WELCOME TULSA NEUROLOGY CLINICis peases
' to welcome you fo our practice. Please take a few minutes to fill

out this form as compietely as you can.

Patient Name: SS #

Last First MI
Date of Birth: Sex: (1 Male [ Female Height: Weight:
Home Phone: Cell: Work:
Email:
Spouse Name: Spouse SS # Spouse DOB:
Home Address:

Street City State Zip
Patient Occupation/Employer Name & Address:
IN CASE OF EMERGENCY, CONTACT: Relationship
Phone #’s of emergency contact: Home Cell Work

Financial & Insurance Information

Person responsible for payment of account: [ Self O Spouse O other:
Name, Address & Phone (if not listed above)
1 Copy of Insurance Card(s) O3 Primary Insurance 1 Secondary
Co-Pay (Specialist)$ Annual Deductible $ Met? (3 Yes OO No [ Not Sure

Our office is happy to file your insurance as a convenience to you. However it is very important that you realize that
ultimately, payment of fees is the patient’s responsibility. Co-Pays are collected at the time of the visit. Deductibles are
a contractual obligation that you are legally required to meet under the terms of your insurance.

[ 1 understand and agree that regardless of my insurance status, I am responsible for the balance on my account for
any professional services rendered.

O Assignment of benefits: I authorized payment of medical benefits to be paid directly to Tulsa Neurology Clinic.
) hereby give permission to JAY K. JOHNSON, D.O. to administer treatment & perform such procedures as may be
necessary in the diagnosis or treatment of my neurologic condition. I also authorize and request you to release complete

medical records concerning my illness and treatment to the physicians that have been/are/will be involved in my care.

Patient/Guarantor Signature X Date




PATIENT HISTORY (Please Print)

Patient Name: First Middle Last Age Sex
M F
Medical Allergies 0 None If you have allergies, please list the type of reaction you have when taking the medication
Name of Medication Type of Reaction Name of Medication Type of Reaction
Past Medical History: Please v' below under the “yes” column or “no” column
to indicate any problems you have had in the past.
YES | NO | YES | NO | OB History Life Style
G
E [x] o Skin Rash [u] [s] Stomach Pain
o o Weakness s] o Constipation # of Pregnancies Height
N o o No Appetite G |o ul Loose Stools : Usual Weight. b
Elg ] Chills/Sweats s} o Change in Bowels # Live Births : .
R 1 Weight Change in past
[u} o Sleeping Difficulty u} a} Black Stools Year: Gained b
Alg u] Prolonged Fever u] o Bloody Stools # Abortions :
Lo o Bleeds Easily lost ___Ib
o o Frequent Headache a o Frequent Urination
H iqgrai o o Difficulty Holding Urine 1 Tonsils How many meals do you
o o Migraines
E = o Dizzy Spells Gl® o Difficulty Starting Urine O Appendix Eat daily?
Als o Faintin o ©  Painful Urination O Gallbladder
D ¢} v it .
o o Unconsciousness o o zf:‘?hafge 0 Hernia Do you exercise?
E o o Wears Glasses = ° idney Stones O Abdomen O No
o a] Major Vision Change =] 5] Epilepsy O Heart O Yes (list type)
Y o o Blurred vision a a] Dizziness O Lungs
E|. o See Double LN | o ) Stroke [J Breast or female organs Tobacco:
s ! . . acco:
o o Eye Pain/ltching E |o o Paralysis O Eyes )
R o a] Can’t Make Decisions — U Dip / Chew
o o Medication & Supplements O Cigars
. Vio o Memory Problems > . " 9
E |o o Trouble Hearing (List all you take including herbs) "
O|o o Depressed/Feel Sad p O Cigarettes
Ale o Earache Considered Suicide 0O None O See Attached List
s | o o Noise in Ears s a 5 Excessive Fear Ibuprofen? O Yes 0 No # of Years
Calcium? O Yes O No Years Stopped______
3] 2] Aching Joinis Vitamins? O Yes 0 No
R u] s} Aching Muscles Medication Dose Caffeine:
o o Congestion B | o Leg Cramps Cups per day
N o u} Sneezin
[0} N g Olc ai Leg Pain
s o [u] Sinus Trouble N g a Painful Feet Alcohol:
o o Hay Fever E Poli
Elo o Nose Bleeds ° - one O3 Never
S |o o Pain in Arms .
o u] Numbness Arms/Legs O Mct;asuclna
[5] 3] Highs Cholesterol oderate
T Diab 0 Heavy-
H|® o Sore Throat/Tongue O|o o iabetes
RO o Hoarse T lao [u] Excessive Thirst
o o Dental Problems H|D o Cancer
(o) n o Goiter E|o o Site Have you ever used
Ala o Thyroid Trouble R illegal or street drugs?
T 1, =] Neck Pain/Lumps O No
Has anyone in your immediate O Yes (list type)
o o Wheezing Spells Family had any of the following?
Llg o Asthma
Ulg a] Cough Up Phlegm YES NO .
N |g o Pneumonia FloO a Diabetes Education Completed
G |o o Tuberculosis Al DO 0 High Blood Pressure
Slao o Exposed to TB M| DO m} Heart Attack 0 Grade
o o Cough Up Blood 1 0 (m] Stroke O High
& |o o Rheumatic Fever L| O O Cancer O Business/Vocational
o o Palpitations Y Site O College
H o o High Blood Pressure O [m] Mental lliness
E|o u] Swollen Feet/Ankles HY O O Suicide n -
Al|o o Chest Pain X1 0O O Neurologic Diseases Occupation(s):
R}lo [s] Heart Attack such as 0 Retired
T|®o o Heart Murmurs Migraine, Alzheimer’s
o o Heartburn Fall & Assist Devices
o o Indigestion Do you use or have installed any
o o Ulcers of these devices or equipment?
a o Persistent Nausea
G (o o Vomiting Quad Cane DO Yes ONo
I'lo o Vomiting Blood Walker OYes ONo
o u] Difficulty Swallowing Wheelchair [ Yes O No
Shower Bars O Yes O No
Raised Toilets[ Yes O No

Physician Signature




Jay K. Johnson, D.O.

TULSA NEUROLOGY CLINIC
7134 S Yale Ave, Suite 450, Tulsa, OK 74136
Phone: (918) 743-2882, Fax: (918) 745-0323

CONSENT FOR FAMILY MEMBER OR DESIGNEE
ACCESS TO MEDICAL INFORMATION

Patient Name In Full (Print) Sex Age Date of Birth

MO FO

The family member or person listed below assists in my care. I, the above named patient
have no objection and hereby consent to their receiving and having access to my medical
records, and /or discussing such information with my healthcare providers, as deemed
necessary by the Physician for participation in my care.

r

1. Relationship
2. Relationship
3. Relationship

Permission is granted to the Physician or Physician’s staff to leave medical information
on my answering machine.

J Yes O No

This consent shall remain in effect until further notice.

Patient — SIGNATURE Date



