                                                            CAPE & ISLAND UROLOGY
Adult and Pediatric
	PAUL R. BOUCHÉ, M.D.  
	19 BRAMBLEBUSH PARK
FALMOUTH, MASSACHUSETTS 02540

	J. KEITH BLEILER, M.D.  

	TELEPHONE (508) 540-7555
FAX (508) 540-3008

	LISA MAYHEW, PA-C
	



NAME________________________________________BIRTHDATE__________________TODAYS DATE_________

STREET ADDRESS_______________________________________________________________ ZIP_______________

MAIL ADDRESS_________________________________________________________________ZIP_____________

TELEPHONE: HOME___________________________WORK_____________________CELL______________________

OCCUPATION__________________________EMPLOYER_________________________________________

NAME OF EMERGENCY CONTACT___________________________________________________________________

IF MINOR NAME of PARENT/GUARDIAN______________________________________________________________

PRIMARY PHYSICIAN_____________________________REFERRRING PHYSICIAN__________________________

PHARMACY USED__________________________________________________________________________________

PERSON RESPONSIBLE FOR PAYMENT (if different from above)___________________________________________

PRIMARY INSURANCE _________________________policy #______________________________________________

SECONDARY INSURANCE ______________________policy #______________________________________________

HAVE YOU SEEN DR. BOUCHE/BLEILER, OR LISA MAYHEW, PA-C PREVIOUSLY?________________________

AUTHORIZATION/RELEASE

I authorize release of any medical information necessary to process all claims and authorize payment of medical benefits to Paul R. Bouche, M.D. or J. Keith Bleiler, M.D.

Paul R. Bouche, M.D. and J. Keith Bleiler, M.D. adhere to the Health Information Portability and Accountability Act (HIPAA) effective 4/14/2003.  I have read and understand the privacy policy set forth by them and a copy of the policy has been provided to me at my request.

I authorize the release of any medical information to my primary or referring health-care provider or at the request of any other treating health-care provider under the terms of HIPAA.

If necessary, I hereby give consent for minor procedures such as urethral catheterization or dilation, cystoscopy, and biopsy of minor skin lesions, which carry the potential risk of infection, bleeding, and anesthesia.  These procedures will be fully discussed prior to being performed.

I have read and understand the above.

__________________________	____________________________          _____________
Patient signature				Guardian Signature			    Date
























NEW PATIENT INFORMATION

NAME___________________________________________________________________DATE:______________

CURRENT HEIGHT_________WEIGHT_________ 
MARITAL STATUS:	SINGLE______	MARRIED ______ WIDOWED_____ DIVORCED____ SEPARATED____
NUMBER OF CHILDREN__________ AGES_____________________________
PLEASE LIST YOUR PRIMARY CARE DOCTOR__________________________________________________________

PLEASE LIST ANY OTHER PHYSICIANS WHO TREAT YOU REGULARLY ____________________________________________________________________________________________________

PLEASE LIST ALL MEDICATIONS AND EYE DROPS YOU ARE CURRENTLY TAKING ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE LIST ANY DRUG ALLERGIES__________________________________________________________________

PLEASE LIST ANY FOOD ALLERGIES__________________________________________________________________

PLEASE LIST ANY SURGERIES WITH DATES YOU HAVE HAD ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE LIST ANY TREATMENTS OR HOSPITALIZATIONS WITH DATES YOU HAVE HAD ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE LIST YOUR KNOWN MEDICAL PROBLEMS:

CHILDHOOD___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ADULTHOOD_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







PLEASE LIST ANY ILLNESSES YOUR BLOOD RELATIVES HAD:

FATHER_____________________________________________________________________________________MOTHER_____________________________________________________________________________________
BROTHER/SISTER_____________________________________________________________________________
GRANDPARENTS_____________________________________________________________________________AUNT/UNCLE________________________________________________________________________________

IF YOU SMOKE HOW MANY PACKS PER DAY__________YEARS SMOKED________________________________
DO YOU SMOKE CIGARS, CHEW TOBACCO, OR USE SNUFF______________________________

IF YOU DRINK ALCOHOL AND OR CAFFEINATED PRODUCTS—WHAT AND HOW MUCH A DAY ________________________________________________________________________________________________________________________________________________________________________________________________________________________

REASON FOR DOCTOR’S APPOINTMENT  TODAY ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


















Review Of Systems

Do you have any of the following?  Circle Yes or No.  The doctor may discuss this with you.

	Constitutional Symptoms
	
	
	
	Musculoskeletal
	
	

	Fever
	y
	n
	
	Joint pain
	y
	n

	Chills
	y
	n
	
	Neck pain
	y
	n

	Weight loss
	y
	n
	
	Back pain
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	

	
	
	
	
	
	
	

	Eyes
	
	
	
	Neurological
	
	

	Blurred vision
	y
	n
	
	Tremors 
	y
	n

	Double vision
	y
	n
	
	Dizzy spells
	y
	n

	Pain
	y
	n
	
	Numbness/tingling
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	

	
	
	
	
	
	
	

	Ears/Nose/Throat/Mouth
	
	
	
	Psychological
	
	

	Ear infection
	y
	n
	
	Depressed
	y
	n

	Sore throat
	y
	n
	
	Anxious
	y
	n

	Sinus problems
	y
	n
	
	Other__________________
	
	

	Other__________________
	
	
	
	
	
	

	
	
	
	
	
	
	

	Cardiovascular
	
	
	
	Hematologic/Lymphatic
	
	

	Chest pain
	y
	n
	
	Lymph node pain/swelling
	y
	n

	Palpitations
	y
	n
	
	Blood clotting problem
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	

	
	
	
	
	
	
	

	Respiratory
	
	
	
	Endocrine
	
	

	Wheezing
	y
	n
	
	Heat/cold intolerance
	y
	n

	Cough
	y
	n
	
	Excessive thirst
	y
	n

	Shortness of breath
	y
	n
	
	Tired/sluggish
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	

	
	
	
	
	
	
	

	Gastrointestinal
	
	
	
	Integument/Skin
	
	

	Abdominal pain
	y
	n
	
	Rash
	y
	n

	Bloody or Dark tarry stools
	y
	n
	
	Persistent itch
	y
	n

	Diarrhea
	y
	n
	
	Boils
	y
	n

	Constipation
	y
	n
	
	Excessive scarring
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	

	
	
	
	
	
	
	

	Genitourinary
	
	
	
	Allergy/Immune system
	
	

	Discharge
	y
	n
	
	Food allergy
	y
	n

	Pain on urination
	y
	n
	
	Hay fever
	y
	n

	Frequency
	y
	n
	
	HIV
	y
	n

	Other__________________
	
	
	
	Other__________________
	
	



