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Family Medicine West
Patient Registration

Last First Middle Maiden Name

Do you prefer to go by another name? If so, list it here:

Mailing Address:

City State Zip Code
Phone: Cell Phone: Work:

Date of Birth: Social Security #

Sex (Circle your choice): Mae Female Marital Status (Circle your choice) Singe Married Divorced Widowed

Ethnic Group (Circle your choice):  American Indian or Alaska Native ~ Asian  Black or African American
Native Hawaiian or other Pacific Islander ~ White ~ Other (Please Specify):

Do you have an Advance Directive (e.q., a living will or advance care plan)? (Circle) Y N

Do you have a Power of Attorney? (Circle) ¥ N

*xxxxx4% /f YES fo any of the above, please make sure we have a copy for your medical record”*******

INSURANCE INFORMATION
Primary Insurance. Secondary Insurance
ID# ID#
Group # Group #
Insured Insured
Insured’s SSN Insured’s SSN
Insured’s Date of Birth Insured’s Date of Birth
Pt’s Relationship to Insured Pt’s Relationship to Insured
Employer of Primary Insured Employer #

***ttt#****t*’F THEPATIENTISA MINOR: oA o o o o o ok o o NN

Who does the patient live with?

Relationship D.O.B

Address

City State Zip
Custody Issues (Circle Choice)? Y N
*rsxttrt)f answered YES to the previous question, please provide documentation of custody

oo ok o ok H

EMERGENCY CONTACT

In Case of Emergency Please Contact:

Phone: Relationship:
| hereby authorize Family Medicine West to furnish information to and obtain information from insurance carriers, healthcare
providers and/or facilities concerning my illness and treatment. | hereby assign to FMW all payments for medical services provided
to my dependents or me. | understand that | am responsible for any charges not covered by insurance, managed care,
government or other provider. If my insurance refuses payment, | understand that | am responsible for all charges. | understand
that further non-emergent care may be denied if my account is not paid.

Patient/ Guardian Signature Date



FAMILY MEDICINE WEST

CONTACTING YOU
Patient’s Name DOB
Date:
Contact Number:
Home: Work:
Mobile:

There may be occasions in which our office needs to contact you concerning your appointment,
diagnostic testing results, billing problems or any other situations relating to your visit at our
office. Please read and answer the following questions.

I give permission to this office to call the home number I've listed above and leave test results,
appointments, and other information pertaining to me to anyone answering the telephone or on an
answering machine.

YES NO

I give permission to this office to call the mobile number I've listed above and leave test results,
appointments and other information pertaining to me to anyone answering the telephone or on an
answering machine.

YES NO

I give permission to this office to call the work number I’ve listed above and leave test results,
appointments and other information pertaining to me to anyone answering the telephone or on an
answering machine.

YES NO
If you believe someone other than yourself may be calling the facility regarding your care, we ask
that you list both the name and the relationship of the caller so that we have written permission to

speak with them on your behalf.

[] 1 do not want information released to anyone other than myself, including my spouse.

2.

3. 4.

Check the information we may release to this person(s): [ Appointment Info
[0 Account Information
[0 Medical Records



Family Medicine West-Initial Visit

Manisha Thakur M.D. Robert Dowell F.N.P. Patient:
Katherine Schoeller F.N.P. Katie Gresham F. N. P. Date of Birth:
Date:

Please help us update your medical records at our new Family Medicine West Office, by
answering these few questions. We hope this will help enhance and expedite your care. We
thank you for your confidence in FMW.

PHARMACY NAME: PHONE#
Assigned Sex at Birth: Male Female

What gender do you identify with currently? Male Female

Do you have any DRUG ALLERGIES?

What medications do you take (name and dosage)?

What are your past medical problems (ie: High Blood Pressure, High Cholesterol, etc.)?

What are all of your previous surgeries?

Family History: Heart Attack Yes or No Blood Pressure Yes or No  Cancer Yes or No
Diabetes Yes or No

Tobacco Use: Yes or No Alcohol Use: Yes or No Caffeine Use: Yes or No

Mental Health History: Yes or No Communicable Diseases (ie: STD): Yes or No

Do you see any other Healthcare Providers (ie: Cardiologist, Orthopedist, etc. if so who?

Reason for TODAY’S visit?




FAMILY MEDICINE WEST OF KNOXVILLE
220 Fort Sanders West Blvd. Bldg 2, Suite 200
Knoxville, TN 37922
(ph) 865-288-4232 (fax) 865-288-4231

Please fill out each section in its entirety. If you do not have the full address or phone number and fax
number, please call back with the information.

Patients Name:

SSN: - - DOB:

Purpose of Request (check as many as appropriate:

[] Complete health record(s), OR Covering periods of health care:
ONLY From (date) To (date)

(] History & Physical Examinations [ Progress (Visit) Notes

[] Consultation Reports [] Laboratory Tests

[] Imaging Reports-Type: X-ray, CT, MRI [] Billing/Financial

Physician to Provide Records:

Doctor’s Name/Facility:

Address:
Phone: Fax:
For the purpose(s) of: [ ] At the request of patient [] New PCP [] Transfer Care
and/or

Person/Facility to Receive Records:

Address: Family Medicine West of Knoxville
220 Fort Sanders West Blvd

Bldg. 2, Suite 200
Knoxville, TN 37922

Ph: 865-288-4232 __ Fax: 865-288-4231

If the person or entity receiving this information is not a healthcare provider or health plan covered by Federal privacy
regulations, the information described above may be disclosed to other individuals or institutions and no longer protected by
these regulations. Patient may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain
treatment or payment or your eligibility for benefits. You may inspect or copy the protected health information to be used or
disclosed under this authorization. For protected health information created as part of a clinical trial, your right to access is
suspended until the trial is completed. Finally, you may revoke this authorization at any time. Your notice will not apply to
actions taken by the requesting person/entity prior to the date they receive you request to revoke authorization. This release

expires in 30 days.
Patient Name (print) Person Authorized to sign
Patients Signature Authorized Signature

Date: Relationship:




Family Medicine West of Knoxville
220 Fort Sanders West Blvd.
Bldg 2 Suite 200
Knoxville, TN 37922
Phone: 865-288-4232 Fax: 865-288-4231

Please fill out the Name, Date of Birth, and the Date.
If you would like to opt-in to our Patient Portal System, Check Yes or No below.
If you check Yes, please (clearly) write your e-mail address below.

Name (Print Please):

Date of Birth:

Date:

[] Yes [] No

Email:
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