Ambareen Internal Medicine
7109 NW 11th Place, Suite A, Gainesville, FL 32605

Phone (352)-331-2890 Fax (352)-331-2915

Farrukh Ambareen, M.D. 






April Bayless-Sakellarios, ARNP
Medical History

Today’s Date: ___________

NAME: _______________________________________ DOB: _____________  SEX: M   F    AGE: _______

ADDRESS: _______________________________ CITY: _________________ STATE: _____ ZIP: ________

MARITAL STATUS:  ___SINGLE     ___MARRIED     ___WIDOWED    ___DIVORCED    ___SEPARATED

OCCUPATION: _______________________ EMPLOYER: ______________________ SSN: _____________
PHONE: Home: _______________________ Cell: _______________________work: ____________________
EMAIL ADDRESS: _________________________________________________________________________________ 
HEALTH INSURANCE & PHARMACY INFORMATION:
Insurance Company: _______________________________ Policy # ___________________ Grp #: _________ 
Insurance Company: _______________________________ Policy # ___________________ Grp #: _________ 

Local Pharmacy & Address: ____________________________________________ Phone: ________________ 

Mail Order Pharmacy: ________________________________________________Phone: _________________

REFFERRED BY: ___________________________ ADDRESS:  ____________________________________



REASON FOR YOUR VISIT: (Please list in order of importance)

1. ________________________________________
3. ________________________________________
2. ________________________________________
4. ________________________________________
PAST MEDICAL HISTORY: (Check all that apply)

____ High Blood Pressure
____ Other Lung Disorders
 ___ Thyroid Disease
     ___Visual Impairment
____ Irregular Heart Rate
____ Acid Reflux

 ___ Kidney Disease 
     ___ Hearing Loss
____ Other Heart Disease
____ Gastric Ulcers

 ___ Liver Disease 
     ___  Dementia
____ COPD


____ Other Gastric Disorders   ___ High Cholesterol     ___ Depression/Anxiety
____ ASTHMA

____ Diabetes


   ___ Cancer
 
      ___ Contagious Disease
OTHER SERIOUS ILLNESSES AND/OR INJURIES: _____________________________________________ 
SURGICAL HISTORY & HOSPITALIZATIONS
	Date
	 Name of Hospital 
	Surgical Procedure or Reason for hospitalization

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


MEDICATIONS: (Please list medications you are currently taking and the dosage of each)

1. ________________________________________     9. ________________________________________

2. ________________________________________     10. _______________________________________
3. ________________________________________     11. _______________________________________

4. ________________________________________     12. _______________________________________
5. ________________________________________     13. _______________________________________

6. ________________________________________     14. _______________________________________
7. ________________________________________     15. _______________________________________
8. ________________________________________     16. _______________________________________
ALLERGIES: 
YES
 NO

IF YES   
                                                                                __
Drug Reactions
____
____

what drug(s)? __________________________________________

Food


____
____

what food(s)? _________________________________________

Asthma

____
____

what age? _____________________________________________

Hay fever

____
____

what time of year? ______________________________________

IMMUNIZATIONS: 
YEAR LAST TAKEN

         ANY REACTIONS ________          _
Tetanus

__________________________________
___________________________________
Influenza

__________________________________
___________________________________
Pneumonia 

__________________________________
___________________________________
FAMILY HISTORY

	
	Age
	State of Health (if Living)
	Cause of Death
	Age at Death

	Father
	
	
	
	

	Mother
	
	
	
	


Brothers/Sisters (circle gender)

	M  F
	
	
	
	

	M  F
	
	
	
	

	M  F
	
	
	
	

	M  F
	
	
	
	

	M  F
	
	
	
	


Children (circle gender)
	M  F
	
	
	
	

	M  F
	
	
	
	

	M  F
	
	
	
	


Additional Comments: _______________________________________________________________________
Has anyone in your family had:
    
Father
          Mother         Sister(s)     Brother(s)       Other

	 1. Stroke/Heart Attack (age if known)
	
	
	
	
	

	 2. Cancer (what type)
	
	
	
	
	

	 3. High Blood Pressure
	
	
	
	
	

	 4. Other Heart Disease
	
	
	
	
	

	 5. Allergies
	
	
	
	
	

	 6. Lung Disease: Asthma, COPD etc
	
	
	
	
	

	 7. Diabetes
	
	
	
	
	

	 8. Kidney Disease or Stones
	
	
	
	
	

	 9. Bleeding Problem
	
	
	
	
	

	10. Ulcers
	
	
	
	
	

	11. Headaches
	
	
	
	
	

	12. Dementia/Alzheimer’s
	
	
	
	
	

	13. Convulsions/Epilepsy
	
	
	
	
	

	14. Arthritis
	
	
	
	
	

	15. Gout
	
	
	
	
	

	16. Tuberculosis
	
	
	
	
	

	17. Suicide
	
	
	
	
	

	18. Depression/Anxiety
	
	
	
	
	


PERSONAL HISTORY:

Place of Birth: __________________________   Highest Level of Education: ___________________________

Do you smoke?    YES    NO

How many cigarettes per day? _________
How many years? _________

Do you drink alcohol?      YES    NO      How much per day? _______________
How many years? _________

Average hours of sleep per night? ______________________________________________________________

What type of work are you doing now? __________________________________________________________

Do you exercise?   YES   NO What kind/form? ___________________________________________________

Do you consider your work satisfying? (circle all that apply): stressful/rewarding/excessively tiring/enjoyable
Does your home situation frequently cause anxiety?

YES
NO

DIAGNOSTIC TESTS: (please list date of your most recent exam)

Chest XRAY _________         Mammogram ________      Bone Density _______    Bloodwork ________

Echocardiogram _________    Prostate Exam _______      Colonoscopy ________   PAP Smear ________
REVIEW OF SYSTEMS: Please review the list below and circle any current issues/concerns. 

General: Chronic fatigue or weakness, or pain

Neurological:  Headache, Dizziness, Seizures, Numbness or tingling

Eyes, Ears, Nose, Throat: Change in vision, change in hearing, Nosebleeds, Difficulty breathing through nose, Difficulty swallowing, Sore throat, Change in voice

Cardiac: Chest pain, Palpitations, Swelling of feet or legs, High blood pressure, Shortness of breath at night, Shortness of breath while walking, Syncope
Respiratory: Shortness of breath, Cough, reoccurring Bronchitis, reoccurring Pneumonia

Gastrointestinal: Loss of appetite, Nausea, Vomiting, Indigestion, Ulcers in the mouth, Diarrhea, Constipation, Blood in the stool or black stool, Hemorrhoids, Recent change in bowel habits

Genitourinary: Frequent urination, Trouble passing water, Pain on urination, Kidney stone, Dribbling of urine, Blood in the urine 



   Male: Discharge from penis, Any ulcer on the penis, Difficulty with erection

Prostate problems

Female: Onset of menstruation at age ____Last menstrual period _________
Any vaginal discharge, Lumps in the breast, Painful breasts

Endocrine: Excessive sweating, Excessive weight gain OR loss, Change in voice Excessive thirst or hunger or urinating, Thyroid problems, Diabetes
Musculoskeletal: Back pain, Joint pain, Arthritis, Cramps in the muscles

Extremities: Swelling of the hands or feet, numbness of the hands or feet

Skin/Hair/Nails: Skin rashes or hives or itching, Change in color of skin, Any growth on the skin, Loss of hair Increased hair growth, Skin Cancer

Psychological:  Difficulty sleeping, Mood swings, Nervousness, Difficulty with memory, Problems thinking clearly, Depression or anxiety, Crying spells

PLEASE LIST ANY OTHER INFORMATION YOUR DOCTOR SHOULD HAVE ABOUT YOU: ________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
EMERGENCY CONTACT INFORMATION
Name: _____________________________ Phone Number: _________________ Relationship: ____________

Address: ________________________________ City: ___________________ State: ______ Zip: __________

Name: _____________________________ Phone Number: _________________ Relationship: ____________

Address: ________________________________ City: ___________________ State: ______ Zip: __________

Name: _____________________________ Phone Number: _________________ Relationship: ____________

Address: ________________________________ City: ___________________ State: ______ Zip: __________

The below named patient, parent or guardian hereby consents to medical treatment at Ambareen Internal Medicine as deemed necessary. The undersigned also agrees to be financially responsible for charges incurred.

PATIENT’S NAME: _______________________________________ DATE: __________________________

SIGNATURE: ____________________________________________ DATE: __________________________
HIPAA OMNIBUS RULE

Patient Acknowledgement of receipt of notice of privacy practices and consent/limited authorization &

release form.

You may refuse to sign this acknowledgment & authorization.
In refusing We MAY NOT BE ALLOWED TO PROCESS YOUR INSURANCE CLAIMS.

	Please print name of patient: _____________________________ Date of Birth: __________________

Legal Representative / Guardian: ___________________________ Relationship to patient: ___________

The undersigned acknowledges receipt of a copy of the currently effective notice of privacy practices for this

healthcare facility. A copy of this signed, dated document shall be as effective as the original.


	I authorize contact from this office to Confirm my Appointment, Treatment, & Billing Information VIA:

____ My personal voicemail (home and/or cell)      ____ Text Message to my cell phone

____ Spouse/Parent                                                   ____ Work Phone Confirmation

____ Email confirmation                                           ____ Any of the Above

Please list any other parties who can have access to your health information:

(This includes spouse, friend, care taker or family member i.e.; parent, step parent, child, or grandparent)

Name: _______________________      Relationship: _______________________

Name: _______________________      Relationship: _______________________

Name: _______________________      Relationship: _______________________
_________ (Initial here) Acknowledge that Ambareen Internal Medicine corresponds electronically and /or over the phone with referral doctors with health information.

In signing this HIPAA patient acknowledgment form, you acknowledge and authorize, that this office may recommend products or services to promote your improved health. This office may or may not receive third-party remuneration from these affiliated companies. We, under current HIPAA Omnibus rule, provide you this information with your knowledge and consent.


You may revoke this authorization in writing or by updating this form.

Patient Signature: __________________________________________      Date: ______________________
Legal Representative (if patient unable to sign) __________________________________________________

__________________________________________________________________________________________

Office Use Only:   ________________________________________________ Signature of Privacy Officer

___ Patient refused

___ Patient could not sign due to: ______________________________________________________________________
Ambareen Internal Medicine

7109 NW 11th Place, Ste A

Gainesville, FL 32605

Phone: (352) 331-2890

Fax: (352) 331-2915
Farrukh Ambareen MD






April Bayless-Sakellarios ARNP
INSURANCE AUTHORIZATION RELEASE FORM

Release of information:
By my signature below, I authorize any physician/provider examining and/or treating me to release to any third party such as a pharmacy providing prescription medication, insurance company or government agency any medical and psychiatric information and records concerning diagnosis and treatment when requested by such third (3rd) party for its use in determining claim for treatment and/or diagnosis.
Physician Insurance assignment:
By my signature below, I authorize payment directly to any physician/provider examining or treating me of any group and/or individual surgical and/or medical benefits, herein specified an otherwise payable to me for their services as described, but not to exceed the reasonable and customary charges for these services.
Medicare/Medicaid:
I certify that the information given by me in applying for payment under title XVII or title
of the social security act is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration Division of Family Services, its intermedia or carriers any information needed for this or related Medicare/Medicaid claim. I certify all insurance pertaining to treatment shall be assigned to the physician/provider treating me.
I permit a copy of this authorization and assignment to be used in place of the original which is
on me at the physician's/providers office.
I agree that should the amount of the insurance benefit be insufficient to cover the expenses; I will be responsible for the payment of the difference. I will be responsible for payment of the entire amount due for the professional services rendered if the expenses are not covered by my policy.

PRINT NAME: _______________________________________________________________________
SIGNATURE: ________________________________________________________________________

DATE: _______________________________________
Ambareen Internal Medicine 

7109 NW 11th Place, Ste A

Gainesville, FL 32605

(352) 331-2890 

Farrukh Ambareen MD






April Bayless-Sakellarios ARNP
The state of Florida has passed a law requiring physicians to document that their patients understand the term “LIVING WILL.” A Living Will allows a competent adult to set directions for their medical care, should a terminal medical condition develop. 

The law allows a patient to designate another person to make these decisions for them should the patient become unable to do so. 

Please check the appropriate box, then sign and date the bottom. 

____ I have a living will and will provide this office with a copy for my records. 

____ I DO NOT have a living will, but I understand what it is and what it is for. 

____ I would like to be provided with additional information about the living will and will request it from the physician’s office. 

Signature: _______________________________________________

Date: _________________
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