Welcome to Coastal Physical Medicine and Rehabilitation Services.

Thank you for choosing us for your healthcare needs.

Dr. Delaney /Dr. Andrea Terry
Date: _________________    




Referring Physician: _____________________________
Patient Name: ______________________________________________________________________________________   

Address: _____________________________________ City: _______________________  Zip Code: ________________
Home Phone#: _______________________  Birth Date:  _____________   E-Mail: _______________________________ 

Male ___   Female___     Marital Status: _____________   Social Security # : _____________________________________


Occupation: ___________________  Employer:  _________________________________  Work #: _________________
Is this Workman’s Comp? _______  Date of Accident: _______________
Emergency contact: 

Name: ________________________________ Relationship: ___________________Phone#: _______________________
INSURANCE:

Primary Insurance:___________________________________ Policy Holder:____________________________________  

Secondary Insurance: _________________________________Policy Holder: ____________________________________ 
Date of birth: ______________ Social Security #: _________________ (of policy holder if other than patient)   
Family History 
Please check illnesses which have occurred in your blood relatives 
_____ Diabetes  ____ Cancer   ____ Bleeding tendency  ____ Kidney Disease  ____ Tuberculosis  ____ Heart Disease   ____ Stroke  ____ High Blood Pressure  ____ Nervous Illness  ____ Allergy  ____ Other( _________________________ )
Your Medical Information
Previous Medical History/ Diagnosis_____________________________________________________________________
__________________________________________________________________________________________________
Please check symptoms you currently have or have had in the past year
  ___  Dizziness  ____ Vision Problems ____ Difficulty Swallowing   ____ Shortness of Breath  ____ Weight Loss   
____ Bowel or Bladder Change  ____ Stomach Problems  ____ Chest Pain  ____ Cancer ____ Hepatitis  ___ Tuberculosis  ____ Chemical Dependency  _____ Change in Mood, Sleep or Weight
Pain (P)/Weakness (W)/Numbness (N) in :    _______ Legs     _______ Arms    ______Back    _______ Hips   _____ Feet   ______ Hands    ______ Shoulders     ______ Neck  

Women:  Are you or do you suspect you could be pregnant?  ______    Number of Children_______
Allergies___________________________________________________________________________________________
How much do you use of each substance?   _______ Caffeine  _______Tobacco ______ Alcohol _______Other

Have you ever been discharged from a medical practice?  If YES please explain why_________________________________
List of Medications __________________________________________________________________________________
Consent for Treatment – Assignment of Benefits and Release of Information
PLEASE READ CAREFULLY, INITIAL AND SIGN BELOW:
______Please be informed that the Physicians of Coastal Physical Medicine & Rehabilitation Services, Inc. (Coastal PMR), do not provide after hour emergency care.

______I hereby consent to exam and/or treatment and to the performance of diagnostic procedures as recommended by the Physicians of Coastal PMR. 
______I understand that any insurance benefits I may have is a contract between my insurance company and my employer or myself. I am fully responsible for charges whether or not paid by my insurance and are due in full thirty (30) days from the date of service. I request that payment of authorized benefits be made to Coastal PMR for any services furnished to me by a Physician. I hereby authorize Coastal PMR to release all information necessary to secure the payments of benefits and authorize the use of my signature on all insurance submissions. 
______If payment due is based on an accident which is waiting legal settlement, all visits must be paid for at the time of service.

______Coastal Physical Medicine & Rehabilitation Services, the office of Drs. Delaney and Russakov is in no way affiliated with CarolinaEast Health System.

Please signify persons who would have your permission to access your healthcare information.
Name__________________________________________________Relation_____________

Name__________________________________________________Relation_____________

Name__________________________________________________Relation_____________

I have read and understand the above statements.

Patient Signature____________________________________________________ Date_________________

____________________________________________________________________________________________________________________________________________________________________________________________________

Doctors Use Only:  REVIEW OF SYSTEMS, PFSH and HPI:

Reviewed by _______________________________________________________Date __________________

                                          Physician’s Signature

Reviewed by _______________________________________________________Date __________________

                                          Physician’s Signature

Reviewed by _______________________________________________________Date __________________

                                          Physician’s Signature

Reviewed by _______________________________________________________Date __________________

                                          Physician’s Signature

Reviewed by _______________________________________________________Date __________________

                                          Physician’s Signature







