Duke Primary Care

wﬁ DukeMedicine North Hills Internal Medicine

Dear

Thank you for choosing North Hills Internal Medicine to provide your medical care. We look forward to
assisting you with all of your health care needs. Your appointment is scheduled for
with

Your health safety is important to us. For this reason, we ask that you bring your medications to each and
every visit to our office. This includes both over the counter and prescription medication. This is best way to
insure accuracy and safety in handling your medicines. It is best to bring your actual bottles, but if that is not
possible, bring a complete list of your medication including name, strength and how often you take it.

The clinical and support staff strives to offer you the highest level of care. To assist us with this task, please
complete the enclosed forms thoroughly and present them upon arrival for your appointment. Please feel to
call us if you have any questions regarding these forms. If for any reason you are unable to complete these
forms, please arrive a minimum of 30 minutes prior to your scheduled appointment time to allow adequate
time for completion.

Our providers strive to be on time for your appointment. Please understand that failure to arrive at the
requested time may require you to reschedule your appointment.

Sincerely,

The Staff of North Hills Internal Medicine

Directions:

We are located in the Medical Office Building 6 adjacent to Duke Raleigh Hospital. Take 1-440 to exit 10.
Head north on Wake Forest Road. Turn right into the hospital parking lot and bear to the right for entrance to
the parking garage. Our office is located on the 3™ floor.

BOX DUMC 2762, Durham, NC 27710 TEL 519-855-8911 dukemedicine.org
DEL 3320 Wake Forest Read
Raleigh, NC 27609



PATIENT INFORMATION: Date

Last Name First Name MI
Date of Birth e-mail Address

Strect Address City State Zip
Home Phone{ ) _ Work Phone () Cell( )

Name & Address of Employer

In case of emergency, notify: Relationship to patient
Home Phone () Work Phone { ) Cell{ )
Preferred Pharmacy Address Phone
Mail Order Prescriptions: Yes No Name of mail order pharmacy 1ID#

RESPONSIBLE PARTY (If other than patient)

Last Name First Name M1
Street Address City State Zip
Home Phone { ) Work Phone () Cell( )

Name & Address of Employer

MEDICAL INSURANCE INFORMATION
Primary Insurance Company and address

Policyholder’s Name Relationship to Patient
LD. # Group #
Policyholder Date of Birth - Policyholder SS#

Policyholder Employer Name & Address

Secondary Insurance Company and address

Paolicyholder’s Name Relationship to Patient
LD. # Group #
Policyholder Date of Birth Policyholder SS#

Policyholder Employer Name & Address

HOW DID YOU HEAR ABOUT OUR PRACTICE?




Name: Sex o Male oFemale Date

Date of Birth / / Marital Status: o Married 0 Single 0 Separated o Diverced o Widowed

Do you have any health concerns? If yes, please list

PAST MEDICAL HISTORY: Check conditions that doctors have followed you for in the past:

o High blood pressure/hypertension o High Cholesterol o Liver Disease a Diabetes (“sugar”
0 Thyroid Problems o Kidney Disease 0 Heart Attack/By-pass Surgery

0 Heart Failure @ Heart Murmur o Mitral Valve Prolapse 0 Stroke

1 Seizures/Epilepsy o Stomach Problems 0 Intestinal Problems O Reflux Disease

o Glaucoma D Psychiatric lllness 0 Arthritis 0 Abnormal PAP

a Cancer: Type & Location '

nOther:

Have you ever had: Positive Tuberculosis Test aoYes oNo
Rheumatic Fever OYes oNo
Blood Transfusion oOYes aNlNo
List any hospitalizations or surgeties you have had (including C-section):

List any drug allergies:

Are you allergic to latex? Yes No

List all current medications (including vitamins, herbal, and health food preparations) :

>REVENTATIVE CARE: When was your last:

letanus Booster Fhr Shot Pneumonia Vaccine Hepatifis Vaccine
‘lexible Sigmoidoscopy/Colonoscopy Bone Densitometry
‘emale Only: How often do you examine your breasts? Do you see an OB?GYN doctor?
Vhen was your last mammogram? When was your last PAP smear?

Aale Only: Do you do a testicular exam? Do you have any problems with erections?

Vhen was your last: prostate blood test (PSA) Prostate/rectal exam?

PLEASE COMPLETE BACK OF FORM



SOCIAL HABITS

Have you ever used tobacco products? 0 Yes oNo

What kind?

How much?

For how many years?

Date quit?

Do you drink alcohol?

0 Yes

How many drinks per week?
Have you ever felt you need to cut down? o Yes o No
Have you ever felt guilty about cur drinking? 0 Yes a No

Do you use drugs? o Yes

How often?

oNo

oNo What type?

How many glasses/cups of caffeine do you drink daily?
Do you exercise outside of your job?

What is your occupation?

Do you have guns in your home?

Do you wear seatbelts? o always ousually 0 sometimes 0 never

Who do you live with?

How do you learn best? o Read it o Tell me o Show me  How much education have you completed?

Are you:

o A parent If so, how many children?

FAMILY HISTORY: Has anyone in your family had any of the following? (Check appropriate box)

Mother

Father

Maternal
Grandparent

Paternal

Grandparent | Slisters

Brothers/

Other

High Blood Pressures/
Hypertension

Heart Attack/
Heart Surpery

Diabetes

Stroke

Cancer
(Type/Location)

Osteoporosis

Thyroid Problems

Mental [liness

Glaucoma

Please check any of the following preblems that apply to you:

General Genitourinary
] fever [ wrinary frequency
[ sweats 0 burning with urination

Respiratory 3 blood in urine

3 cough O problems urinating

1 shortness of  [J awaken at night to

breath urinate

O wheezing O problems with sex

0 shortness of O exposure to sexually
transmitted disease

Mental Health

breath with
exertion

O insomnia
Ear/Nose/Threat O guiit

O ear pain ' [ depression

3 runny nose 0O anxiety

0 sneezing O svicidal thoughts

[} post nasal drip
swelling

Skin

O rash .

[J changing mole

O itching

[ slow healing
wounds

Cardiovascular

Olchest pain or
pressure

O ankle sweiling

0J palpitations

Daily Living

no problems

Endocrine System

0 excessive urination
0 excessive thirst

0O fatigue

I heat intolerance
O cold intolerance
Neurologic System
[0 numbness

O tingling

O headaches

O weakness

O violence in your home

0O changes in functional ability

O changes in eating habits

[ changes in sleeping habits

Allergy

o sexually active [ so, 0 | partner 0 multiple partners 0 with women @ with men

Eyes

O seasonal symptoms (O blurred vision

3 sneezing
0O itchy eyes

{1 runny hose

O nasal congestion

O post nasal drip

O changing vision

GI System

O nausea

O vomiting

Hematologic System O constipation

O easy bruising
[ easy bleeding
O hard to stop
bleeding
Musculoskeletat
[ joint swelling
O joint pains

0O muscle pains

0 abdominal pain
0O diarrhea
[J blood in stool

Nutrition

[0 On a special diet

O weight gain or
loss greater than -

10 pounds







