MILES RIVER

Phone#: 410-822-9133
Fax#:410-822-9513
mrprimarycare.com

Now Offering TWO Locations!

[0 Easton Office 0 Cambridge Office
8579 Commerce Drive 618 Sunburst Highway
Suite 104 Cambridge, MD 21613

Easton, MD 21601

Please Print Clearly

Name (First, Ml, and Last):

Nickname: Date of Birth: Sex:

Social Security#: Marital Status: Race:

Interpreter Needed?: O Yes ONo Ifyes, whatlanguage?

Home Phone#: Cell Phone#:

Email Address:

Physical Address:

City: State: Zip code:

Mailing Address:

City: State: Zip code:




Pharmacy:

Employer:

Emergency Contact: Phone#:

Insurance Information:

Insurance Name: Member ID#:

Group#: Effective Date:

Billing Address:

Phone#: Name of Primary Insurance Holder:

Date of Birth: Social Security #:

Relationship to You:

Secondary Insurance: Member |ID#:

Group#: Effective Date:

By signing below, | represent that the information given by me to Miles River Primary Care is
accurate to the best of my knowledge.

Patient/Responsible Party Signature Date

Patient/Responsible Party (Print) Relationship to Patient



Medical History Form

Name: Date of Birth:

Medication Allergies: (list medication and type of reaction)

ol ol

List of Medications: (OTC and RX)

Name of Medication/Strength/Frequency/Prescriber
(you may use another sheet of paper)

e s

Vaccine History: (list date administered and type of vaccination)
Influenza vaccine: Pneumonia vaccine(s):

Tetanus vaccine: Covid vaccine(s):

Shingles vaccine:

Specialist(s):

el L

Eye Doctor: Date of Last Visit:

Dentist: Date of Last Visit:




Previous Medical Problems: (circle all that apply)

High Blood Pressure Diabetes Asthma Cancer (specify type):

Heart Problems Breathing Problems Leaking Urine Swelling (specify site):
Palpitations Frequent Urination Gout Blood Disorder Pneumonia (when):
Thyroid Disease Kidney Stones Weight Problems Bowel Problems (type):
Kidney Disease Skins Problems High Cholesterol Arthritis (details):

Mood Issues (type): TB Exposure (details):

Other (please specify):

Female Issues (type):

Age Periods Started: Age Periods Ended:

Number of Pregnancies: Number of Births:

Date and Location of Last Mammogram:

History of Abnormal Pap: O Yes OONo  History of Abnormal Mammogram: [Yes [INo

Male Issues (type):

History of Elevated PSA: 00 Yes O No History of Enlarged Prostate: OYes [No

Previous Hospitalizations: (problem/date or year)

Previous Surgical Procedures: (details/dates)

Skin Procedures:

Eye Procedures:

ENT Procedures:

Lung Procedures:

Heart Procedures:

Abdominal/Stomach Procedures:

Urinary Procedures:

GYN Procedures:

Orthopedic Procedures:

Colonoscopy/Sigmoidoscope (when and where):

Family History: (details, family member, and age if known)
Cancer:

High Blood Pressure:

Diabetes:

Stroke:

Heart Attack:

Eye Problems:

Bleeding Problems:

Addiction/Substance Abuse:




Mental Health Problems:
Neurological Conditions:
Other (please specify):

Social History:

Seatbelt Use: O Yes OO No Regular exercise: O Yes (ONo Type of exercise:
Bike Helmet: O Yes O No Gunsin Home: O Yes O No Medical Advance Directive:l1Yes LINo
Tobacco/Nicotine Use: O Yes [INo (details):
Alcohol Use: O Yes O No (details):
Drug Use: O Yes INo (details):
Employment Status/Type of Work:
Do you ever feel afraid of your partner?: J Yes O No (details)
Method of Birth Control:

Do you engage in activities that place you at risk for AIDS/HIV?: O Yes [ No (details)




Phone#: 410-822-9133
Fax#:410-822-9513
mrprimarycare.com

Authorization to Disclose Health Information
(Consent to Share)

Patient Name: Date of Birth:

l, grant permission for the following person(s) to
obtain information regarding medical care, and speak with the provider,
and/or staff regarding the patient listed above.

Name Relationship
1.
2,
Ss
Patient/Responsible Party Signature Date

Patient/Responsible Party (Print) Relationship to Patient



{ILES

Phone#: 410-822-9133
Fax#: 410-822-9513
mrprimarycare.com

Medical Release of Records

Patient Name: Date of Birth:

Social Security #:

| hereby authorize:

Phone #: Fax#:

to transfer my health care information to:

Miles River Primary Care
Phone#: 410-822-9133
Fax#: 410-822-9513

8579 Commerce Drive 618 Sunburst Highway
Suite 104 Cambridge, MD 21613
Easton, MD 21601

The information obtained will be used in continuation of care

O Progress notes (last 2 office notes), most recent labs (including A1C), immunization
record, last wellness/physical exam, colonoscopy, mammogram, dexa scan.

| understand that this authorization releases you from legal liability that may rise from
disclosure of information requested.

Patient Signature Date



