


 

 

128 East Milltown Road, Suite 105 

Wooster, Ohio 44691 

330-345-8060 

Date: __________________________________________ 

Name: _____________________________________________________ Place of Birth: _______________________________________ 

Date of Birth: ______________________ Age: ___________ Social Security Number: _________________________________________ 

Employer/ Occupation: ___________________________________________________________________________________________ 

Race/Ethnic Origin (circle one):  Caucasian / Hispanic / African American / Native American / Asian   

Language(s) spoken: _____________________________ Email address: ___________________________________________________ 

Reason for Seeking Care: _________________________________________________________________________________________ 

How do you consider/rate your current health (circle one):     Excellent     Good     Fair     Poor  

Known Allergies (please list all and explain your reaction): ________________________________________________________________ 

 ______________________________________________________________________________________________________________ 

 ______________________________________________________________________________________________________________ 

Immunizations (dates of last Tetanus, Hepatitis A & B): __________________________________________________________________ 

Current Medications (list name, strength, and dosage – please list any herbal preparations you are taking also): 

___________________________________     __________________________________     ____________________________________ 

___________________________________     __________________________________     ____________________________________ 

___________________________________     __________________________________     ____________________________________ 

PAST MEDICAL HISTORY 
Childhood Illnesses (circle all that apply)     Chicken Pox    Measles    Mumps    Other (please explain) _____________________________ 

______________________________________________________________________________________________________________ 

Accidents or Injuries (please give age and/or date of if known): ____________________________________________________________ 

______________________________________________________________________________________________________________ 

Serious or Chronic Illnesses: _______________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Hospitalizations/Surgical Procedures (please indicate year and reason if possible): ____________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

OBSTETRIC/GYNEOCOLOGY HISTORY 
Gravida__________          Term __________       Preterm __________         No. of Deliveries: Cesarean _________ Vaginal ________ 
(# of pregnancies)             (# of term pregnancies)     (# of preterm pregnancies)  

Ab/Incomplete: __________________   Children Surviving: __________________  
(# of abortions/miscarriages) 

When was your last Pap Smear? ________________________________ Mammogram? ______________________________  

Have you ever had an abnormal Pap Smear? (circle)    Yes  /  No    

If yes, please explain:_______________________ Do you practice self breast exams?  (circle)    Yes  /  No   

FAMILY HISTORY 

Please use the following abbreviations to specify on the lines below:  

Father = F  Mother = M 

Brother = B  Sister = S 



Father’s Father = FF  Mother’s Father = MF 

Father’s Mother = FM Mother’s Mother = MM 

Father’s Brother = FB Mother’s Brother = MB 

Father’s Sister = FS Mother’s Sister = MS 

 

Heart Disease: __________________________________________________________________________________________________ 

High Blood Pressure: _____________________________________________________________________________________________ 

Stroke: ________________________________________________________________________________________________________ 

Diabetes: ______________________________________________________________________________________________________ 

Blood Disorders: ________________________________________________________________________________________________ 

Breast Cancer: __________________________________________________________________________________________________ 

Cancer (other): _________________________________________________________________________________________________ 

Arthritis: _______________________________________________________________________________________________________ 

Obesity: _______________________________________________________________________________________________________ 

Alcoholism: ____________________________________________________________________________________________________ 

Mental Illness: __________________________________________________________________________________________________ 

Seizure Disorder: ________________________________________________________________________________________________ 

Kidney Disease: _________________________________________________________________________________________________ 

Other: _________________________________________________________________________________________________________ 

 

SOCIAL HISTORY 
Who do you currently live with? _____________________________________________________________________________________ 

Do you currently use tobacco? (indicate all that apply)  Pipe _______   Chew _______ Cigarettes _______ (# of packs per day) ________ 

Ever tried to quit? ________________________ Age you started? ___________ Number of years smoked? ________________________ 

If you have every considered quitting, have you thought about quitting within the next six (6) months? _____________________________ 

Do you drink alcohol? Yes or No Beer _____ Wine_____ Liquor_____   How much? _______/week ________/month___________ 

Have you ever had a drinking problem? ______________________________________________________________________________ 

Do you use recreational drugs? Yes or No  If yes, please list: ________________________________________________________ 

Do you wear protective ear and/or eye gear when working outside or while around loud equipment? Yes or No 

Do you wear sunscreen while outdoors? Yes or No 

Do you practice wearing a seatbelt? Yes or No 

Do you wear a helmet while engaging in outdoor activities, such as biking? Yes or No         
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128 East Milltown Road, Suite 105 

Wooster, Ohio 44691 

330-345-8060 

PATIENT CONSENT AND STATUS UPDATE 
 

 
Date: 
 
 
Patient Name:  
 
Patient Date of Birth: 
 
Phone Number: 
 
May we leave a message at your preferred number?  
(    ) YES      (    ) NO 
 
Has there been any change in your status or demographics? (Ex. Marital, Address, Insurance, etc.) If yes, 
please complete below. 
 
 
 
Who may we talk to about your medical concerns?  
(Relationship to you) 
 
1. 
 
2. 
 
3. 
 
 
-this consent will expire 1 year after date of signature 
 
_______________________________________________   ______________ 
Patient Signature             Date                        

12/19 
  



 

 

 

PATIENT ETHNICITY 
 
Name: ______________________________________     Date Of Birth: ____________________ 

 

Email Address: _________________________________________________________________ 

 

As part of the government’s electronic medical records program, we are now expected to record your race 

and ethnicity (or your preference not to report this information) one time on your chart.  Please mark your 

race and ethnicity below, and return this slip to the receptionist.  Thank you for your understanding.  

 Race:          Ethnicity:    
 � American Indian or Alaska Native    � Hispanic or Latino 

 � Asian      � Not Hispanic or Latino 

 � Black or African American    � Prefer not to report 

 � More than one race 

 � Native Hawaiian 

 � Other Pacific Islander 

 � White 

 � Prefer not to report 

 

If you would like us to record the same race and ethnicity that you listed above for any of your family who are 

patients here, please list their names and date of birth below: 

Name DOB 
  

  

  

  

  

 

At this time we are also updating your contact information. 

Employer/Occupation: ___________________________________ 

Preferred Pharmacy: _____________________________________ 

 

Emergency Contact :     Emergency Contact : 
Name (First and Last): __________________ Name (first and last): _______________ 

Phone Number: ____________________  Phone Number: __________________ 

Relationship: ______________________  Relationship: __________________ 

Please advise us if the contact information is different for other members of your family.  

  



 

 

Milltown Family Physicians, Inc. 
Notice of Privacy Practices 

Patient Acknowledgement Form 
 

Your privacy, including the confidentiality of your health information, is very important to us.  Additionally, 

Federal law prohibits the unauthorized release of certain medical and health information.  Before our office 

can use your Protected Health Information for treatment, Payment and health care operations, you must 

acknowledge that you have received a copy of our Notice of Privacy Practices informing you how our office 

may use and disclose your Protected Health Information. 

 

You should carefully read our Notice of Privacy Practices to understand how we take steps to protect the 

privacy and confidentiality of your Protected Health Information.  Federal law gives you the certain rights 

regarding the use and disclosure of your Protected Health Information.  These rights include: (1) the right to 

request that we restrict how your Protected Health Information can be used or disclosed for treatment, 

payment, or health care operations; (2) the right to receive confidential communications of your Protected 

Health Information, if applicable; (3) the right to inspect and copy your Protected Health Information; (4) the 

right to amend your Protected Health Information; and (5) the right to receive an accounting of the disclosures 

of your Protected Health Information.  

 

By signing this form, you acknowledge that you have received a copy of our Notice of Privacy Practices 

concerning the use and disclosure of your Protected Health Information.  

 

 

 

Print Name of Patient/Legal Representative     Date of Birth 
 
 
Signature     
 
 
Date         
 
  



 
128 East Milltown Road, Suite 105 

Wooster, Ohio 44691 

330-345-8060 

 
 

Milltown Family Physicians, Inc.  
Notice of Advance Directive 

Patient Acknowledgement Form 
 

 

 

Today, advances in medicine and medical technology save many lives that 

only a few years ago might have been lost.  Unfortunately, this same technology 

sometimes artificially prolongs life for people who have no hope of recovery. 

 

 

An Advance Medical Directive is a legal document that allows you to give 

instructions for your future medical care, to request or refuse treatments and to 

express your feelings about other healthcare issues. The documents can be found 

on the Ohio State Bar Association website using the following link.  

 

https://www.ohiobar.org/.../advance-directives.pdf 
 

 

By signing this form, you acknowledge that you have received information 

on how to create an Advanced Directive.  

 

 

 
 

Print Name of Patient/Legal Representative       DOB 
 
 
Signature 
 
 
Date  

  



 

 
128 East Milltown Road, Suite 105 

Wooster, Ohio 44691 

330-345-8060 

 
Billing – Your Charges 

 

Your fee is based upon multiple considerations. The first is your recognition of the value of our medical 

opinion. Other factors include time spent with you during your visit, the complexity of your medical condition 

and any treatment that is provided. But proper attention to your care also requires additional time spent 

beyond that of when you are in the office. Such time may be used or include: 

x Create or maintain your permanent medical record. 

x Review, interpret and document all lab test results and communicate those results, orally and/or in 

writing to you. 

x Review current X-ray or scan reports, compare them with reports of previous scans, and, when the 

studies are abnormal, consult with the radiologist.  

x Prepare and mail consultation reports and letters suggesting patients come in for a follow-up visit. 

x Consult via phone about your case with referring or consulting physicians and other health care 

providers.  

x Prepare referral letters to additional specialists, as needed.  

x Prepare patient education materials.  

x Conduct medical research relevant to your case. 

x Communicate with pharmacies about your prescriptions. 

x Complete insurance applications and claim forms.  

x Conduct utilization review negotiations with hospitals and insurance companies.  

x Review and manage hospital records. 

x Draft letters of necessity to obtain medical services, instruments or prescriptions that you need.  

x Draft reports and forms, including home health care orders and nursing facility orders.  

All these activities add to our cost of providing you with quality healthcare services. Still, we are committed to 

providing you our services at the lowest cost possible.  

 

We hope this explanation of our fees has been helpful. With you, our patient, we look forward to a lasting and 

health relationship. 

 

Sincerely,  

Milltown Family Physicians 

  








