Ruel T. Stoessel, MD, FACOG   Holly I. Colangelo, MSN, ARNP
8645 N. Military Trail St 508, Palm Beach Gardens, FL 33418 Office:  561-630-8001( Fax 561-630-8007

1650-A South Congress Ave., Palm Springs, FL 33461   0ffice:  561-439-3600 ( Fax: 561-642-0720

1850 SW Fountainview Blvd. Suite 104, PSL, FL 34986 Office: 561-630-8001 ( Fax 561-630-8007
PATIENT REGISTRATION FORM

Patient Information

Last Name____________________________First Name ______________________MI_____

Date of Birth ___________Age____ Check one: Single___ Married____   SS# ____-___-____

Address____________________________________________________________________City__________________________________State__________________Zip_____________

Home Phone (      )_____________________ Cell Phone (       )________________________

Work Phone (      )________________________Email Address:________________________
Name & Address of Nearest Relative_____________________________________________  

Name & Address of Employer___________________________________________________

___________________________________________________________________________

Emergency Contact Name & Phone______________________________________________
Physician that referred you_____________________________________________________
Physician’s office address______________________________________________________

Please indicate primary language spoken_______________________________________
Ethnicity:
□ Caucasian    □ Asian    □ Ashkenazi Jewish    □ Hispanic 

□ African American          □ Mediterranean        □ Other ________________
How did you hear about us?    Newspaper advertisement_____    Insurance Company_____

Another patient of UPA_____   Yellow Pages_____   Other____________________________

Email address:  _________________________________________________

Insurance Information Must Be Completed

Name of Insurance Company____________________________________________________

Name of Policy Holder_________________________________________________________

Policy Holder’s Social Security#_____/_____/_____Date of Birth____-_____-_____ Relationship to Patient_____________ Policy Holder’s Employer Name & Address_________

___________________________________________________________________________

Employer’s Phone (      )____________________    

We ask that all patients produce their insurance card and driver’s license so that we may make copies for your chart.  We cannot render services on the assumption that our charges will be paid by an insurance company.   As a courtesy, however, we will prepare and submit health insurance claim forms.  You are responsible for any deductibles and co-pays as outlined in your insurance policy.
Payment Authorization

I,___________________________, hereby authorize University Perinatal Associates to furnish any and all information as required by insurance companies to collect payment for medical services rendered to me.  I direct the insurer to pay, without equivocation, directly to the physician, all benefits due for medical care rendered to me.  I am aware that I am personally responsible for all charges.  A photostatic copy of this authorization will be as valid as the original.In the event a legal suit or outside collections are necessary to enforce payment of the account, the patient agrees to pay for all collection fees and/or attorney’s fees and court costs as may be deemed reasonable.
Signature of Patient or Guardian ______________________________ Date______________  
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                                                                           Date:  ___________
PERSONAL MEDICAL DATA

Name:                                                             Date of Birth:                              Age:            
Occupation:                                                                              Hrs/wk:                                  

If you exercise specify type and hrs/wk:

Current Medications (besides vitamins):
Allergies:

Ethnic Descent (Please mark circle)
Mediterranean (Italian, Greek)           Irish         Jewish         African America

Asian           Caribbean            Hispanic           Haitian          Other

Father of Baby:                                                                                   Age:

Ethnic Descent (Please mark circle)
Mediterranean (Italian, Greek)           Irish         Jewish         African America

Asian           Caribbean            Hispanic           Haitian          Other

GYNECOLOGICAL HISTORY
                                                                            N      Y       If yes, indicate when
Fertility drugs to conceive this pregnancy

Uterine abnormality or misshaped uterus

Cone biopsy of cervix

Laser or Leep surgery to cervix

Uterine fibroids

Ovarian cysts or tumors 

Surgery to uterus, ovaries, or cervix
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OBSTETRICAL HISTORY

Please list all prior deliveries, miscarriages and abortions

	Delivery Date
	Hospital
	Birth Weight
	Vag or C/S
	Complications

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Other comments:
GENETIC HISTORY
Do you, the father of the baby (FOB), any of your children, or
anyone in either family have:

       YOU   FOB    Family         Who            

Down’s syndrome

Other Chromosomal Abnormalities

Neural Tube Defect (Spinal Defect)

Hydrocephaly (water on brain)

Muscular Dystrophy

Cystic Fibrosis

Hemophilia

Hemophilia

Thalassemia

Sickle Cell Disease

Congenital Heart Disease (since birth)

Congenital Kidney Disease (since birth)
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                 YOU    FOB    Family     Who 
Cleft Lip or Palate

Club Foot

Mental Retardation/Illness

Blindness/Deafness (since birth)

Any birth defects or familial disorders

Diabetes

High Blood Pressure

Stroke

MEDICAL HISTORY
Do you have any of the following?
N    Y
High Blood Pressure

Any Heart Condition:


History of tuberculosis

Any Lung Disease:


Any Anemia:


Low Platelet Count (ITP)

History of any blood clots


Thrombophilias

Diabetes

Thyroid Disease

Seizures (Epilepsy)

Smoking 

if yes how much: ____________

N    Y
Myasthenia Gravis or Multiple 

Sclerosis

Kidney Stones

Gallbladder Disease

Ulcerative Colitis or Crohn’s Disease

Liver Disease or Hepatitis

Genital Herpes

Other sexually transmitted

 Diseases:


Lupus

Rheumatoid Arthritis 
Anesthesia Complications

Prior Surgeries:


History of Blood Transfusions:








