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WELCOME TO OUR PRACTICE

Our goal is to provide you with quality care in a friendly, comfortable atmosphere and in the timeliest manner possible.   Please read carefully and sign at the bottom of the page indicating your understanding and acceptance of our policies and procedures.  

GENERAL OFFICE POLICIES

We believe your time is as valuable as ours.  We do not overbook patients except in cases of urgent need and we do our best to stay on schedule to avoid any delays to you.  Please assist us in our efforts to stay on time.  

1. Please arrive early for your scheduled appointment.  Your timeliness is key to a successful check in. 

2. New patients:  Please bring the completed forms that were mailed to you as well as any insurance cards.  Also, please bring all medication bottles with you. If you have had any diagnostic tests performed (MRI, CT etc.) please bring CD’s and report with you.  Our receptionists are required to keep patient demographic information as up to date as possible.   Please understand that we will ask you to update this information on each visit.  This information helps us to better serve you.  IMPORTANT:  We will not reschedule initial visits if a 48 hour notice is not given.

3. Please realize that it is each individual’s responsibility to keep track of appointments made.  If you need to cancel an appointment, please give us 24 hours notice so that we may schedule another patient in the time slot reserved for you.  On occasion you may not receive a reminder call.   If you do not cancel your appointment 24 hours in advance, a $25.00 fee may be charged and is payable prior to future visits. 
PAYMENT FOR ANY PROCEDURE NOT COVERED BY INSURANCE WILL BE COLLECTED BEFORE YOU ARE SEEN FOR YOUR APPOINTMENT.

                                                                         INSURANCE

As a courtesy to you, we will bill your insurance if we are a participating provider.  If we do not participate with your insurance plan, you will be responsible for the cost of the office visit and any procedures performed.  Payment is due at the time of service.  It is the ultimate responsibility of the patient to understand his/her insurance coverage.  Insurance policies may change and/or insurance company representatives do not always give us correct or consistent information.  In the event of denials, errors or non-covered services, the patient is responsible for all services rendered.  

Patients are responsible for their co-payments and any balance due on their accounts.  

We thank you for cooperating with our financial policies.  Our goal is to make your visit with us pleasant and professional.  If you have any questions, please feel free to ask our staff for assistance.  Thank you again for choosing us for your care.  

_______________________________________________                       ___________________________


   
         Patient/Parent/Guardian




                               Date

	Neurological Medicine

Constance J. Johnson, M.D.

311 Landrum Place Suite B400

Clarksville, Tennessee 37043
	Patient Registration Form

	
	Date:
	How did you hear about us?



	Last Name: 
	First Name:
	Middle Initial:

	Address: (No PO box, please)

	City:                                                           
	State:
	Zip:

	Home Phone: 
	Cell:

	Employer: 
	Work Phone:

	E-Mail Address:
	May we leave messages for you at home? Yes    No            At work?   Yes    No

	Date of Birth:
	Social Security #:
	Gender:

	Marital Status (circle one):  single    married    partnered     widowed    divorced     separated

	Emergency Contact: 
	Relationship:  

	Emergency Contact Phone:

	Referring Physician:
	Phone: 

	Address:
	Fax:  

	Pharmacy:
	Phone:

	Are you here: For a workman’s compensation injury, result of an auto accident, or are you involved in any legal issues with regards to your health problem?  Yes      No   (Please circle & explain if answered Yes):



	Do you have Medicaid?   Yes   No

	Primary Insurance:
	ID#

	Secondary Insurance:
	ID #

	Policy Holder Name:

(If other than patient) 
	SS#
	Birth Date:

	Policy Holder Address:
	Policy Holder Phone:

	Please read the information below and then sign and date this form
I consent to treatment and request that payment of authorized Medicare/Commercial Insurance benefits be made to Dr. Constance Johnson/Neurological Medicine for any services furnished me by that physician and her employees.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents or to my Insurance Company any information needed to determine these benefits payable for their related services .I acknowledge full financial responsibility for all services rendered by Constance J. Johnson, M.D. and her employees and understand that payment of charges incurred is due at the time of service unless other financial arrangements have been made prior to treatment.  I understand that I will be charged a statement fee if my balance owed is not paid at the time of my visit.  I agree to pay all reasonable attorney fees and collection costs in the event of default of payment of charges that I incur.

	Signature:
	Date:


Name:__________________________                        Date:______________

MEDICATION AND ALLERGY LIST

Please list all medications you are currently taking, including vitamins, herbs and natural supplements:

                             MEDICATION




     DOSE
      HOW OFTEN

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please list all allergies:

	

	

	


NEUROLOGICAL MEDICINE

Constance J. Johnson, M.D.

311 Landrum Place Suite B400

Clarksville, Tennessee

931-647-2828
NEUROLOGICAL MEDICINE



NAME____________________________








DATE ____________________________

NEW PATIENT QUESTIONNAIRE

PRIMARY PHYSICIAN’S NAME AND ADDRESS
OTHER PHYSICIAN’S NAME AND ADDRESS

______________________________________           _____________________________________

______________________________________           _____________________________________

______________________________________           _____________________________________

______________________________________           _____________________________________

______________________________________           _____________________________________

Age: ________

Right-handed ____ 

Left-handed ____
Race: _______

Describe your headache problem:


















































































































































Age your headaches began: 



How often do your headaches occur?











What does it feel like?











































How severe is your pain?      
Mild (
 

Moderate ( 


Severe (
What parts of your head and neck hurt? ________________________________________________

________________________________________________________________________________

Do you lie down with your headaches? 
Yes ( No (
With your headaches, do you have, check yes or no.

Nausea   Yes ( No ( 
Light-sensitivity    Yes ( No (
Vision changes 
  Yes ( No (
Vomiting Yes ( No (
Sound-sensitivity Yes ( No (
Numbness or tingling Yes ( No (
For women, are your headaches associated with your menstrual periods? Yes ( No (
Does anything trigger you headaches? Yes ( No ( Explain:





_____

Have you had a brain CT or MRI? Yes ( No ( 
Where? 





_____

Have you seen a neurologist for your headaches Yes ( No ( Who? ___________ When? ________ 
List treatments you have tried: 
























































NEUROLOGICAL MEDICINE 

MEDICAL ILLNESS:  Check all that you have at the present: 

Yes ( No ( Hypertension

Yes ( No ( Arthritis

    Yes ( No ( Kidney Failure



Yes ( No ( Angina


Yes ( No (  Lupus

    Yes ( No (  Prostate Disease



Yes ( No (  Heart Attack

Yes ( No (  Fibromyalgia
    Yes ( No (  Bladder Disease



Yes ( No (  Arrhythmia


Yes ( No (  Muscle Disease
    Yes ( No (  Seizures/Epilepsy



Yes ( No (  Blood Clots

Yes ( No ( Depression

    Yes ( No (  Stroke




Yes ( No (  Asthma


Yes ( No ( Anxiety

    Yes ( No (  Back Problems



Yes ( No (  Stomach Ulcers

Yes ( No (  Panic Attacks
    Yes ( No (  Thyroid Disease



Yes ( No (  GERD


Yes ( No (  Anemia

    Yes ( No (  Mitral Valve Prolapse


Yes ( No (  HIV (AIDS)


Yes ( No (  Hepatitis

    Yes ( No (  Peripheral Vascular Disease

Yes ( No (  Broken Bones

Yes ( No (  Diabetes

    Yes ( No (  High Cholesterol
Yes ( No (  Cancer


Yes ( No (  Trauma (Accidents)    Yes ( No (  Alcoholism
Yes ( No (  Drug Abuse

Yes ( No (  Kidney Stones
    Yes ( No ( Neuropathy
Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 



SURGICAL HISTORY:  Check all that apply:

Yes ( No ( Tonsillectomy

Yes ( No ( Appendectomy

Yes ( No ( Coronary Artery Surgery

Yes ( No ( Hysterectomy 

Yes ( No ( Ovaries Removed

Yes ( No ( Heart Valve Surgery 

Yes ( No ( Gall Bladder Removed
Yes ( No ( Cataract Removed

Yes ( No ( Carotid Artery Surgery
Other:___________________________________________________________________________________________________________________________________________________________

SYSTEMS REVIEW:  check all that you have had in the past 6 weeks:


Yes ( No ( Weight Loss/Gain

Yes ( No ( Diarrhea


Yes ( No ( Impotence

Yes ( No ( Rash


Yes ( No ( Constipation

Yes ( No ( Sexual Problems

Yes ( No ( Fever


Yes ( No ( Vomiting


Yes ( No ( Trouble Sleeping

Yes ( No ( Chest Pain


Yes ( No ( Blood in Stool

( Last Menstrual Period________

Yes ( No ( Shortness of Breath

Yes ( No ( Blood in Urine

# of Pregnancies _____________

Yes ( No ( Cough


Yes ( No ( Ankle Swelling

# Abortions/Miscarriages _______

Yes ( No ( Hearing Loss/Ringing
Yes ( No ( Chronic Nose Bleeds


Yes ( No ( Joint Pain


Yes ( No ( Easy Bruising

Birth Control Method (check all that apply): 

pill (  condom ( foam (   diaphragm (   vasectomy (   tubal ligation (  ring (  other (
Hormone Therapy—Birth Control Pills__________________________________________________   

Hormone Replacement Therapy_______________________________________


SOCIAL HISTORY:

Single ( Married ( Widowed ( Partnered (
With whom do you live? ____________________________________________________________

Education Completed:  _____________________________________________________________

Employment/Occupation_____________________________________________________________

Has the problem you are currently having caused problems?    Job (   School (    Legal (
Tobacco?  Yes ( No (
How many packs per day? _____

NEUROLOGICAL MEDICINE 

If No, did you ever smoke?  Yes ( No ( 

Alcohol? Yes ( No (
Caffeinated Beverages or Foods?  Yes ( No (
If Yes, how many servings per day? Coffee _____Tea _____Soda Pop ____Chocolate_____

FAMILY HISTORY:





  Ages

Major Illness (es)
If Deceased, Cause of death

Mother:_________________________________________________________________________________________________________________________________________________________________
Father:__________________________________________________________________________________________________________________________________________________________________

Sister(s):_______________________________________________________________________________________________________________________________________________________________

Brother(s)________________________________________________________________________________________________________________________________________________________________ Spouse/Partner:___________________________________________________________________________________________________________________________________________________________

Children:____________________________________________________________________________

____________________________________________________________________________________

Anything we didn’t ask that you think we should know about you?  _______________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Neurological Medicine
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Authorization to Release Medical Records/Information

PLEASE SIGN AND INITIAL ONLY!
Date: _____________________

To: __________________________________ Fax: ___________________________ Phone: ___________________________

To: __________________________________ Fax: ___________________________ Phone: ___________________________

To: __________________________________ Fax: ___________________________ Phone: ___________________________

Requesting Physician:

Constance J. Johnson, MD

311 Landrum Place, Suite B400

Clarksville, TN  37043

Fax:  931-906-0938
	Records requested
	Past 6 months
	Past 1 year
	Other

	Office/Clinic Notes
	
	
	

	MRI/CAT/X-ray
	
	
	

	Laboratory Test Results
	
	
	

	Other
	
	
	



Release these records:                                                                                                                                          Initials

1.  All medical records at this facility.







   _______   (
2.
Only some portion of records maintained at facility (dates of treatment etc. specified above)         _______

3.
Only records generated by this facility (not including records received from other sources)               _______


IF YOU DO NOT WANT CERTAIN PORTIONS OF YOUR MEDICAL RECORDS RELEASED, PLEASE READ THIS SECTION 

CAREFULLY AND INITIAL THE BOXES FOR INFORMATION YOU DO NOT WANT RELEASED. OTHERWISE, YOU’RE RECORDS 

WILL BE RELEASED AS SPECIFIED ABOVE.
I authorize the health care provider to release the information specified to the organization, agency, or individual named on this request with the EXCEPTION of:


Initials
Initials


______Substance abuse, if any
______AIDS/HIV, if any   


______Psychological or psychiatric conditions, if any                           ______Other (Please specify)
Expiration or revocation of authorization — I understand that I may revoke this authorization at any time and that unless an earlier date is specified it will automatically expire 12 months after the date affixed below.

Use of copies — A copy of this authorization may be utilized with the same effectiveness as an original.
Patient Name or Person authorized to sign for patient

     Print Name ______________________________________                        Social Security # ____________________________________                       

(  Signature ________________________________________
          Date of Birth: ________________________________________                              
                                   
                                                     

     Witness _______________________________
          Date: ____________________________________
                     

