD MUST ACCOMPANY FORM!)

POLICY HOLDER'S BIRTH DATE (If different from patient): 

- 

l- I

RELATIONSHIP TO PATIENT:

POLICY #: GROUP #;

EMPLOYER: VERIFIED BY:

Staff InitialsPATIENT'SAUTHORIZATION stAN INII1AIS

I authorize ARUNDEL MEDICAL GROUB INC. to apply for benefits on my behalf for services rendered by ARUNDEL

MEDICAL GROUp. I request payment from my insurance company be made directly to ARUNDEL MEDICAL GROUB INC.

I certify that the information I have reported with regard to my insurance coverage is correct, and further authorize the release

of any information, including medical information for this or any related claims. I permit a copy of this authorization to be used

in place of the original. I maly revoke this authorization at any time in writing. I understand that nothing herein relieves me of

the primary responsibility anO obligation to pay for medical services provided, when a statement is rendered. If the account is

turned over for collection, I agree to pay for any collection and attorney's fees'

Signature of Subscriber or Guarantor Date

Please note that all spaces need to be filled in before returning to the front desk.



PLEASE LISTANY DISEASEs YOU NO
(exomple; high blood pressure, pneurnonio,
1)

SMOKER? NO- Ilt- number of pocks per doy_for_yeors
ALCOHOL? NO_ yES_How much2

W HAVE
diobetes

6)_

8)_

e)_

10)-

IN THE SPACE NEXT TO CACH SCREENIN, TE'T OR TYPE OF COUNSELIN6, PLEA'EMARK rHE APPROXTMATE YEAR IN WHTCH YOU LAsT HAD Ir OOr.rC iFr.rEVCB,
LEAVE IT BLANK, IF ITIs 5OMETHIN6 YOU WOULD LIKE TO DISCUSS WITH THEDOCTOR TODAY, PLEAsE CIRCLE IT.

-Vision 
ondlor groucomo testing 

-Heari.ngtest -Lost 
Dentor oppointment_!f il care.counseling (sunscre-n usage/melinoma detection) gfofiJ .orii_D iobeteslcho lesterol sc.reening Thyroid screening _HIV tesfcolonoscopy _Treodmill or stress tast _sexuoiiy tian-smitted diseose tests

-Tuberculosis 
test (TB or tina) 

-Tetonus 
voccination _Meo.r", ,o..inotion_Flu voccinotion pneumonio voccinotion _Hepotitis B voccinotion_Breosi exom ond mommogrom _Lost gyni-*nti ae sm"o. _U.inoty.is

-L*:;i"::1:g-,r 
O"O.?rsion steeniis _Nutritionat.ornlJie -,- -

_cxetctse counseting ._Sexuol co_unseling (birth control/ pregnancyi dis.as.s1

-Subsionce 
obuse counseling. 

-"Boby 
st,-ots" loerzoev, r-,t&r-n. Hiii, H"p gi'

Lnjury/accident prevention (use of seot belts,zioison confrol)
_Advonced directives (How you wish to be ,o""i f o, in lhe evlnt you becometenminolly
- _ ill of injured and ore unoble lo voiceyour wishesj
COMMENTS

OR HAVE HAD IN THE PAST.
, thyroid diseose, etc.) NONE_

2)
3)
4)
5)

PLEASE Lrsr ANy ALLER6TEs you HAVE (medicines and environmentor) NoNE_-

Arundel Medicol Group, Inc.
Medicol History & preventive Heolth euestionnoire

Nome; Birth Dote:

DRUGSZ NO_ yES_ How much?
S EA T B ELT5? NO_ yES_ n t*ryr_@

YOUR OCCUPATTON:

(over, please)



Arundel Lledicol 6rouP, Inc.
Medicol History & Preventive Heolth Questionnoire

PAGE Z

PLEAsELIST,4LLTHEMEDICATIoN5youARECURRENTLyTAGN6.INICLUDINIG
oVER.THE-CoUNTERMEDICATIoNSANDBIRTHcoNTR,oLPILLS(includedoseif
known) NONE-

o\
6\_-......=.........-

PLEA5EcHEcKANyDISEA5ETHATRUNSINyoURFAMILyNoNE-

- 
Heari diseose (heort ottocks/ongino/heart failure)

- 
High Blood Pressure

- 
Diobetes

- 
High Cholesterol

- 
Alcoholism/Drug obuse

- 
Stroke

- 
Skin Concer

- 
Lung Concer

- 
Breos't Concer

- 
Colon Cancer

- 
Obesity

PLEA5E LT5T ALLTHE OPEP^TTONs YOU HAVE EVER HAD WTTH THE YEAR IT WAs

PERFORMED. NONE

,,, 6

Lt--.-- n
l\q

E\ LO)---.--
ilr rm^*.*;*", *o- vEs- (Pleose describe)

Below, list ony diseases in your fomily not menlioned;

PLEAsELISTW.TyYoUWEREHo5PITALIZEDFoRI^EDICALDI5EASESANDyEAR
ip*.^"n,", heort problans, occidents, etc ) NEVER HosPrT ALTZ?D-
,. 6

2
?

6

MARRIED- sEPARATED- sIMLE- WTD9WED_ DIVoRCED-

!\



Vaccine Administration Record
for Adults
Before admlnistering any wccines, givc the pauent copies ofall pertin.nt
Vrccine lnformation Slatements (VlSs) and make sure he/she urd!rstands
thc risks and benefits ofthe vacclne(s). AJways providc or update the patient,s
personal record card.

PACElOF2

Patient

Chart number

PRAC'ICE NAME ANO  O O RESJ

Arundel Medical Group, lnc.
7575 Ritchie Highway

Tet!flus,
Diphth.ria, Pertussis
(c.g., Tdap,Td)
Civ.llvl,'

H€prtitis A.
(..9., HepA, FlepA-HepB)
Clvc lM.,

H.pztJtis B.
(c.9., H.pg, H.p,l"HepB)
Clv.lM.'

Human paplllomavlrus
(H PV2, H PV4, H PV9)

6lve lM.'

> Sce pagc 2 to record infuenza, pneumococcal, zoner, Hib, and othel vaccines
(e.t., trevel vaccines).

How to Complete this Record
1, Record th. gen.ric abbreviation (e,g., Tdap) or the trade name for each

v.ccine (see table at right).
2. Re.ord th! funding sourc. ofthe vaccjne given as either F (federal),

S (state), or P (priv!te).
3. Record the route by which th. racctne r.,ras given as either intrarnuscular

(lM), subcuraneous (Subcut), intradermal ID1, imranasal (NAS), o;o;al
(P(J) and also th. site wherr tt wa' admlnlstered as eithcr RA {riEht arm)_
LA (left a.m), m Oght thtgh), or LT (teft thi8fi).

4. Rccord the publication dati ofcach VIS as wlli as the date the VIS is
given to th. patient.

5. To meet thc space constraints ofthls form and federal requirements for
docufientation, a hc.lthcare settihg may want to leep rr-efereiie iist ofvaccinero6 rhat Includes th.tr inidsls and titles.

6. For combinatjon v-accincs, 6ll in a row for each antigen ln the combination.

saint paur, Minnesora . 6sr.647.e00e. www. ;ffi::;Iffil:ffiffi;:,iJ;:,; *-*
www.lm.nunize.o.t/6tg.d lp2O23.pdi . k n ipzlz3 ll116)

lM M uNtzanoN AcrtoN CoaurtoN

Vaccine Type of
grucn Sourca

(F,S,P)l
and
Site'

Statcrnent (Vl9

Mfi 0.t! on VlSl O.t glv.n.

Mezsres, Murnps, Rubelta

Varic.lla
(VAR) Giv. Subcut.,



Vaccine Administration Record
for Adults (continucd)

Befgra aomlnlsterlng any va(clnas, glva tha pat,art coples ofall oeninent
vaccinr lrtornat:on Statamants (VlSs) and ,nake sure he/sne underrtanos
tl"e nsks,and bcnefits ofthe vaccirc(s). Always prov dc or updar! tl,e palienls
DarSonal record card.

PACa 2 aF 2

Birthdate Chart number

Tlrd. Nrm..nd Mrnu6ctur.r
lrvl0..cllnl.d iA!.i'r

(llvl kdl cultu,..b.r.d

(ln..rlv.r.d cc6lnbin.,rt
lniqLr.ix vs.cii., ti!r.n!)

Fl!rd: (Csq. alblol (Por.ri s.r..er cofp ).
Murlr, Flur; Flu.dvu, Fluvnln (s.qirur):F uuv.l
(CSK)i Fluto..! alu2oi. lnn.d.rmrl Flu2on.
HIsh-00i. (Sriofi P.n.!r)

i.8!!n.r v.ccLn., q!.d.

PCVl]

Ppsv2!

AcrHlE (S.noi Ptn.ur)i Hlblir ICSK)i PldvuHlb

Vaccire Typ. of Dal6 vrcclne
giv.n

l.l:.o ld.'t lytl

Funding
Soura!
(F,s,P)'

Route'
and
Sit.l

Vrccin.lnformrlion
Statlm.nt (VlSl

klgnxur. or
Iirtldr rnd nn.)Mi. Orr. on VlSr Dil. givenr

lnfluenzr
(e.9,, llV3, llV,{, ccilV3,
Rtv3, tAtv4)

Civc llV3, lM, ccllV3,
and RlV3 l[Lr

6ive LAIV4 NAs.,

Pnaumococcrlconjutrte
(.,9,, PC\,lr) Glvr PCVII IM,r

Pncumococcrlpolylc.
chaid. (..9., PPSV23)
Clv. PPSV2I lM or
SubcuL'

Zostlr (HZU Clve Subcu!)

Hib C vc M.)

Oth!r

D Sec pege l lo record Tdap/Td, hepatltls A, heparitis B, HPV [,4MR, varicelle,
McnACWY, and MenB vacclnes.

How to Complete thls Record
1, Record thc generlc abbrevlation (e.g,, Tdap) or the trade name for cach

vaccine (se! table at rlght).
2. Record th. funding source ofthe vacclnc given as either F (federal),

5 (statc), or P (private).
3. Record the roule by which the vacclnc war givcn as eithrr intramuscular

(ltul), subcutancous (Subcut), intrad.rmal (lD), intrana!al (NAS), or oral
(PO) and also thc site wher. lt was edmlnister.d as cith.r RA (right arm),
tA (left arrn), RT (rigit thlgh), or LT (l?ft thlgh),

4, Record the publicatlon datc ofeach VIS as well as thc date the VIS is

given to thc patknt,
5. To rn..t th. spec. constr.ints ofthls form .nd federal rcquirernents fqr

documrntation, a h.althcare s.tting rnay want to keep a reference list of
vaccinators that includes their initials and titles.

lmmunization Action Coalition . Slint Paul, Minnc:ota'551-547-9009 . www.lmmunize.org'www.vaccineinformarion.org
www.rlnm!nl:c.orglcatg.d l p2023 ?df, lt n *P2021 - p!t. 2 (./16)

Arundel Medical Group, lnc.



ARI]NDEL MEDICAL GROUP, INC.
(A corporation in seryice to your physician.)

PATIENI CONSEI{T

CONSEIYT FOR TREATMENN
I voluntarily consent to the rendering of care, including treatment and performance of
diagnostic procedures. I understand that I am under the care and supervision of the
attending physician and it is the responsibility ofthe staff to carry out the instructions of
such physician(s).

BELEASE OF INFORIVIITTION:
By sigaing this form, you are granting consent to THE ARIINDEL MEDICAI GROllP,
INC. (a corporation in service to your physician) to use and disclose your protected health
information for the purposes of treatment, payment and health care operations. Our Notice
of Privacy Practices provides more detailed information about how we may use and disclose
this protected health information. You have a legal right to review our Notice of Privacy
Practices before you sigrr this consent and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may
request a copy ofthe revised notice. You have a right to request us to restrict how we use
and disclose your protected health information for the purposes of treatment, payment or
health care operations. We are not required by law to grant your request. However, if we
do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have
used or disclosed your protected health information in reliance oa your consent.

MEDICAREAND MEDICAID CONSENI TO RELEASE INTOBMATION
(if applicable):
I certiff that the information given by me in applyrng for payment under Title XVIII and/or
Title )il of the Social Security Act is correct. I authorize any holder of medical or other infor-
mation about me to release to the Social Security Administration or its interrnediary carriers
any information needed for this or rela'ued Medicare or Medicaid claim.

Print Patientt Name

Patient's or Guardian's Signature

Otler Than Patient, Print Name & RelationshilGuafiansfiip

Witness



ARI'NDEL MEDICAL GROI'P, INC.
(A corlroration in serrrice to your physician.)

PATIAIVIVS AIIIIIORIZAIION

I authorize the ARUNDEL MEDICAL GROUP, INC. (a corporation servicing
my physician) to release by mail, fax, electronic transmission or by phone
protected health information for the purpose of treatment and required
healthcare operations to (but not exclusive to) another physician's/physicians'
office(s), healthcare facility, hospital, surgery center, laboratory, radiology
facility and pharmacy.

I understand that I must fuIly complete and sign separate authorization forms
for each request for release of copies of medical records, for each personal
injury protection (automobile accideot), claim, for each workman's compensa-
tion claim, for each disability request for medical information, for each life
iasurance request for medical information ald./or for any request for the
release of protected health information not previously listed.

I authorize ARUNDEL MEDICAL GROUP, INC. to apply for benefits on my
behalf for services rendeved by ARUNDEL MEDICAL GROIIP, fNC. I
request payment from my insurance company be made directly toARUNDEL
MEDICAL GROUP, INC. I certify that the information I have reported with
regard to my insurance coverage is correct and further authorize the release
of any necessary information, including medical information for this or any
related claims. I permit a copy of this authorization to be used in place of the
original. This authorization may be revoked by me at any time in writing. I
understand that nothing herein relieves me of the primary responsibility and
obligation to pay for medical services provided when a statement is rendered.

Print Patient's Name Date

Patient's or Guardian's Signature Witness

Other T'han Patient (Print Name & RelationshilGuardianship)


