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'
'

Patient Registration Form   
'

Patient Information       

Account # 
 

DOB 
 

 Home # 
 

 
Last Name 

 
   Work # 

 
 

First Name 
 

SSN _________________  Cell# 
 

 

Middle  
 

Suffix   Email 
 

 
Address 1 

 

City   Employer 
 

 

 
State   Gender 

 
 

Address 2 
 

Zip Code 
 

 Marital Status 
 

 
Emergency 
Contact: 

 
Phone 

 

Relationship to 
Patient: 

         
'

Meaningful Use Information:  
Race:  Ethnicity:  Language:  
'

Guarantor Information (Responsible for Bill) Gender: 
 

DOB: 
 

SSN: 
 Guarantor 

Name:    
 

 
 

 
 

 First Middle Last  Home Phone   Work Phone  Cell Phone 

 
 

 
 

 
 

 Mailing Address  City  State  Zip 
'

!
!
!

Claims Mailing - Primary Claims Mailing - Secondary 
 

 
State:      State:  

 Address Zip:   Address   Zip:  

   City:  Phone:     City:  Phone:  
!

Worker’s Comp/Auto Liability Information Case Number: 
 Carrier 

Name: 
 

Contact Name: 
 Fax Number: 

 
Contact Phone#: 

 

 
 

 
 

 
 

 Mailing Address  City  State  Zip 

 

Insurance Information - Primary Insurance Information - Secondary 
Subscriber 
Name: 

________________________________ Subscriber Name:  

Subscriber DOB:  Subscriber DOB:  
Insurance 
Carrier: 

 Insurance Carrier:  

Certification/ID #  Certification/ID #  
Group #:  Group #:  

POLICY CONCERNING PAYMENT OF MEDICAL BILLS / PATIENT AUTHORIZATION 
      I hereby authorize payment to J. Richard Lilly, M.D., A.B.F.P., & Associates, P.C., for all insurance benefits otherwise payable to me for 
services rendered.  I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services rendered on 
my behalf or my dependents. This authorization shall remain valid, until written notice is given by me revoking this authorization. 
       
      I have reviewed the practice’s notice of privacy practice for information regarding the practice’s use of protected healthcare information.  I 
authorize the above doctor and / or any provider or supplier of services in this office to release any information that is needed during my care and 
information required to secure the payment of benefits.  I authorize the use of this signature or copy on all insurance submissions.  This shall remain 
valid until written notice is given by me to the office revoking this authorization.      

Signature: X _________________________________________________ Date: _____________________________________ 



 
Personal History  

Name:                                                                                         D.O.B.:                                 Date:         
 
Social History       Daily Use      

 
Interests 

 
Family History                                            Yes                     No 

 
Tobacco 

 
 

 
Pets: 

 
Diabetes 

 
 

 
 

 
Alcohol 

 
 

 
 

 
TB 

 
 

 
 

 
Drugs 

 
 

 
Hobbies: 

 
Cancer 

 
 

 
 

 
Tea 

 
 

 
 

 
Heart Disease 

 
 

 
 

 
Coffee 

 
 

 
Religion: 

 
Seizures 

 
 

 
 

 
Aspirin 

 
 

 
 

 
Hypertension 

 
 

 
 

 
           Children’s Names                                              D.O.B. 

 
           Education                                                Years Attended 

 
 

 
 

 
High School 

 
 

 
 

 
 

 
College 

 
 

 
 

 
 

 
Graduate School 

 
 

 
 

 
 

 
Other 

 
 

 
 
Deceased Family Members Name                                            Relationship                                                     Cause of Death 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Past History:                   Date                               Where 
 
Operations (Surgery): 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Hospitalization (Other than Surgery): 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Accidents / Injuries: 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Emergency Room Visits (Other than Accidents): 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Past Illnesses: 

 
 

 
 

   
 

Do you wear your seatbelts?                                               Have you requested your  Medical  Records to be sent to us?                    
 



J. Richard Lilly, MD., A.B.F.P., & Associates, P.C. 
 

Health and Medical History 
 

Patient Name____________________________________   Date of Birth_________________________    Today’s Date __________ 
 
Chief Complaint (s)____________________________________________________________________________________________   

Patient social history (please circle)  
Marital Status Single Married Separated Divorced Widowed   
Coffee or Caffeine use Never <1 per day 1 cup /day 2 cups/day >2 cups /day  
Tobacco use Never Previously, but quit     
 How many packs per day? _____ How many years have/did you smoke? _______    
Alcohol use Never Rarely Moderate Daily Used to, but stopped  
Illicit Drug use Never Type / Frequency _______    
Exercise Never Weekly <5 day/wk 4 day /wk 3 day /wk 2 day /wk daily 
Excessive exposure at home or work to None Dust Solvents Airborne Particles Noise  
Living arrangement On your own With family    
Sleep Difficulty falling asleep Continuity disturbances Snoring Early morning 

awakening Daytime Drowsiness 
 How many times a night do you wake up to use the bathroom? _______  

 Medication   Allergies 
Name  Dose  x Per Day   

       
       
       
       
       
       
       
       
       
       
       
       

 
Past Medical History 

 
Have you ever had the following? (Circle “no” or “yes;” leave blank if uncertain) 

Measles Yes No Anemia Yes No Back trouble Yes No Hepatitis Yes No 
Mumps Yes No Bladder Infections Yes No High Blood Pressure Yes No Ulcer Yes No 
Chickenpox Yes No Epilepsy Yes No Low Blood Pressure Yes No Kidney Disease Yes No 
Whooping Cough Yes No Migraine Headaches Yes No Hemorrhoids Yes No Thyroid Disease Yes No 
Scarlet Fever Yes No Tuberculosis Yes No Date of last chest x-ray ________ Bleeding Tendency Yes No 
Diphtheria Yes No Diabetes Yes No Asthma Yes No Any other disease 

 (please list) 
Yes No 

Smallpox Yes No Cancer Yes No Hives or Eczema Yes No   
Pneumonia Yes No Polio Yes No AIDS or HIV+ Yes No _______   
Rheumatic Fever Yes No Glaucoma Yes No Infectious Mono Yes No    
Heart Disease Yes No Hernia Yes No Bronchitis Yes No _______   
Arthritis Yes No Blood or plasma  

transfusions 
 
Yes 

 
No 

Mitral Valve Prolapse Yes No    
Venereal Disease Yes No Stroke Yes No _______    
 Females only    Males only  
When was your last period? (start and finish)   Do you have erectile dysfunction? Yes No 
How often do you get your period?   Do you have premature ejaculation? Yes No 
How long does your cycle last?  days    
Do you get menstrual cramps? Yes No   
How many pads do you go through per day?   BOTH               Males and Females 
How many children have you had?   Personal (Optional, and you may discuss this with doctor instead or not at all)  
How many pregnancies have you had?   How often do you have sex per week? ______  
   Do you derive pleasure from episodes of romance? Yes No 
  











Family Medical History 
  

 Father Mother Father’s 
Parents 

Mother’s 
Parents 

Siblings Children  If deceased, cause of death 
 

Father ____________________________ 
Age of death _______ 
 
Mother ___________________________ 
Age of death _______ 
 
Brother / Sister 1 ___________________ 
Age of death _______ 
 
Brother / Sister 2 ___________________ 
Age of death _______ 
 
Child 1 ___________________________ 
Age of death _______ 
 
Child 2 ___________________________ 
Age of death _______ 

Heart Disease                         
High Blood Pressure                         
Stroke                         
Cancer                         
Glaucoma                         
Diabetes                         
Epilepsy /Convulsions                         
Bleeding Disorder                         
Kidney Disease                         
Thyroid Disease                         
Mental Illness                         
Osteoperosis                         
Other (specify)                         
  

Previous Hospitalizations / Surgeries / Serious Illness, and Allergies 
 

Injuries (please list below) Yes No Hospitalizations Yes No 
Past Surgery (please list below) Yes No Blood Transfusion Yes No 

 
What When Hospital, City, State 

   
   

   
   
   
   
   
   
  

Any other problems?  
(please circle yes / no and explain) 

 
Constitutional: weight loss, chills, fever, etc Yes No  
Eyes: pain, blurred vision, etc. Yes No  
Ears, nose, & throat: hearing, dental problems, etc. Yes No  
Heart & Circulation: chest pain, calf cramping, etc. Yes No  
Lungs: short of breath, wheezing, etc. Yes No  
Stomach & Intestines: abdominal pain, vomit blood, etc. Yes No  
Bladder & Kidneys: blood in urine, burning, etc. Yes No  
Bone, Joints & Muscles: spinal, arm or leg problems, etc. Yes No  
Skin & Breast: rashes, lumps or bumps, etc. Yes No  
Neurological: weakness, numb, balance, etc. Yes No  
Psychiatric: nervousness, depression, etc. Yes No  
Endocrine: diabetes, thyroid disease, etc. Yes No  
Blood Cells: anemia, leukemia, etc. Yes No  
Allergic & Immunity: lupus, polymyalgia, allergies, etc. Yes No  

Please be advised — In the event a staff member is accidentally exposed to a patient’s body fluid by needle stick or other means, 
state law permits us to do necessary laboratory work to investigate exposure. 

 
 

Patient’s Signature________________________________________________      Date: ___________________ 
(Patient 18 years or older or legal guardian) 
 
 
Physician’s Signature _____________________________________________ Date: ___________________ 








