


NEW PATIENT QUESTIONNAIRE: DATE: _____/_____/__________

Patient Name: DOB: _____/_____/__________

Chief Complaint:

Pharmacy Name & Number:

Medications: Please list all medications that you are currently taking, prescribed and OTC, and please include all vitamins and herbal supplements. 

Allergies to Medication: Y / N  Explain?

PAST MEDICAL HISTORY: Please circle “Y” for YES and “N” for NO to any medical problems.
Y / N  Anemia
Y / N  Anxiety
Y / N  Arthritis/Gout
Y / N  Asthma
Y / N  Atrial Fibrillation
Y / N  Bleeding Problems
Y / N  CAD
Y / N  CHF
Y / N  Cancer   If yes, type? _______________________
Y / N  Depression
Y / N  Diabetes
Y / N  Gastritis/Ulcer
Y / N  HIV/AIDS

Y / N  Hepatitis
Y / N  High/Low Blood Pressure
Y / N  High Cholesterol
Y / N  Kidney Disease/Stones
Y / N  Overweight/Obesity
Y / N  Sexual Transmitted Diseases
Y / N  Stroke
Y / N  Thyroid Disease
Y / N  Tuberculosis (or positive TB test)
Y / N  Headaches/Migraines
Y / N  Pneumonia
Y / N  Seizures/Convulsions

SURGICAL HISTORY: Please list any previous surgeries or procedures.

Procedure/Operation Date Surgeon Hospital

Medications Dose How many times per day? Why do you take this?



Patient Name: DOB: _____/_____/_________

Relation to Patient Problem/Diagnosis
ex: Stroke, Heart Disease, etc. Onset Age Age of Death Notes/Comments

FAMILY HISTORY:

SOCIAL HISTORY:
Smoking Status: 	  Current Every Day Smoker; 	 Never Smoked; 	 Former Smoker;
If so, how much do you Smoke?
Tobacco Years of Usage:
Illicit Drugs: Y / N  If yes, Explain:

Occupation:
Marital Status:

Date of Last Colonoscopy:
Date of Last Endoscopy:

_____/_____/_________
_____/_____/_________

PPD; PPW;



We appreciate the opportunity to serve you. The following information and expectations are set forth in an effort to 
provide all our patients with the highest quality care.

_____ �MEDICATION REFILL REQUESTS: We request that you first contact your pharmacy for refills. We will not do 
same day refills. The pharmacy will work with us to process your requests. Refills should be requested at least 
72 hours (3 business days) prior to your refill date. The practice is closed on weekends and refill requests will 
not be accepted. Please contact our office to confirm that we have received the refill request. If you have not 
been seen by our provider in the past year, we will not refill your medication without an appointment.

_____ �PAYMENTS: All applicable fees, deductibles, coinsurance, co-pays or outstanding balances must be paid at the 
time of your appointment. We accept cash, checks, Visa, MasterCard, Discovery and American Express. There is 
a $25.00 charge for all returned checks.

_____ �CHANGES OF INFORMATION: Please provide us with any changes regarding your address, phone number or 
insurance as soon as possible. Failure to notify us of any updates may result in you being financially responsible 
for the services rendered.

_____ �FMLA & OTHER FORMS: Should you require our office to complete FMLA or other applicable forms, there is a 
fee starting at $35. Fees are due when forms are completed. Please allow 7 business days for us to complete 
forms. Please inquire with the staff regarding forms that you need to be completed and applicable fees.

_____ �APPOINTMENT TIME: We ask that you arrive on time for your appointments. Arrivals later than 15 minutes will 
require appointment rescheduling.

_____ CELL PHONES: We ask you to please have your cell phone off during your office visit.

_____ �CANCELLATION/NO SHOWS: If you need to cancel your appointment, we ask that you give us 24 hours notice. 
If you fail to notify us and miss your appointment, there will be a $25.00 fee and possible termination from the 
office if excessive. There will be a fee of $25.00 if you cancel your appointment on the same day.

_____ �OFFICE VISITS: At the time of scheduling, please notify the staff of all the reasons for which you are requesting an 
appointment. In respect to all our patients’ time and to maintain the efficiency of the practice, only complaints 
for which the visit was scheduled will be addressed. We will address all your healthcare needs, but it may require 
multiple visits.

We ask that you initial each area and sign below. By signing below, you acknowledge having read, understood and are 
in agreement with the above information and expectations.

Patient Signature DatePrinted Name

NEW PATIENT QUESTIONNAIRE:



NO SHOW POLICY
Patients who fail to present for a scheduled appointment will be considered a “no-show.” Patients who fail to cancel the 
appointment 24 hours prior to the appointment will also be considered a “no-show.”

A patient determined to be a “no-show” will be charged $25.00 for each episode.

Patients who have missed 3 appointments in a 12-month period will be considered a “chronic no-show.”  
 A patient determined to be a “chronic no-show” may be discharged from the practice.

Please read each of the following statement carefully and sign as your authorization, understanding, and agree with 
each statement.

POLICY ACKNOWLEDGMENTS AND RELEASES

Patient Signature: Date:

ASSIGNMENT AND RELEASE: I hereby assign my insurance benefits to be paid directly to the physician. I also authorize 
the physician to release any information required to process this claim to my employer or any third party vendor.

MEDICARE BENEFICIARY ASSIGNMENT AND RELEASE: I request payment of authorized Medicare benefits to me 
or my behalf for any services furnished me by ____________________. I authorize any holder of medical or other 
information about me to release to Medicare and its agents any information needed to determine these benefits for 
related services.
Patient Signature: Date:

Patient Signature: Date:

FINANCIAL OBLIGATION: I hereby acknowledge that I understand there may be services provided that will not be 
covered by my insurance carrier and fully understand that I am fully responsible for any and all charges not covered 
by my insurance carrier. I understand that payment may be requested at the time of service or I may be billed for such 
services subsequently.

Patient Signature:

CONSENT FOR TREATMENT: I hereby authorize the physician, nurses, medical assistants and staff to conduct such 
examinations, and to administer treatment and medications as they deem necessary and advisable.

Date:

ADVANCED DIRECTIVE: Do you have an advance directive (living will/power of attorney)?
YES NO If yes, please provide a copy for our records.

Date:Patient Signature:
MEDICATION HISTORY AUTHORITY: I authorize San Lucas Surgical Associates to obtain Medication History Authority.

Patient Signature
has read and understand the above stated policy.




