980 Johnson Ferry Road NE
Suite 490

Atlanta, GA 30342

Phone: 404-254-3160

Fax: 404-254-3270
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NORTHSIDE. HOSPITAL.

Southeastern Neurosurgical Specialists

English - Spanish

Full Name: Date of Birth
{First) (Middlz) {Last)
Gender (circle) Male Female Marital Status {circle) Single Married Divorced Widowed
Address City State Zip
*Preferred Phone Number [0 home [ cell

*Email

Ethnicity [ Hispanic or Latino

[ Not Hispanic or Latino

[ Unknown/Declined

Race [ American Indian/Alaskan Native [ Asian [0 Black/African American [ Native Hawaitan/Pacific Islander
O White O Other OO Unknown/Declined
Preferred Language O English [ Spanish 1 Chinese{Cantonese) I Chinese(Mandarin) {1 French {1 German
O italian 0O Japanese [ Portuguese [ Russian {1 Other
Employer Employer Phone
Preferred Communication for Appeintment Reminders: I Phone Call [J Automated Text [J Automated Email

If this practice lacks the capability for text or email reminders, may we use the phone number for reminders O yes [ no.

Pharmacy Informaticn

Pharmacy Name Phone Fax
Pharmacy Address

Guarantor if not the patient {financially responsibie party for minor or incapacitated adult):

Name Date of Birth Relationship to Patient
Address City State Zip
*Preferred Phone Number £1 home O cell *Email

*Note: By providing a phone number or email address, you are consenting fo being contacted at that number or address regarding
your treatment or billing information. In addition, your email will be used to invite you to join our secure patient portal if available at the
practice. To ensure the securily of your information, It is against our policy to email patient information. You may complete the Request
for Confidential Communications form o request limitations on the method or content of communication.

Emergency Contacts Information and Relationship to Patient:

Name Relationship Phone

Name Relationship Phone
Referring Physician Information:

Physician Name Specialty Office Name
Address: Phone Fax
Primary Care Physician Information (if different than referring physician):

Physician Name Specialty Office Name
Address: Phone Fax

Does your insurance require a referral? YES NO; if yes, please provide the referral to the receptionist

Primary insurance Secondary Insurance
Name of insurance

Name of Policy Holder

Date of Birth of Policy Hoider
Policy/Member 1D Number
Group/Plan Number

Phone Number

Effective Date of Policy

Patient/Guarantor Signature Date
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PATIENT REGISTRATION FORM




980 Johnson Ferry Road NE NORTHSIDE HOSPITAL Patient Name

Suite 490

Atlanta, GA 30342
Phone: 404-254-3160
Fax: 404-254-3270

i iali Date of Birth / /
Southeastern Neurosurgical Specialists Mo ey -

English - Spanish

FINANGCIAL ACKNOWLEDGEMENT

ASSIGNMENT OF BENEFITS: Unless [ have specified otherwise, verbally or in writing, in consideration of the services provided at Northside Hospital, | hereby assign and
transfer to the Hospital and other medica providers all hospital and medical provider benefits payable under my insurance policies or benefit plans. I hereby assign and transfer all
related rights and remedies due under the insurance poticies or benefit plans that I have identified or will identify in connection with all services rendered, including bui not limited
to all rights and remedies pursuant to applicable state, federal and ERISA regulation. I hereby assign and transfer all rights to the Hospital and other medical providers applicable
under ERISA, federal or state regulation to pursue any benefit denial, limitation of coverage or request for an administrative review of fiduciary duties involving administration of
benefits by the U. S. Dept of Labor, the Department of Community Health or the Department of Insutance. [ authorize and divect the insurance company to pay all such benefits to
the Hospital and appropriate medieal providers. [ understand that assignment does not refieve me of any responsibility | may have for payment of charges not paid by the insurance
company, unless otherwise provided by the terms of an agreement between the insurance company and the Hospital, If admission is for pregnancy, assignment of benefits will
also apply to any newborn child. [ certify that the information | have provided with respect to my coverage is true and accurate. [ also understand that Northside Hospital may
have to submit my health information for this or a related claim, including confidential information {i.¢. mental health, alcohol/drug abuse or HIV/AIDS), for payment purposes.
This assignment will remain in effect untif revoked by me in writing.

PRECERTIFICATION: I understand that my insurance policy may require campliance with a utilization review program to make certain that health care benefit funds are
expended when justified. I understand that it is the utilization review program’s responsibility to review proposed elective admissions and anticipated courses of treatment. 1
understand that if the utilization review program determines that admission is necessary and appropriate and issues certification, the benefits of my health plan will be made
available to me in accordance with the terms of my policy. However, if certification is denied, health care benefits may be withheld. I understand that precertification may be the
responsibility of the patient or financially responsible party and his or her physician. I understand that Northside Hospital is willing to admit as requested by my physician. Lalso
understand that [ may be financially respensible for alt hospital charges incurred as a result of admission should the utitézation review program refuse to certify that the adimission
is appropriate, or should the certification effort aceur too late to be valid. T understand that to protect myself from unnecessary personal financial losses, [ must provide insurance
coverage at time of registration, review my obligations with my insurance company, utilization review program, and personal physician without delay.

ABOUT YOUR BILLING:

Hospital and Provider-Based Services — In addition to a bill received from Northside Hospital, you may receive a bill for the professional component of treatment, Although
Northside Hospital may be a provider in an insurance network, the physician or professional service group may or may not be a covered provider of service. Medicare and
Medicare Advantage patients will receive a coinsurance liability estimate. If the care received is outpatient care, the insurance carrier will process the claim(s) on an outpatient
basis. Qutpatient services may require co-insurance, deductible and/or co-pay, depending on insurance policy benefits.

Physician Practice Locations — If services are received in a physician practice, which is not a provider-based outpatient location of Northside Hospital, insurance benefits will
be processed as & physician office visit.

FINANCIAL RESPONSIBILITY: Payment in full is expected at the time services are received, Accounts more than 30 days past due will acerue interest at the rate of 8 percent
annually. This interest does not apply 1o deductiblesfcopayments of Medicare/Medicaid or other governmental programs. (Accounts under an agreed alternate payment
contract will not be considered past due, provided the plan is accepted in writing in accordance with Northside Hospital’s Payment Installment Agreement Plan np
to one hundred eighty (180) days of service, depending upon the Payment Plan established, with all conditions of the payment plan met.) Insured patients are required
to pay identified co-pay, unsatisfied deductible, and estimated co-insurance prior to any elective services unless alternate arrangements are made. Uninsured patients are
required fo make payment in full prior to any elective services unless aiternate arrangements are made, This provision does not apply, and payment will not be requested, prior
to emergency screening and stabilizing treatment as required by federal law.

I authorize Northside Hospital, or any of its affiliates, agents, confractors or business associates, to contact me (by any telephone numbers, email addresses or
other contact points provided by me or on my behalf) by the use of any automatic dialing system, by pre-recorded forms of voice/messaging systems, by electronic
mail owned or used by the guarantor/responsibie party, by telephone or by cell phone for reasons related to the services I received at Northside Hospital or payment
for the services I received at Northside Hospital, including but not limited to, debt collection purposes, I further understand and acknowledge that my consent in
receiving the aforementioned communications is not required nor is it a preceding condition to receiving health care services at Northside Hospital.

I do not agree with the above statement and do not wish to be contacied by the use of any automatic dialing system; by pre-recorded forms of voice/messaging
systems; by electronic mail or by receiving voice messages on my cell phone, except for clinical issues

By signing below, I acknowledge and agree that I have read or had this form read to me and I undersiand and agree to ifs confents.

PATIENT / REPRESENTATIVE DATE RELATIONSHIP TO PATIENT

Interpreter Signature
Note; If phone interpretation used, record interpreter 1D #

I I I I I T O O T T P T T T T L R R R L RN LR l]

RECEIPT OF NOTIGE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

1 acknowledge receipt of the Notice of Privacy Practices (“Notice™) from Northside Hospital, Inc. and the Northside Hospital medical staff. The Notice provides information
about how Nerthside Hospital and the Northside Hospital medical staff members may use and disclose my health information. [ have been encouraged to read the Notice in
full.

1 understand that Northside Hospital and its Medica} Staff members operate as an “organized heafth care arrangement” and have presented me with a joint notice of privacy
practices. Aithough the Hospital and Medical Staff members have established an organized health care arrangement for purposes of complying with privacy laws, some or all
of the health care professionals performing services in this hospital or its outpatient centers are not employees or agents of the Hospital and remain independent contractors.
Independent contractors are responsible for their own actions and Northside Hospital shall not be lable for the acts or omissions of any such independent contractors,

| understand that the Notice is subject to change. If Northside Hospital changes the Notice, | may obtain a copy of the revised Notice at Northside's website
(www.northside.com).

PATIENT / REPRESENTATIVE DATE RELATIONSHIP TO PATIENT
INABILITY TO OBTAIN ACKNOWLEDGEMENT FOR RECEIPT OF PRIVACY PRACTICES
[} patient/Representative refused fo sign [ Patient not competent to sign and legal representative not present [ Other

Interpreter Signature
Note: I phone interpretation used, record interpreter [D #
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NORTHSIDE HOSPITAL

English - Spanish

PATIENT'S NAME: DATE OF BIRTH:

BY SIGNING BELOW | ACKNOWLEDGE AND AGREE THAT:

Consent To Routine Procedures. | consent to medical care and procedures while | am a patient at one or mare Northside Hospital affiliated medica! practices
(“Practice”). This includes non-invasive testing or procedures, such as routing exams, needle sticks, physical assessments and treatments, administration of
medications, drawing blood, bodily fluids or tissue samples, insertion of tubas, imaging procedures or physical therapy (“Routine Pracedures”) recommendsad by my
physician or other provider. | also consent to minor procedures performed under focal anesthesia, such as bone marrow aspiration or removal of skin tags. {“Minor
Procedures.”)

The Routine Procedures may be performed by physicians, nurses, technicians, physician assistants or pther healthcare professionals. The Minor Procedures are
performed by a physician or qualified mid-fevel provider. While these Procedures are routinely performed without incident, there may be material risks associated with
each. It is not possible to list every risk for every Procedure, but in rare circumstances, the procedures may cause infection, loss of limb or function, damage to tissue
or implants, paralysis or death, If | have any questions or concems regarding these Procedures, | will ask my physician for more information. If | do not consent to a
procedure, | will iell my physician or other provider when they recommend the procedure.

Testing And Disposition Of Specimens, Devices, Foreign Objects. | consent {o each Practice or any lab used by the Practice retaining any tissue specimens,
medical davices, foreign objecs, or fetal remaing removed, expelled or otherwise separated from my body. | agree that these items may be examined by pathologists,
used for scientific or teaching purposes, and disposed of or retained according to the discretion of the Practice or lab, unless | request otherwise in writing before

the procedure, ] will let the Practice know if | have other requests for handling specimens, Any items | do not retrieve within fourteen days after the Procedure will be

disposed of.

Consent To Download Prescription Records. Each Practice may download my medication history from pharmacies, health plans, and other healthcare providers
and include 1t in my slectronic medical record to imprave the coordination of my medical care. This may Include information about medications prescribed to me

for mental heaith conditions, sexually transmitted diseases, substance abuse disorders, and HIV/ADS. If | do not want the Peactice to obtain this information, | will
cross through and initial this paragraph. Refusal io allow downloading prescription records does not prevent my physician from viewing records under the Georgia
Prescription Drug Monitoring Program for narcotics.

Testing For Blood-Borne Pathogens. Georgia law allows testing for blood-borne pathogens in certain situations. (1) If a health care worker is exposed 1o my biood
(e.4., suffers a needle stick), my blood may be tested for diseases including HIV/AIDS. Additional information about this fest is available. | will be informed of test
results. (2) If 1 am an obstetrical patient in the third rimester of pregnancy, the Practice may test me for HIV and syphilis as required by Georgia law. If 1 want o refuse
HIV or syphilis testing, | will cross out and initial this sentence. 3) For all other patients, if my physician recommends an HIV test, he or she will notify me and | will
have the right to refuse the test at that time. '

Students. The Practice is engaged in health care education. At times care, examination and treafment may be delivered by students undar the supervision of a physician
or other autharized Practice personne!, Students will never have primary responsibility for my care; there will always be fully licensed heaith care professionals supervising
the students and available to assist me. If | do not want students to participale or observe my care, | will cross through and initial this paragraph,

Medications Fram Dutside Source. | agree to notify the Physician about medicines (including suppiements and herbal products) that | am taking and to follow the

Physician’s instructions. If | bring medicine to a Practice for administration, the Practice may examine it so that it can be documented on my record, but the Practice I8
not responsible for the safety or proper dispensing of medication.

Privacy, Individuals Invelved In My Care. | understand that, unless | request confidentiality, the privacy laws allow the hospital fo communicate with family members
ar others who may be Involved in my care. | agree that the providers can communicate with me in the presence of family members or ofhers who come with me to
my appointment. If | object, | will nofify my provider and ask my family to leave when the provider is discussing care with you.

Telemedicine | consent to telemedicine consultations as recommended by my physician. My medical information may be discussed with Georgta licensed health
professionals through telecommunication technology and, in some cases, a physical examination will be performed. A non-medical technician may be present

to assist with the technology and, unless | ohject, audio or video recordings may be taken duying the constitation. 1 can withhold or withdraw consent io the
telemedicing consultation at any fime without affecting your right fo future care or freatment, or risking the loss or withdrawal of any Medicaid benefits to which you
would otherwise be entitied. 111 do not consent io a tefemedicine consultation, some services may not be available at all Northside locations. Al state and federal
laws, including privacy and confidentiality, apply to records of the telemedicine consultation.

PHOTOGRAPHY AND RECORDING. Providers may take photographs or videotapes of patients for medical documentation or identification. Photographs and related
information may be published in professionat journals or medical books, or used for any simitar purpose in the interest of medical education, knowledge or research;
provided, however, that in any such publication or use, 1 will nat be idenifiable. No protected health information wilt be released without my consent,

Some or all of the health care professionals performing services in this facility are independent contractors and are not facility agents or amployees.
independent contractors are responsible for their own actions and the facility shall not be liable for the acts or omissions of any such independent contractors.

Roordor 126702 PPUDA2 NORTHSIDE HOSPITAL AFFILIATED MEDICAL PRACTICE
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BY SIGNING BELOW | ACKNOWLEDGE AND AGREE THAT: _

The practice of medicine Is not an exact science, No guarantees have been made to me as to the resuit of any treatment or examination in the Practice;

The healthcare professionals participating in my care will rely on my medical history and other information obtained from me, my family or others having knowledge
about me, in determining whether to perform or recommend the Procedures; therefore, | agree to provide accurate and complste information about my medical
history and conditions; | consent to participation in and assistance with the Procedure(s) by Practice employees, medical personnel under the direct supervision and
control of the Physician, and other medical personnel involved in my care; and if a health care worker Is exposed to my blood as a result of care provided at this

practice, my blood may be tested for HIV/AIDS.

j have read or had all pages of this form read to me and understand its contenis. All statements that | do not approve of were siricken before | signed this
form. If | am signing this form on behalf of ancther persen, to the best of my knowledge, | am legally authorized to consent on that person’s behalf.

Witness Date Time Signature of Patient or Legal representative Date Time

Interpreter  Note: if phone intarpretation used, record interpreter ID#) Relationship to patient reason patient can't sign

NOTICE OF NON-DISCRIMINATION

Northside Hospital complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 404-845- 5898 (Atlanta/Forsyth); 678-493-1507 (Cherokee)

Northside Hospital cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad,
edad, discapacidad o sexo. 7
ATENCION: si habla espafiol, tiene a su disposicion servicios aratuitos de asistencia lingtistica. Llarme al 404-845-5898 (Atlanta/Forsyth);
678-493-1507 (Cherokee).
Northside Hospital tuan thi luét dén guy&n hién hanh clia Lién bang va khéng phan biét d6i x(r dia trén ching toc, mau da, nguén gbc
qubc gia, 4o tudi, khuyét tat, hodc gioi tinh. ) ) ]
CHU Y: Néu ban noi Tiéng Viét, c6 céc dich vu hé tro ngdn nglr mign pht danh cho ban. Goi s0 404-845-5898 (Atlanta/Forsyth);
578-493-1507 (Cherokee)
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MEDICATION AGREEMENT

Please don’t wait until the last minute to request medications. It is YOUR responsibility to keep up with
your prescriptions.

Please expect a 24-48 hour turnaround time for a medication request to be sent to your pharmacy.

1.

Requests for medications made after NOON on Friday will not be addressed until that following
Monday. The on-call doctor will not refill routine or controlled medications after hours during
the week or at any time on weekends. '

We cannot refill medications ordered by another physician. This includes medications for high
blood pressure, diabetes, thyroid dysfunction, etc.

The new FDA/DEA law does not allow us to call in any narcotics and most other controlled
substances. They will only be dispensed during clinic visits.

Refills will not be given to patients who have not been recently seen. This wiil be determined by
the physician. :

New prescriptions will not be given for lost or stolen narcotics or other controlled substances.

When calling for a medication, you will need to leave us your NAME, Date of Birth, Allergies,
Pharmacy name and number, and a number where you can be reached.

Please be aware that all correspondence on the Athena Patient Portal, email, voicemail or fax is
only checked Monday through Friday 8:30am to 4:00pm

Only one physician should be prescribing your medications

Please sign and date below to indicate that you understand and agree with the above
statements,

Patient signature or representative _ Date
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980 Johinson Ferry Road NE
380 Jtnon Fery oz NORTHSIDE HOSPITAL

Atlanta, GA 30342
Phone: 404-264-3160

Fax: 404-254-3270 English - Spanish
[OPTIONAL FORM ~ NOT REQUIRED T0O BE GCOMPLETED]

Southeastern Neurosurgical Specialists

Name of Patient: Phone #:
Address: Patient’s Date of Birth;
Date:

As a patient, you have the option to designate a spouse, family members, friends, or other persons with whom this practice
can communicate with about your health care status. [t will be necessary to complete a new form at each Northside
medical practice where you receive care. While this form is not required in all circumstances for your doctor or others at
Northside to be able to communicate with your family about your health care, designating certain individuals who you want
to be informed about your care on this form will ensure that your provider can speak with those people whom you have
designated below,

If you anticipate that you will need or want your health information to be verbally provided to your family members, friends
or caregivers, please indicate that below so that we may best serve you. By signing below, you authorize the following
persons to receive your verbal health information as requested, regarding your care and treatment. Updates to this form
must be made in person. Signing this form is entirely voluntary and optional. This form does not authorize release of copies
of your health records.

First and Last Name Relationship:

| understand that this Consent can be revoked by submitting a written request to the Office Manager at the
Northside Hospital Physician Office Practice identified at the top of this form. | understand that | have the right o
revoke this Consent in writing at any time except to the extent that action has already been taken in reliance on it. This
Consent shall remain in effect until the date ! revoke it in writing or sign a new form.

Signature of Patient or Legal representative Print name;

AM/PM
Date Time Relationship to patient:
Interpreter (if applicable) Reason patient unable to sign:

Note to staff: if telephone interpretation provided,
record name of company and interpreter ID number,

Piease complete this form and return it to the Practice manager,

FOR INTERNAL PURPOSES ONLY:
Date Consent Received:

NORTHSIDE HOSPITAL PHYSICIAN OFFICE PRACTICE
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Mama:

SOUTHEASTERN
NEUROSURGICAL
SPECIALISTS

When did your symptoms start?

Please Indicate pain with X’s and Numbness with O’s on diagram below:

Describe your pain What aggravates your pain: | What improves your pain: What freatments have you tried:
Aching [ 1| Bending [1] Nothing [ ]| Massage tharapy [} Nothing 1
Dull [ Twisting 1) lee 1} Physical therapy 1| Physical tharapy [
Sharp 1| Liting ["1] Heat [} -Chiropractic [ 11 Massags therapy ™
Shooting [ 1] sitting 1| Sitiing {1 Pain managemsnt injections | ]| Chiropractic ||
Stahbing [T711 Standing [ 11 Lytng down 1] OTC NASAID's (Advil, Aleve) | 1§ Name of Chiropracior
Burning ]| walking [1] Strefshing £ 11 Acetaminophan |
Stiffness ["1] Running [1] Changing positions |[~_1| Prescription NSAIDS 1] Pain management Injections [
Other: Coughing/Sneezing [1| Exercise [3| Narcotic paig medication [T 1| Mame of Pain Managament dottor;
Lying flat [} Reat ]
Changing posltions 11 other: Acupuncture |
Other, Aquatic therapy [
Othes:

Please put a X beside worst arsa of pain. Flsase also indicate what isvel your pain Is at Its best; on avarage most of the tima and at its worst using 0-10.
0 Is no pain and 10 is the warst pain you can imagine

X

Best

Average | Worst

Any other Commenis?

Neck

Left Arm

Right Arm

Bot Arma

Upper Back

Lower Back

LefiLeg

Right Lst

Bath Legs

Reordar #PFPOE54 {SNS_B)
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PAIN QUESTIONNAIRE




SOUTHEASTERN
| NEUROSURGICAL

F.|-SPECIALISTS . .
Medical History
Full name; Data of birth; Dates
Primary doctar:
Doctor who requested today's visit:
List current/previous doctars and their specialty:
ALLERGIFS AND REACTIONS MEDICATIONS {list dosage and how you take them,
including non-presaription, herbs, birth contraf)
PAST MEDICAL ILLNESSES (please check if you have had the following):
0 Alcohol/Drug addiction 0 Cancer {type): Q Gout 3 Kidnay stonas O Btroke
01 Anemla [l Breast Q Ovarian O Hay fever {0 Liver disease 0 Thyreid diseasa
0 Aneurysm Q Colon O Utetine [ Heart disease O Selzure 0O Tuberculosis
1 Anxiety disorder ct {0 Heart murrnur 0 Saxually transmitted [ (Positive) TB skin test
Q Arthritis 0O Crohr's disease 0O Hepatitis B or G disease (type): 0 Ulgerative calitis
1 Asthma O COPD/Emphysema 0 High cholesterol 0 Othary
O Blood disorder Q Depression T HIV O Sickle cell disease
£3 Blood clot Q Diabetes 0O Hypartension T Sleep apnea
& Blood fransfusian {1 Glaucoma [ Kidney disease & Stomach ulcer
QPERATIONS DATES HOSPITALIZATIONS DATES
FAMILY HEALTH HISTORY U Adopted
Familly Members Major Medical Problems If Deceased, Causes Age at Death
Maternal Grandmather
Patarnal Grandmothar
Matarmal Grandfather
Paternal Grandfather
Maothar
Fathaer
Brotherzand Sisters T)OM OF
oyaM QF
oM OF
Sons and Daughters  {)OM QOF
20M OF
3amM OF
1p5842P Rev. 08713 Pagefaf2
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SOCIAL HISTORY

Oceupation: Marital Staius: Childrent Q1 Yss O No

De yau drink alcchol? O Yes TNo How often? How many drinks?
| Do yau smoka? HYes O No Packs par day: O Y pack O 1V2 packs How many years?

Are you a former smoke? Ul Yss O No [ % pack 02 packs Yeat quit?

Do you chew fobaco? ~ U'Yes 1 No 011 pack O Other: :

Da you Usg Tecreationaifitegal drugs? U Yes O No

Have you worked with asbestos or other hazardous materlals? OYes D No

Do you have a fiving will? 0 Yes {1 No Heaithcars proxy? 0O Yes Do Kfso, who?

Advanced Directive for Healthcare

HEALTH MAINTENANCE

Last menstrual peripd: Last pap smear; 1.ast mammogram;

tastcolonoscopy. . Last prostale cancer soreening,_____ . Last bone densily scan:

fmmunlzations: 0 Pneumovax; 0 Fw 3 Tetanus: O Hep Al O Hep B

REVIEW OF YOUR SYMPTOMS (please check It you have recently had the following symptoms):

1 Weight gain [ Persistent cough 3 Blood in stool 0 Haadaches

O Welght loss 0 Chest discornfor 0 Dificuity urlinating O Mamary loss

T Night swesls O Palpifations {3 Trouble helding urine 01 Numbness/Tingling

0 Wezkness {1 Fainting 0 Frequency ot urinatlon Q Tramar

[ Fatigue 1 Change In exerclse tolerance {1 Panis discharge | Uncnntru!lajble mood swings

0 insomnfd T Diffleulty swallowing 0 Vaginal discharge/leeding O Anxisty :

0 Change in hearing 0 Indigastion or heartburn {1 Nipple discharge T Depressian

1 Change in vision {1 Mauses O Rreast paln O Skin Rash

[ Runny nose O Vomiting [ Breagt lump €1 Back pain

01 Nose bleed A Canstlpatian 1 Pain with intercourse 0 Leg pain

O Fever 0 Diarrhea : {1 Fesling too hat - 0 teg swelling

3 Blond In sputum Tt Change In bowel habit O Feeling too cold 0 Other:

0 Shortness of breath 0 Blood in ot 03 Dizzlness

Pleass list all your reason(s) for visiting {oday In order of priority:

1

2

3

Baljem/Deslgnee signature Patient name (PRINT} Date Time

Ralationship to patient Feason patient s unable to sign
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