Family Choice
Medical Clinic

Expert Health Care for Adults, Children and Adolescents

O

YOUR FIRST-VISIT HANDOUT

Your first visit

We welcome you to Family Choice Medical Clinic, and thank you for choosing us for your health care
needs. During your first visit, you will meet our staff, complete a few brief forms and, of course, meet
your Doctor, Dr. Mbaeri. As a family physician, he will try to solve your current medical problem and
detect or prevent other health problems. We hope to make your first visit, not just an opportunity to deal
with any medical concerns you may have, but also a time tof us to get acquainted with you.

The first examination

When you enter the exam room, you will be asked to fill out a health questionnaire by a staff member,
and he or she will measure your height and weight, as well as take your temperature. The doctor will
review the questionnaire with you further. After the examination, the doctor will suggest a treatment
plan which may include laboratory and other testing, and future visits, if necessary.

We hope that after your visit you will feel confident that you have made a wise decision by choosing our
practice for your health care needs.

Respectfully,
FAMILY CHOICE MEDICAL CLINIC

10111 FOREST HILL BLVD, SUITE 320, WELLINGTON, FL 33414
TELEPHONE: 561-623-0801 FAX: 561-469-1928



Family Choice
Medical Clinic

Expert Health Care for Adults, Children and Adolescents

O

Dr. Chris C. Mbaeri, MD

THIS FACILITY PROVIDED A COPY OF THE NOTICES OF PRIVACY PRACTICES.
I HAVE BEEN GIVEN THE OPPORTUNITY TO REVIEW IT.

PRINTED NAME DATE OF BIRTH

SIGNATURE OF PATIENT DATE
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In this office, Patient Confidentiality is a prime concern. Please indicate below
whom our office may or may not leave a message or share your medical information
with:

YES NO N/A

Spouse

Parent

Children

Home

Work

May we call you at
work and state
who is calling?

Person(s) with whom we can discuss your information:

Name:

Relationship:
Phone:

Name:

Relationship:
Phone:

Signature:

Date:




FAMILY CHOICE MEDICALMCLINIC P.A.
PATIENT REGISTRATION FORM

FIRST/MIDDLE/LAST NAME

HOME ADDRESS
© | EMAILADDRESS
+ | HOME PHONE# 'WORK PHONE# MOBILE PHONE#
2
£ [ LANGUAGE DOB SOCAL SECURITY# MARITAL STATUS
<
Q. =
PRIMARY CARE PHYSICIAN [ eMPLOYER
EMERGENCY CONTACT EMERGENCY PHONE#
PHARMACY NAME ' PHARMACY PHONE#H
E saE ‘j-t"'»—’—- oSS zyuﬁ\'i i
g FIRST/MIDDLE/LAST NAME
© | HOME PHONE# 1 pos: SOCIAL SECURITY#
2 L - -_ , o
& | EMPLOYER NAME T EMPLOYER PHONE# S

authorize the use of this signature on.all my insurance submissions whether manual or electronic.

PRIMARY INSURANCE NAME | PRIMARY |NSURANCE ADDRESS
O | SUBSCRIBER NAME ' DOB - SEX
>
o | SUBSCRIBER ID# GROUPH# ' RELATION TO PATIENT ;
|9
2 |
g 2
oo
% SECONDARY INSURANCE NAME SECONDARY INSURANCE ADDRESS
SUBSCRIBER NAME . | poB
SUBCRIBER ID# _ . GROUP #
|
I understand and accept that | will be financially responsible for all deductibles, co-payments, co-insurances, and non-covered charges ’\
as provided by my insurance plan. If | fail to cancel my appointmerit at least 24 hours prior notice, a fee will charged. If my insurance
requires a valid reterral to receive medical care, | understand that it is my responsibility to provide such referral. If my referral is !
determined to be invalid by my insurance carrier, | understand that'l will'be financially responsible for balances on my account |
“'}," including non-covered items. If my insurance plan is not accepted by this office or is of the indemnity type, | understand that | am 1[
5 financially responsible for all balances remaining after payment, if any, made by my insurance plan. 1 hereby authorize and assign f
'-:UJ directly to Family Choice Medical Clinic all medical benefits, if any, otherwise payable to me for services rendered. | hereby authonze j
o | the physician and/or their representatlve(s) to release any and all information necessary to secure the payments of benefits. !
|
\'

Patient Signature . Date: » |
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Family Choice
Medical Clinic

Expert Health Care for Adults, Children and Adolescents

ADULT HEALTH HISTORY
Name: Date:
DOB: Age: Sex:
Primary Language:
Need for Translator: Yes No
Purpose of Visit:
ALLERGIES FAMILY HISTORY
Drug:
Use Check Mark for Yes Father Father Mother Children
Answers Mother Parents Parents Sibling
CANCER
Food:
DIABETES
EPILEPSY/CONVULSIONS
HEART DISEASE
HIGH BLOOD PRESSURE
Other:
KIDNEY DISEASE
MENTAL ILLNESS
STROKE
” ot GLAUCOMA
urrent Medications: THYROID DISEASES
Prescriptions: DRUG ALCOHOL
ADDICTION
OTHER:
HIGH CHOLESTEROL

Over- the- counter :

PLEASE LIST AND SUPPLY THE DATES OF:

Operations:

Hospitalizations other than surgeries:

Transfusions:




IMMUNIZATION HISTORY—HAVE YOU HAD;

PNEUMOVAXIMMUNIZATION [J No  [JYes When? - Hepatitis8 ONo (Oyes when?
Tetanus JNo [JvYes When? Flu immunization? ONo OYes When? Other?

Pas-.t,Medric‘al,Hist’om and Review of Systems

Please circle if you have had problems with or are presently complaining of any of the
following: '

1. High blood pressure 14. Hemorrhoids 27. Diarrhea 38. Difficulty urinating
2. Diabetes 15. Gall bladder disease 23.. Biood in stool 39. Arthritis

3. Cancer 16. Skin diseases 29, Ulcers 40. Venereal disease
4. Heart disease 17. Blood disorders 30. Gout 41 Gout

5. Chest pain or tightness 18, Palpitations 31. Unexplained weight 42. Anxiety

6. shortness of breath 19. Llightheadedness gain/loss 43. Depression

7. Swollen ankles 20. Frequent urination 32. Colitis 44. Apnemia

8. Pneumonia 21. Rheurnatic fever 33. Hepatitis or jaundice 45. Alcohol abuse

9. Persistent cough 22. Asthma 34, Thyroid disease 46. Drug abuse

10. Tuberculosis 23, Bronchitis 35. Head or neck 47. Change in bowel habits
11. Abdominal discomfort  24. Nausea radiation 48. Low back problems
12, Hay fever 25, Vomiting ™ 36. Kidney diseases 49,

13. Indigestion : 26. Cénsti‘pation 37. Kidney Stones 50.

When was your lasts

Complete physical Date:__ Results: TB test Date: Results:

Cholesterol check Date: Results: 5 Pap smear ‘Date: Results:
Eye'Exam Date: Results: Mammogram Date: Results:
Hearing Date: . Results: _ Breast exam Date: Results:
Stool check for blood  Date: Results: Prostate exam Date:_ Results: B

FOR WOMEN ONLY (Gynecological and Obstetric History)

Age at first onset of period: v Frequency: - Lengthof period .
Pregnancies: Births: - Miscarriages:
Prolonged abnormal bleeding JNo Yes Please describe:
Leakage of urine: IINo QYes Please describe: S
Pelvic pain: UiNo QOYes Please describe:
Abnormal discharge: (ONo (IYes Please describe:

' History of abnormal pap smear: CiNo UYes Type of treatment:

B



PREVENTION

Do you wear seat belts? Ono Qves
0o you wear 3 bike helmet? : ONo Oves
Do you'drink beverages with caffeine? UNo Uves
Do you smoke? ONo "Oves

Do you use drugs?(Marijuana, cocaine, crack, etc.) UNo Oves

If nvo, why not?

On/A

If yes, how many per day?

. If yes, how many packs per day?

if yes, explain;

If there is a gun in your home, do you keep it unfoaded & out of children’s reach? [ONo Oves ([ON/A

Comments:

RISK HISTORY

Age at first intercourse:

Have you ever experienced?

How many partners?

Sex with a male? {JNo LlYes Vitim of sexual assault? ONo [T¥es
Sex with a female? (INo (lYes Sex injecting drug user? ONo OYes
Sex for drugs/money? ONo ()Yes Sex with person with other HIV/AIDS risk?  ONo  UYes

Contraceptive: Method Last used/now using:

Problem(s) with methods?

[Have you been in contact with person with OYes Ifyes, !
confirmed TB? , ARg explain: |
Are you from or have you recently traveled to N OVes Ifyes, 1

: . e (No oo |
r,eg\ons‘ofthc world with TB prevalence? ; explain: |

Are youexposed to the following; ) {

o HiV+persons + Homeless persons !
«  Migrant farm * 1Y/sueet drug ONo OYes Ifyes, |

workers users explain: :
»  Residents of nursing homes !
« Institutionalized/incarcerated persons? _ - ]

Have you worked with chemicals, paints, asbestos, (N OYes If yes, E

| or other hazardous material? e explain: i

] _ONo ONo ]

{ Are you in a relationship in which you have been physically |

l_jurt (e.g. slapped, kicked punched, bruised) by your partner? o
Do you ever feel afraid of your partner ONo OYes !

L ]

Do you have "living will’? OYes ONo (If yes, please provide a copy) Do you have a donor card?

Signature

OYes 0ONo
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CONSENT FOR RELEASE OF MEDICAL INFORMATION

Patient Name: Date of Birth:
Address:
Phone Number: Treatment dates from: to

I authorize: (enter your current physician’s information)

PREVIOUS DOCTOR’S NAME:

PHONE# FAX#
ADDRESS: CITY STATE VALY

To release copies of my medical records to (enter your new physician)

FAMILY CHOICE MEDICAL CLINIC, P.A. CHINYERE MBAERIL M.D.

10111 FOREST HILL BLVD, SUITE 320

WELLINGTON, FL 33414 PHONE: 561-623-0801 FAX: 561-469-1928

I authorize release of information of the following portions of my medical record:

Mental Health HIV/AIDS
Substance Abuse Communicable Disease
All Only the following:

I understand that this information shall be in effect for 180 days following the date of the signature.
However, I understand that this authorization may be revoked at any time by giving oral or written notice
to the medical office. A photocopy of this authorization shall constitute a valid authorization. I understand
that once my medical records have been released, the medical office cannot retrieve them and has no
control over the use of the already released copies.

I hereby release Family Choice Medical Clinic from any and all liability which may arise as a result of
my authorized release of records.

Should my case require review by a governing agency of another medical profession actively involved in
my care to make a final determination, it is with my consent that a copy of these records will be submitted
to the agency or medical profession for this review.

Patient (or legal representative) Date:

Relationship to patient: Witness:

NOTICE: The information has been disclosed to you from records whose confidentiality has been protected by federal and state
law. You are prohibited from making further disclosures of such information without specific consent of the person to whom

such information pertains or as otherwise permitted by state law. A general authorization is not sufficient for this purpose,



Adult ADHD Self- Report Scale (A %ﬂ D Symptom Checklist

Patlent Name k Toda)fs Date
e e PR S o AT
Please answer che questions below, rating yourself on each of the criteria shown using the |
scale on the right side of the page. As you answer each question, place an X in the box that ’
best describes how you have felt and conducted yourself over the past 6 months. Please give 5
>
this completed checklist to your healthcare professional to discuss during today's g
appomtment ' B
. How often do you have croubie wrappmg up the flnal detalls of a pr0|ect
once the challengmg parts have been done’ i I
= - - e o o e S
2. How often do you have difficulty getting Ehlngs in order when you have to do “
a task that requues osgamzmon’ i
3 How often do you-have problems xemember ing appointments or obllgatnons’
4, \Nhen you have a task thac requires a |O[ of thought how often do you aVOId 7
or delay getcmg started?
5. How often do you ﬂdget or squirm with your hands or feet when you have
to sit down for a long tlme’
6. How often do you feel overly active and compelled o do thmgs I|l<e you
were driven by a motor?
7 How ofter\ do you make careless mnstakes when you have to work on a borlng or
difficult pro;ect’ }
8. How often do you have dlﬁiculty I<eep|ng your attention when you are domg bormg i
or lepemlve work’ |
9. How often do you have dlﬁlculty concentrating on what peop!e say to you,
even when thev are speakmg to you dneccly’
0. How often do you mlsplace or have difficulcy fmdmg thmgs at home or at work’ :
I. How often are you distracted by activity or noise around you! [
. ; s s o SRR S S S S e - —l
i
2. How often do you leave your seat in meetings or other situations in whnch :
you are expected to remain seated?
3 How often do you feel rescless or ﬁdgety7 ’[
4, How Oftcr\ do you have durﬁcu!ty unwmdmg md rclaxmg when you have tme
to yourself? E
5. How often do you find yourself ralking too much when you are in social situations? !
6. When you're in a conversation, how often do you ﬂnd yowself flmshmg ;
the sentences of the people you are talking to, before they can finish _ j
them themselves? i
7. How often do you have difficulty waiting your turn in situations when i
turn taki ng s requn ed*
8. How often do you interrupt others when they are bUS)
i

:
|

S

A
@
. E
1 -
5 | ¢
e 1 E
@ ¢ 0
x I
i
I

Very Often

Often

S S X

PLert B.



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

DATE: —

NAME:

Over the last 2 weeks, how often have you been

i 2
bothered by any of the following problems? More than

PP Several Nearly
(use "V " to indicate your answer) Not at all ey half the every day
1. Little interest or pleasure in doing things 0
P 0
2. Feeling down, depressed, or hopeless
. : ‘ 0
3, Trouble falling or staying asleep, or sleeping too much :
P 0
4, Feeling tired or having little energy
: _r 0
5. Poor appetite or overeating
6. Feeling bad about yourself—or that you are a failure or 0
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0

newspaper or watching television

8. Moving or speaki}ng so slowly that other people could
have noticed. Or the opposite — being so figety or 0
restless thal you have been moving around a lot more

than usual

9. Thoughts that you would be better off dead, or of 0

hurling yourself

add columns

(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).

10. If you checked off any problems, how difficuft . Not difficult at all —
have these problems made it for you to do Somewhat difficult

your work, take care of things at home, 0 s
ings at home, br gel Very difficult
along with other people?
Extremely difficult
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