CARING FOR WOMEN

   Name__________________________________________________ DOB_____________________________________

   Address__________________________________________City____________________State________ Zip_________

   Home Phone #______________________________ Work #_____________________Cell#_______________________

 
Social Security #________________We call during working hours.  Can we leave a message on your tape? Y___N____

   Are there limitations regarding calling you?_________ If you are under 18 may we speak to your parents? Y____N____

   Employer ______________________________Address____________________________City___________State_____

   Emergency contact name/ phone #__________________________Primary Care Physician______________________

   How did you hear of our practice? ___________________________________________________________________

      Insurance subscriber (PERSON WHO CARRIES INS & DOB)_____________________________________________

   Relationship to subscriber____________________________ Are you a full time student?_______________________


Subscriber Social Security Number if not patient_______________________________________________________

   Address of subscriber if different from above__________________________________________________________

   Any significant health problems?____________________________________________________________________

   Have you had any surgeries?  (Date and type)__________________________________________________________


   Are you on any medications?________________________________________________________________________

   Do you have any drug allergies? Please list ____________________________________Latex Allergy ?Y_____N_____

   Review of Systems

   Have you had any of the following problems? (please circle)

   Heart disease

 Diabetes

Anemia

Rheumatic fever

Heart murmur


Endocrine disorder
Headaches

Arrhythmia

Phlebitis


Kidney disease

   Cancer


Stroke


High blood pressure
Asthma


Stomach problems

   Thyroid trouble
Clots in veins

Seizure disorder
Urinary tract infection

Depression

   Arthritis

Lupus erythmatosis
Bowel disease

Anxiety


Psychiatric disorders

  
Visual impairment
Hearing impairment

     PLEASE COMPLETE ON REVERSE SIDE                                TODAYS DATE_______________________ 
Do you have a health care proxy?        Y             N             If yes please provide us with a copy.

Do you have an Advance Directive?    Y             N             If yes please provide us with a copy.

I attest that the above information is true and complete to the best of my knowledge. 

Signature______________________________________________________Date___________

Non Covered Services Release Forms

Harvard Pilgrim, Blue Cross/Blue Shield, Tufts and all other commercial insurance companies have set

 guidelines on what is covered under their program and what is not covered.

If for any reason these charges are not covered or your insurance has terminated, you will be financially

 responsible to pay for services rendered.

Your signature below acknowledges that you understand your insurance may not cover these services,

 and that you agree to pay for them directly.

Signature___________________________________________________Date_________________

Witness ____________________________________________________Date_________________



Insurance Authorizations and Assignment

I authorize Caring for Women/Dr. Melissa Mead’s office to bill my insurance company and provide any 

necessary information to process my insurance claims.  This authorization may be used as my Original 

Signature to request payment to be made to Melissa Mead MD PC for services provided to me or my 

 dependents.

​​​​​___________________________________________________________________________________

Signature                                                                                                            Date

