
William D. Schnapp, M.D.	1111 12th Street Suite 212 Key West, FL 33040	
        	Phone: (305) 296-2212				Patient Information			Fax: (305) 296-2209

        ______________________________________________________________________________   _______________________  _________________
        First Name                                                 Middle Initial                                     Last Name              		 Social Security No.              Date of Birth                    

        __________________________     _________________    _____________________   ______________________________  ______________________  
         Emergency Contact                           Relation to Patient	             Phone Number       	             Pharmacy Name/Location                 Pharmacy Number            

E-MAIL ADDRESS____________________________________________________________________________________________Home
Primary Insurance


Insurance Co. Name_______________________________________                                                                  

Mailing Address __________________________________________

City ______________________State_______   Zip Code__________ 

___________________________   ___________________________ Phone Number 			Subscriber ID Number          

_______________________   _______________   _______________ Subscriber Group No      	           Co-Pay                     Deductible

Subscriber Name__________________________________________ 

_____________   ___________________ ______________________ 
Subscriber DOB       	Subscriber SSN               Subscriber Rel. To Patient



Insurance Co. Name_______________________________________                                                                  

Mailing Address __________________________________________

City ______________________State_______   Zip Code__________ 

___________________________   ___________________________ Phone Number 			Subscriber ID Number          

_______________________   _______________   _______________ Subscriber Group No    	          Co-Pay                      Deductible

Subscriber Name__________________________________________ 

_____________   ___________________ ______________________ 
Subscriber DOB       Subscriber SSN               Subscriber Rel. To Patient



Radio     In Print (i.e. Newspaper)      Friend      Emergency Room    Yellow Pages     Search Engine (i.e. Google, Bing, Yahoo, etc…) Referring Physician		Insurance Directory	Other


Mailing Address: ___________________________________________

Street Address: ____________________________________________

City ________________________ State __________ Zip ___________
Home Phone: __________________ Cell Phone: _________________

Ok to Leave msg? _____ Home ______Cell _____ Both


Name: ________________________________ Relation: ___________

Address: _________________________________________________

City____________________________ State __________ Zip _______

Home Phone: ____________________ Cell phone: _______________

DOB: ______________________   SSN: _________________________


Name__________________________________________________________

Address __________________________________________________

Office Phone________________________ Fax________________________


Name_________________________________________________________

Address _________________________________________________

Office Phone________________________ Fax_______________________


Company Name_______________________________________________

Address_______________________________________________________

City_____________________________ State _________Zip____________

Phone _______________________ Ok to leave msg? ____Yes ___ No
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Guarantor  (Responsible Party)           





Secondary Insurance     

Primary Care Physician




Referring Physician





Employer




 How did you hear about us? Please circle all that apply:








         Patient/Legal Guardian_____________________________________________________________ Date_________________________________


1111 12th Street Suite 212 Key West, FL 33040
	William D. Schnapp, M.D.								Phone: (305) 296-2212		Neuroscience Associates 								Fax: (305) 296-2209
OFFICE CONSENTS
      Patient Name: _________________________ Date of Birth: ______________________  Date: ________________
Financial Consent
      	I hereby authorize said assignee to release all information necessary to secure payment. I certify that the information given by me 	for payment by my insurance plan(s) is correct. I authorize any holder of medical or other information about me to release to the 	above plan or its intermediaries or carriers any information needed for this or any related insurance claim. I request that the 	payment of authorized benefits be made on my behalf. I assign the benefits payable for medical services to the physician or 	organization furnishing the services or authorize such physician to submit a claim to the above insurance company for payment to 	me.
	I understand that I am financially responsible for all charges whether or not paid by my insurance, including any deductibles and 	co-pays, and that payments are due at the times that services are rendered.
	I understand and agree that in the event that I fail to make payments for services rendered to me, my name and account may be 	turned over to an attorney or a collection agency, and I agree to pay collection agency's fees for collection, court costs, and/or 	reasonable attorney's fees that may be incurred in the collection of any outstanding balance.
               ____________________________________________________________________                            Date:___________________
		         Patient/Authorized Representative Signature
Privacy Consent
	I understand that the practice's Notice of Privacy Practices is displayed and I have been provided with a copy.
	
	____________________________________________________________________		   Date:___________________
		        Patient/Authorized Representative Signature
Consent for Treatment
	I hereby voluntarily consent to the rendering of care, including treatments, administration of anesthetics and performance of 	diagnostic and/or surgical procedures. I understand that I am under the care or supervision of the attending physician(s) and it is      	the responsibility of the staff to carry out the instructions of the physician(s).

	______________________________________________________________		    Date:__________________
		            Patient/Authorized Representative Signature
Consent to Obtain External Prescription History
	I hereby voluntarily consent to the rendering of care, to view my external prescription history. I understand that prescription 	history from multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit managers may be viewable 	by my providers and staff here, and it may include prescriptions back in time for several years.
	_______________________________________________________________		     Date:__________________
		             Patient/Authorized Representative Signature	


1111 12th Street Suite 212 Key West, Fl 33040
	Compound Authorization (Family HIPAA) for Release of Information 
Neuroscience Associates, Inc

	
Name of Patient: ___________________________ Date of Birth: _________________ 
Neuroscience Associates, Inc and its physicians are authorized to release protected health information about the above named patient to the entities named below. The purpose is to inform the patient or others in keeping with the patient’s instructions and care. 

	 Entity to Receive Information. 
Check each person/entity that you approve to receive information. 
	Description of information to be released. Check each that can be given to person/entity on the left in the same section. 

	[  ] Personal Voice Mail/Answering Machine 
(please circle:  Home/Cell/Both)
	[  ] Results of labs and other diagnostic procedures 
[  ] Other 

	[  ] Spouse (Provide Name)
__________________________________ 
	[  ] Medical/Clinical 
[  ] Financial/Billing 

	[  ]Family Member (Provide Name/Relation) 
__________________________________ 
	[  ] Medical/Clinical 
[  ] Financial/Billing 

	[  ] Parent (Provide Name) 
__________________________________ 
	[  ] Medical/Clinical 
[  ] Financial/Billing 

	[  ] Other (Provide Name/Relation) 
__________________________________
	[  ] Medical/Clinical 
[  ] Financial/Billing 

	[  ] Other (Provide Name/Relation) 
__________________________________ 
	[  ] Other 
__________________________________ 


	Rights of the Patient
      I understand that I have the right to revoke this authorization at any time. I understand that a revocation is not effective in cases where the information has already been disclosed but will be effective going forward.
       I understand that information used or disclosed as a result of this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state law.
       I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing. This authorization shall be in effect until revoked by the patient.



 _______________________________________________ Date __________________ 
Signature of Patient or Personal Representative 
(Description of Personal Representative’s Authority – attach necessary documentation)


		   _________________________________		     _______________________________
				Witness				         Printed name of Witness and Title








William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				Medication and Allergies List			   Fax: (305) 296-2209


Please list all medications that you are currently taking. Please list all drug allergies only that you may have.


Name of Medication: (i.e. Advil)     Strength/Type: (i.e. 800mg tablet)	  How taken: (i.e. orally)	   How often: (i.e. 3 x day, prn)

   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________ _______________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   __ Drug Allergies: _______________________________________________________________________________
   ______________________________________________________________________________________________
   ______________________________________________________________________________________________
   


Patient/Legal Guardian___________________________________________ Date________________


William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				Family Medical History				   Fax: (305) 296-2209


Please list all family medical history.


[bookmark: _GoBack]Member:     Disease/disorders: (i.e. Diabetes)	  Alive/Deceased:		Current Age/Age at death:

   ___Mother:____________________________________________________________________________________
   ______________________________________________________________________________________________
   _   Father: _____________________________________________________________________________________
   ______________________________________________________________________________________________
   __M. Grandmother: _____________________________________________________________________________
   ______________________________________________________________________________________________
   __M. Grandfather: ______________________________________________________________________________
   ______________________________________________________________________________________________
   __F. Grandmother: ______________________________________________________________________________
   ______________________________________________________________________________________________
   __F. Grandfather: _______________________________________________________________________________
   ______________________________________________________________________________________________
   __Siblings:_____________________________________________________________________________________
   ______________________________________________________________________________________________
   __Son(s):______________________________________________________________________________________
   ______________________________________________________________________________________________
   __Daughter(s):__________________________________________________________________________________
   ______________________________________________________________________________________________
   ___Unknown/I am adopted_______________________________________________________________________
   


Patient/Legal Guardian___________________________________________    Date ____________________


William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				    Social History Form			   Fax: (305) 296-2209

        Please provide the following requested information.

Tobacco use:
Smoking:  Y/N		Former smoker:  Y/N     If yes, how long since your last smoke:  ________
		If yes, how often:  every day    :::     some days but not every day
		If yes, how much:  < 5,  6-10,  11-20,  21-30,  >30
		How soon after waking do you smoke:  < 5 minutes, 6-30 mins, 31-60 mins, > 60 min
		Are you interested in quitting:  Ready to quit, Thinking about quitting, Not ready to quit
Smokeless Tobacco:  Y/N
		If yes, what kind:  Chewing Tobacco, Dipping Tobacco/snuff
		If yes, how often:  every day     :::      some days but not every day
		If yes, how much:  < 1 can/pouch a day, 1 can/pouch a day, > 1 can/pouch a day
Alcohol intake:
	Did you drink any within the past year:  Y/N
		How often:  < Monthly, 2-4 x month, 2-3 x week, 4+ x week
                       Typically how many drinks: 1-2, 3-4, 5-6, 7-9, 10+
                       How often did you have 6+ drinks on one occasion: Never, < Monthly, Monthly, Weekly, Daily
Illegal/Illicit Substances:
	Do you use illegal/illicit substances:  Y/N
		If yes, please provide type(s):  ________________________________________
Marital Status:
	Are you:  Single, Married, Divorced, Widowed, Partnered
Ethnicity/Race: African American, Native American/Alaskan, Caucasian, Hispanic/Latino, 	Other______________, Refused to report
                     Preferred Language: English, Spanish, Other: ________________ (please list)
Household:
	Number of children at home: ____
	Number of adults at home: ____ 
Secular information: 
Do you work: Y/N
Occupation: ______________________ (if retired, please provide previous profession)
	Education: Highest Level Finished: Please circle: 
 Not finished high school		Finished High School		Not finished College		Finished College					Post graduate/Master’s/PhD


Patient/Legal Guardian___________________________________________ Date________________


William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				    Past Medical History Form			   Fax: (305) 296-2209

Patient Name___________________________________________ Date________________
Please completely BUBBLE IN your answers in the circles provided.
anxiety						O  Yes	O  No	
depression						O  Yes	O  No	
bipolar disorder					O  Yes	O  No	
colon cancer						O  Yes	O  No	
prostate cancer					O  Yes	O  No	
cancer not previously mentioned			O  Yes	O  No	
chronic obstructive pulmonary disease (COPD)	O  Yes	O  No	
diabetes, type I					O  Yes	O  No	
diabetes, type II (usually adult onset)			O  Yes	O  No	
diabetes, gestational (during pregnancy)		O  Yes	O  No	
esophageal reflux					O  Yes	O  No	
High cholesterol					O  Yes	O  No	
High Blood Pressure					O  Yes	O  No	
cardiac arrhythmia					O  Yes	O  No	
Heart Attack						O  Yes	O  No	
coronary artery disease				O  Yes	O  No	
peripheral vascular disease				O  Yes	O  No	
congestive heart failure				O  Yes	O  No	
headaches / migraines				O  Yes	O  No
seizures						O  Yes	O  No	
stroke						O  Yes	O  No	
Underactive Thyroid					O  Yes	O  No
Overactive Thyroid					O  Yes	O  No	
restless leg syndrome				O  Yes	O  No	
sleep apnea						O  Yes	O  No	
dementia						O  Yes	O  No	

William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				    Surgical History Form			   Fax: (305) 296-2209



Patient Name___________________________________________ Date________________

Please completely BUBBLE IN your answers in the circles provided.


Surgical History

angioplasty				O  Yes	O  No
coronary artery bypass graft		O  Yes	O  No	
cardiac stent				O  Yes	O  No	
pacemaker, cardiac			O  Yes	O  No	
breast augmentation			O  Yes	O  No	
cesarean section			O  Yes	O  No	
hysterectomy (partial or full)		O  Yes	O  No	
tubal ligation			O  Yes	O  No	
cataract removal			O  Yes	O  No	
carpal tunnel release			O  Yes	O  No	
cholecystectomy			O  Yes	O  No	
hernia				O  Yes	O  No	
back surgery				O  Yes	O  No	
neck surgery				O  Yes	O  No	
spine surgery			O  Yes	O  No	
neurostimulator			O  Yes	O  No	







William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				    Pain Management Form			   Fax: (305) 296-2209



Patient Name___________________________________________ Date________________

Please completely BUBBLE IN your answers in the circles provided.

The location of the pain is in the (bubble in all that apply):
			O  Head		O Neck		O Arm(s)	O Mid back	O Low back	O Leg(s)
The pain began:	
O less than 6 weeks ago   O 2-6 months ago   O 6-12 months ago   O > 12 months ago	
The severity of the pain is:	
O  1	O  2	O  3	O  4	O  5	O  6	O  7	O  8	O  9	O  10	
The timing of the pain is:
 			O constant	O intermittent	
The pain is described as (bubble in all that apply):
O aching	O burning	O shooting	O stabbing	
The pain is improved by (bubble in all that apply):	
O rest		O activity	O ice	O heat	O medication	
The pain is aggravated by (bubble in all that apply):
O sitting	O walking	O standing	O bending	O rest	
Medications that have been utilized include (bubble in all that apply):
O  Tylenol	O NSAIDs	O muscle relaxants	O opiates	
Procedures for pain relief:	
O have been performed		O have not been performed	
Non pharmacologic approaches include (bubble in all that apply):
O chiropractic manipulation	O physical therapy	O home exercises	



William D. Schnapp, M.D.                      1111 12th Street Suite 212 Key West, FL 33040             			         Phone: (305) 296-2212				    Review of Systems Form			   Fax: (305) 296-2209



Patient Name___________________________________________ Date________________
Please completely BUBBLE IN your answers in the circles provided.

This form is regarding what you are currently experiencing/how you are currently feeling.

General/Constitutional
Chills		O  Yes	O  No	
Night sweats	O  Yes	O  No	
Ophthalmologic (eye related)
Discharge	O  Yes	O  No	
Eye Pain	O  Yes	O  No	
Gastrointestinal
Difficulty swallowing		O  Yes	O  No
Hematemesis (Vomiting Blood) 	O  Yes	O  No	
Musculoskeletal
Weakness	O  Yes	O  No	
Painful joints	O  Yes	O  No	
Joint stiffness	O  Yes	O  No	
Peripheral Vascular
Cold extremities	O  Yes	O  No	
Ulceration of feet	O  Yes	O  No	
Skin
Blistering of skin	O  Yes	O  No	
Neurologic
Balance difficulty	O  Yes	O  No	
Difficulty speaking	O  Yes	O  No	
Loss of strength		O  Yes	O  No	
Psychiatric
Auditory/visual hallucinations	O  Yes	O  No	
