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             NEW PATIENT INFORMATION 
 
Patient Name   __________________________    _________________________       ___________ PT#: ___________ 
                        Last                                     First                             Middle                                       
Address___________________________________ ________________________ _________ ____________ 
                                    Street Address                                         City                    State                  Zip   

 
Home Phone#___________________   Work Phone# ___________________ 
Cell Phone#   ___________________    FAX#            ___________________ 

 
Sex:   Female    Male D.O.B._______________ Marital Status  _________   Social Security #____________________ 
Employer’s Name ___________________________________ 
Employer’s Address ______________________________________________________________________                                                            
Occupation:   ._______________               E-Mail Address: __________________________ 
 
Nearest Relative (Emergency Contact) 
Name           __________________________    _________________________       ___________ 
                        Last                                     First                             Middle                                    
Address  ________________________________   ________________________   _________   ____________ 
                                    Street Address                                         City                    State                  Zip   
Home Phone#___________________   Work Phone# ___________________   Relationship_______________ 
 
Primary Care Physician Name___________________________________     Phone# ___________________ 
 
How did you hear about us: 

  Referring Physician Name___________________________________ 
                 Friend/Relative Name______________________________________ 
Financial Information:           
Who is responsible for this bill?             ______________________________________ 
I will be paying today by:         CASH                      CHECK                         VISA/MASTER CARD 
  
INSURANCE COMPANY NAME _________________________________________ 
INSURANCE COMPANY ADDRESS_________________________________________________________________________ 
POLICY NO/MEMBER NO.___________________________ GROUP NO.___________________________ 
SUBSCRIBER’S NAME ______________________________        RELATIONSHIP_______________ 
SUBSCRIBER’S ADDRESS__________________________________________________________ 
SUBSCRIBER’S EMPLOYER AND ADDRESS__________________________________________________________                                      
SUBSCRIBER’S  SOCIAL SECURITY #  ___________________                DATE OF BIRTH___________   
SUBSCRIBER’S DAY-TIME PHONE   ___________________  
 

I authorize The Washington Medical Group/Scott A. McNamara, M.D. to apply for benefits on my behalf for medical 
services rendered by him or his associates.  I request and authorize payment from my insurance company be made directly to 
The Washington Medical Group/Scott A. McNamara, M.D.  I certify that all information recorded above is completely 
accurate.  I understand my insurance coverage is an agreement between the insurance carrier and myself, and that I will be 
fully liable for charges on my account.  I understand that I will be responsible for payment for any services rendered which 
are not covered by my insurance plan(s).  I agree to pay any deductibles and co-pays at the time services are rendered. I 
understand that once the office of The Washington Medical Group /Scott A. McNamara, M.D. sends me a statement of my 
account (“patient bill”), I have 30 days to pay before my balance starts to accrue interest at a rate of 21% per annum.  Should 
I default on the payment of my account, I agree to be responsible for charges accrued related to the collection of my account 
balance. 

I authorize the release of any necessary information, including medical information for this or any related claim to 
my insurance company.  A copy of this authorization is to be considered as valid as the original.    
   
___________________________________      _____________________ 
             Patient/Guardian Signature         Date 
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MEDICATION HISTORY INFORMATION 
 
             PATIENT: ______________________      DATE OF BIRTH:  ________________      PT#: ___________ 

 
ALLERGIES:   __________________________  PERTINENT MEDICAL HISTORY: 
_______________________________ _______________________________ 
_______________________________ _______________________________ 
_______________________________ _______________________________ 
_______________________________ _______________________________ 
_______________________________ _______________________________ 

 
     DATE:                   CURRENT MEDS:                        CHANGES-D/C: 
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INSURANCE WAIVER 
 
 

Due to continually changing rules regarding insurance coverage, it has become essential to ask 
you to read and sign this Insurance Waiver prior to your visit with the physician and prior to 
our billing your insurance company. 
 
As a courtesy, we will process your insurance for you. At the time that medical service is 
rendered today, you are responsible for any deductible and any copay amounts. 
 
Once we have received an “EOB” (Explanation of Benefits) from your insurance company, we 
will review it to see if they paid the claim in full. If they have denied partial or full payment for 
any reason, you are responsible for paying the balance due. 
 
If you have not paid the balance within 30 days, a service charge equal to 21% per annum on the 
balance due (minimum service charge $5.00) will be accrued. 
 
 
I have read and understood this Insurance Waiver. 
 
 
 
____________________________________ ___________________ 
    Signature         Date 
 
 
___________________________________              _________________ 
    Patient Name     Pt Number 
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      Medical History 
 
Patient Name   __________________________    _________________________       ___________ PT#: ___________ 
                        Last                                     First                             Middle                                       
Address___________________________________     ________________________     _________         ____________ 
                                    Street Address                                                 City                        State                      Zip   
Sex:   Female    Male D.O.B._______/______/_______      Height:  ___________     Weight:  _____________ 
 
[If you are completing this form for another person, please provide your name (________________________) and your 
relationship to that person (________________________). 
 
What is the reason for your visit today?   ______________________________________________ 
 

PLEASE ANSWER “YES” OR “NO” TO THE FOLLOWING HEALTH QUESTIONS: 
 
Is your general Health Good?        YES    NO  Have you ever had abnormal bleeding  YES    NO 
During the past year, has there been    Have you ever had a bllod transfusion  YES    NO 
  any change in your general health?    YES    NO  Have you ever been treated for a tumor 
  IF YES, please tell us what has changed:        or other growth?    YES    NO 
________________________________________  Do you wear contact lenses?   YES    NO 
________________________________________  Do you wear removable dental appliances?     YES    NO 
________________________________________  Have you ever had any serious trouble with   YES    NO 
________________________________________      any dental treatments?     YES    NO 
In the past five (5) years, have you been hospitalized or      IF YES, please explain:________________________ 
had any serious illnesses or operations? YES    NO ______________________________________________ 
IF YES, please explain:___________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ Are you currently taking any medications 
______________________________________________   (including non-prescription medicine)?   YES    NO 
______________________________________________ IF YES, please list the medications:_________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 

Do you have now, or have you ever had any of the following conditions or problems: 
 YES NO  YES NO 
Allergies   Sinus Trouble   
Asthma or Hay Fever   Fainting or Dizzy Spells   
Persistent Diarrhea   Thyroid Problems   
Diabetes   Significant Weight Loss/Gain   
Arthritis or Painful Joints   Persistent Swollen Glands   
Tuberculosis   Respiratory Problems (Emphysema, Bronchitis)   
Persistent Cough or Cough that Produces Blood   Hepatitis, Jaundice or Liver Disease   
Low Blood Pressure   High Blood Pressure   
Stomach Ulcer or Hyperacidity   Kidney Trouble   
Sexually Transmitted Disease   Cancer   
Epilepsy or Other Neurological Disease   Immune System Problems   
Are You Ever Short of Breath After Mild Exercise 
or When Lying Down? 

  AIDS or HIV Infection   

Cardiovascular Disease: Heart Trouble; Heart 
       Attack; Angina; Coronary Insufficiency;  
       Stroke; Coronary Occlusion; Arteriosclerosis 

  Do You Have Congenital Heart Defects? 
Do You Have Chest Pain Upon Exertion? 
Do You Have a Cardiac Pacemaker? 

  

Do you have any other diseases, conditions, or problems not listed above? YES    NO 
IF YES, please explain_____________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
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Medical History (continued) 
             
 PATIENT NAME: ______________________________________      PT#: ___________ 
 
Are you allergic, or have you ever had a reaction to: 
 Local Anesthetics  YES    NO   Penicillin or any other antibiotics  YES    NO   

Sulfa Drugs     YES    NO   Aspirin     YES    NO 
Iodine   YES    NO    Codeine         YES    NO 
Barbiturates, sedatives or sleeping pills YES    NO  
Any other    YES    NO  IF YES, please list:_____________________________ 

_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
 
   MEN:       WOMEN: 

Do you have a history of urinary retention     Are you pregnant    YES    NO 
   or prostate enlargement   YES    NO  Are you trying to get pregmant  YES    NO 
        Are you nursing    YES    NO 
        Are you taking birth control pills  YES    NO 
  
 MEN AND WOMEN: 

Are you currently under the care of a physician?    YES    NO 
IF YES, for what condition(s)        

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
_________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
 
When was your last physical examination?  ______________________________________________ 
Please list the name(s), address(es) and phone number(s) of your physician(s): 

______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 

 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 

 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 
______________________________________________ ______________________________________________ 

 
 
 
I certify I have read the above medical history, and answered all the questions to the best of my ability.  I will  
not hold Dr McNamara, or any other member of his staff, responsible for any errors or omissions I may have made 
in the completion if this form. 
 
 
___________________________________    _________________________ 
             Patient/Guardian Signature       Date 
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