
Dr. Azam Shamani
Patient REGISTRATION FORM
	5555 Reservoir Dr. Ste. 312
San Diego, CA, 92120

Today’s Date:         

	PATIENT INFORMATION

	Full legal name:                                                                  DOB:

	Address:                                                      Unit#              City:                               State: 
ZIP:


	Primary Phone Number:                                       Email Address:
Secondary Phone Number:                                   SSN:                                                                                           
                                                    

	INSURANCE INFORMATION

	Person responsible for bill:
	Birth date:
	Address Listed (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is patient covered by insurance?
	 Yes
	 No
	
	Marital Status:

Occupation:

	Please indicate primary insurance.               SCMG

	Multi-Cultural
	 Molina
	Medicare
	 Community Health Group     
	

	 Anthem Blue Cross/ Blue Shield (PPO)
	 Aetna (PPO)
	
  Blue Shield CA (PPO)
	  Tricare
	 United Healthcare             (PPO)
	

	If not listed, please write company and Insurance type (HMO or PPO) as well as Insurance Network (if HMO):



	Are you Policy holder? (Circle)    Yes    No
Policy Holder Name (if other than self):

	Policy Holder DOB:      /      /    
	Policy Holder Phone:

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Member number:

	
	
	

	Patient’s relationship to subscriber:
	 Self
	 Spouse
	 Child

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home Phone Number:
	Work/Cell phone Number:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any remaining balance. I also authorize Dr. Azam Shamani or Insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	




Do you Smoke? (Circle)          Yes         No

Quantity of Cig/Day:                  Length of time you have been smoking:                          Former Smoker? Date of last Cigarette (year): 

	
Hospitalizations, Surgeries, and Injuries

	
Hospital Name and Location:
	
Date of Visit or Injury:

	
	

	
	

	
	






Dr. Azam Shamani
Patient REGISTRATION FORM
5555 Reservoir Dr. Ste. 312 
San Diego, CA, 92120


	Personal History

	
Conditions that you currently have, or Symptoms you have been experiencing frequently in the past year. 
Such as Back Pain, Joint Pain, Digestive Complications.

	
Condition or Symptom:
	
Frequency and Concern of Condition or Symptom:

	
	

	
	

	
	

	
	

	
	

	
		

	
	

	Allergies IE: Seasonal, Peanuts, Shellfish
	

	
	

	
			

	
OB/GYN History: Abnormal Pap Smears, Mammograms or Menstrual Cycles (If Irregular), and Pregnancy History.

	
	

	
	

	
	

	
	



[bookmark: _GoBack]Are you Sexually Active? (Circle)      Yes          No            How many Partners in the last 12 months:

	Family History
Such as: Cancer(s), Heart Attack, Stroke, Cholesterol, Mental Health etc…
“Check” or write “Yes”

	
Relation:
	
Asthma
	
Cancer(type)
	
Diabetes (Type I or II)
	
Heart Attack
	
High Blood Pressure
	
Mental Illness
	
Stroke
	
Substance Abuse

	
Mother
	
	
	
	
	
	
	
	

	
Father
	
	
	
	
	
	
	
	

	
Siblings
	
	
	
	
	
	
	
	

	
Aunts
	
	
	
	
	
	
	
	

	
Uncles
	
	
	
	
	
	
	
	

	
Grandmothers
	
	
	
	
	
	
	
	

	
Grandfathers
	
	
	
	
	
	
	
	




Any other family disease or disorder that could be inherited/risk factor:

									

									




Dr. Azam Shamani
Patient REGISTRATION FORM
5555 Reservoir Dr. Ste. 312 
San Diego, CA, 92120


	Preventive Screenings

	Dates and Results of most recent screenings you have received. 


	
Screening:
	
Date and Result (I.E. Normal, Abnormal):

	
Mammogram
	

	
Pap-Smear 
	

	
Colonoscopy
	

	
Diabetic Foot 
Exam
	

	
Diabetic Eye Exam
	

	
Bone Density (DEXA)
	

	
Physical Examination
	

	
STD Check-Up
	

	
Vaccinations:
(Flu, Shingles, Pneumonia, or other Required Vaccinations)
	
Are you up to Date on Vaccinations?   Yes   No



	
Medication Information

	Pharmacy Name with Address or Zip Code:   

Medication Allergies:


	
Medication Name and Strength:
	
Times taken Per day
	
Length of time on Medication

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	











Please sign below statement to show that you understand and claim all responsibility of fee charged.



We have instituted a $30.00 out of pocket fee that will be charged to ALL patients who do not give us notice of cancellation of     AT LEAST 24 HOURS before time of set appointment. This does include no-show, or no-show on a previously rescheduled appointment. You will automatically receive an invoice, either by mail or email, with the charges. Thank you for your cooperation and understanding in this matter.



Signature:									

Printed Name:								

Date:							



