


Dr. Robert Wayne Health History 
 

 
Patient Name _______________________________________    Today’s Date_______________________ 
 
Date of Birth _______________     Age _______ Reason for visit ____________________________ 
 
Primary Doctor __________________________    Referring Doctor _______________________________ 
 
Please list your Pharmacy _________________________________ 
 
Allergies: Please list any allergies you may have including Latex, tape or metal or IVP Dye 

Medication Name Type or Reaction 

  
  
  
  
  

 
Do you have problems with Anesthesia? No ____  Yes ____ describe: _________________________ 
 
Medications: Please list any medications you are taking on a regular basis including over the counter      
                       medications, vitamins, minerals and supplements.       

Medication Name Strength Frequency Reason for Taking 
    
    
    
    
    
    
    
    
    
    
    
    
Social History:  
Tobacco Use:  No ____  Yes ____ Current packs per day __________  Quit Date _______________ 
Caffiene Use:  No ____  Yes ____ Type and Frequency ___________________________________ 
Alcohol Use:   No ____  Yes ____  Type and Frequency ___________________________________ 
Drug Use:       No ____  Yes ____  Type and Frequency ___________________________________  
 

Fractures: Please list any fractures below:  
Type of Fracture Location of Fracture 

  
  

 
LAST COLONOSCOPY DATE  _____________ 
 



Dr. Robert Wayne Health History 
 

Conditions: Check (√) conditions you currently have or have had in the past 
□ Aids 
□ Alcoholism 
□ Anemia 
□ Anorexia/Bulimia 
□ Anxiety 
□ Appendicitis 
□ Arthritis 
□ Asthma 
□ Bleeding disorder 
□ Breast Lump 
□ Bronchitis 
□ Bursitis 
□ Cancer type _________ 
□ Cataracts 

□ Chemical Dependency 
□ Chicken Pox 
□ Diabetes type_____ 
□ Emphysema 
□ Epilepsy/Seizures 
□ Gastritis 
□ Glaucoma 
□ Goiter 
□ Gonorrhea 
□ Gout 
□ Heart Attack 
□ Heart Disease 
□ Hepatitis 
□ Hernia 
□ High Blood Pressure 

□ High Cholesterol 
□ HIV Positive 
□ Kidney Disease 
□ Liver Disease 
□ Major Infection type: 

________ 
□ Measles 
□ Migraine Headaches 
□ Miscarriage 
□ MRSA 
□ Multiple Sclerosis 
□ Mumps 
□ Pacemaker 
□ Pneumonia 
□ Polio 

□ Prostate Problem 
□ Psychiatric Care 
□ Rheumatic Fever 
□ Scarlet Fever 
□ STD’s  
□ Stomach Ulcer 
□ Stroke 
□ Suicide Attempt 
□ Thyroid Problems 
□ Tonsillitis 
□ Tuberculosis  
□ Typhoid Fever 
□ Ulcers 
□ Vaginal Infections 
□ Other: _______________ 

 
Surgeries/Hospitalizations: Please list surgeries or hospitalizations including pregnancies you’ve had below: 

Year Procedure/Reason for being Hospitalized Outcome or Complications if any 
   
   
   
   
   
   
   
   
   
   

Family History:  Deceased  If Yes, Age     If No, Health History 
        Yes     No               And from What:    Good      Fair          Poor 

 
Please check (√) any conditions that your blood relatives may have below: 
                                           Father:                    Mother:                 Brother:                       Sister: 

Arthritis     
Asthma     
COPD     
Bleeding problems     
Diabetes type 1     
Diabetes type 2     
Heart Disease     
High Blood Pressure     
Osteoporosis     
Kidney Disease     
Stroke     
Cancer Please list type:     
Other condition Please list:     

 
Patient Name  ________________________________ Date of Birth _______________ 

Father:       
Mother:       



      PATIENT INFORMATION REGISTRATION FORM Date:

Last Name First Name Middle Name

Birth/Maiden Name Gender Social Security Number
MALE FEMALE

Maritial Status Date of  Birth
    Married     Single      Widowed
Race      African American      Asian             Native Hawaiian Ethnic group:

     Alaska Native      Caucasian      Pacific Islander     Hispanic-E1
     American Indian      Hispanic      Other     Non-Hispanic-E2

    Unknown-E9
Primary Language Religion Primary Provider

Address City/State/Zip

Home Phone Cell Phone Work Phone

E-mail Address Referring Doctor (if different from Primary)

Preferred Contact Method      Home Phone      Cell Phone      Work Phone
Preferred Reminder Method      Home Phone      Cell Phone      Work Phone 
Driver's License Number Driver's License Expiration Date State

Employer Name and Address Position

Is this a Workmen's Comp claim? yes/no If yes, Claim Number

Insurance handling claim

Adjustor's Name Adjustor's Contact Number

Spouse's Name Social Security Number Date of Birth

Guarantor Name (if patient is a minor) Relationship to Patient Date of  Birth

Primary Insurance 

Name of Policy Holder Policy Holder Date of Birth

Policy Number Group Number 

Active Date Relationship to Patient 

Secondary Insurance 

Name of Policy Holder Policy Holder Date of Birth

Policy Number Group Number 

Active Date Relationship to Patient 

Name Phone Number 

Address Relationship to patient

DR. ROBERT WAYNE

PATIENT INFORMATION 

INSURANCE INFORMATION 

IN CASE OF EMERGENCY 

EMPLOYMENT INFORMATION

SPOUSE/PARENT/GUARDIAN INFORMATION



ROBERT WAYNE, M.D., F.A.C.S. 
 

GENERAL SURGEON 
 
 

PRIVACY PRACTICES ACKNOWLEDGEMENT 
 

I have received the Notice of Privacy Practices and I have been provided an opportunity 
to review it. 
 
 
SIGNATURE:____________________________________________________________ 
 
DATE:___________________ 
 
 
♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
 
MEDICARE PATIENTS: I request payment of authorized Medicare benefits be made 
either to me or on my behalf to Dr. Robert Wayne for any services furnished to me by Dr. 
Wayne.  I authorize any holder of medical information about me to release to the Health 
Care Financing Administration and its agents any information needed to determine these 
benefits or the benefits payable for related services.  I understand my signature requests 
payment be made and authorizes release of medical information necessary to pay the 
claim.  If “other health insurance” is indicated in item 9 of the HCFA-1500 form or 
elsewhere on other approved claims forms or electronically submitted claims, my 
signature authorizes releasing of the information to the insured or agency shown.  In 
Medicare assigned cases, the physician or supplier agrees to accept the charge 
determination of the Medicare carrier as the full charge and the patient is responsible only 
for the deductible, coinsurance and non-covered services.  Coinsurance and the 
deductible are based upon the charge determination of the Medicare carrier. 
 
ASSIGNMENT OF BENEFITS & PAYMENT AUTHORIZATION: I authorize payment 
directly to Dr. Robert Wayne of all benefits otherwise payable by any insurance 
policy/policies and I hereby irrevocably assign such benefits to Dr. Wayne in an amount 
not to exceed the charges for the services rendered.  I authorize the release of any medical 
information needed to determine these benefits.  I agree to be financially responsible for 
charges denied by insurance.  If my indebtedness for such charges is placed with an 
attorney or agency for collection, I agree to pay Dr. Wayne reasonable attorney’s fees and 
collection expenses. 
 
 
____________________________________________   ____________ 
PATIENT’S SIGNATURE- RESPONSIBLE PARTY   DATE 
 
*Please note:  Your signature is required by law to allow us to bill your insurance. 






	 1. CLINIC INTRODUCTION
	2. HEALTH HISTORY 
	3. PATIENT INFO 
	4.PRIVACY NOTICE 
	5. HIPPA NOTICE 

	PRINT AND BRING WITH YOU: 


