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Patient Information

Name: |Lest First . Middte Initial

Birthdate: [¥enth Day Year Sex: F M

Status: Single Married Separated Divorced Widow{ed) | Spouse name:

' Street Apt

Address: City State P T
Phona: Horné o Work ) Mobile '

Priary Physicing ( AUGKEO Pe TErEEN WALMAN WeATHLEL LELOINSKT P

Emergency Contact Information

Contact Name: |4t First
Relation to patient: % |Phone:
Employment Information ’
Occupation:
Employer: Phone:
Address: Strreet City State 2P

Consent for Release of Medical Information

Federal law limits disclosure of medical information without written consent of the patient. Please indicate how your
medical information may be disclosed in the event you are not able to be reached directly:

Cavenrant Medical Group rmay leave a message on my answering machine or voilce mail at: Home Work  Mobile
Covenant Medical Group may leave a message with the following person(s):

Name Phone Relatjon
Name Phone Relation
Name Phone Rétation
a

'5}‘,.:
| hereby testify that the information | have provided is true to the best of my knowledge.

-~ |'understand that i may requast a copy of.the:Netice of Privacy Practices.form which provides detailed information abouthow Covenant Mecical |
Group may use and disclose my confidential- information .and that Covenant Medical .Group reserves the right ta change-privacy practices, | agree
that this serves as the Receipt of Notice of Privacy Practices. : i ,

| understand that | am responsible for providing current insurance informaticn at each visit, ! authorize Covenant Medical Group te release to my

insurante company information acquired in the course of my examinatien and treatment and | authorize benefits to be pald to the doctors of
Covenant Medical Group directly. [understand that | arn rasponsible for any unpaid balance.

Signature: Date:

It patient is a minor, signature of parent or legal guardian)

Rev, 061003


Devang Odedra
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2501 Compass Road, Suite 100, Glenview, IL 60026-8000 tel: 847.901-5200 intarnet: covmedgrp.com
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CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT,
PAYMENT, andfor HEALTHCARE OPERATIONS

Patien{
Last First MI DOR

Adclress:
Street Address City State

Zip

| understand that as part of my healthcare, Covenant Medical Group, LLC ofiginates and maintains my health records of health history
aymptoms, examination, and test results, diagnoses, treatment, and any plang for future care or treatment.

I understand that this information gerves as a:

- basis for planning my care and treatment;

- means of communication among the healihcare professionals who contribute to my care;

- gource of information for applying my diagnosis freatment information to my bilt;

- means by which a third-party payer can verify that services billed were actually provided; and

- tool for routine heaithcare operations such as-assessing guality of care and reviewing the competence of healthcare
professionals

[ undsrstand that [ have the right:

- Torequest restrictions as to how my heaith information may be used or disclosed to carry out freatment, payment, or healthcare
cperation; and

- To revoke this consent in writing, except for the extent that the organization has already taken action in reliance thereon |
requast the following rastrictions to the use of disclosure of my health information:

! understand that | may request a copy of the Notice of Pivacy Practices form which provides detailed information about how Covenant
Medical Group, LLC may use and disclose my confidential information and that Covenant Medical Group, LLC reserves the right to
change privacy practices, | agree that this serves as the Receipt of Notice of Privacy Practices.

I understand that | am respensible for previding current insurance information at each visit. | attharize Covenant Medical Group, LLC
to release to my insurance company information acquired in the course of my examination and treatment and | authorize benefits ta be
pald to the doctors of Covenant Medical Group, LLC directly. | understand that | am responsible for any unpaid balance. ‘

Patient: Print Name Signature Date



Covenant

Y
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gg%% Group:

2501 Compéss Road, Suite 100, Gienview, IL 60026-8000 tel:847-901-5200 internet: covmedgrp.com

FAXE: Michas! Caughron, MD ( 847—904-‘4913) s ‘ . * Katherine Lewinski, DO (847-904-49035)
Claudia Petersen, KD (847-904-4906) * Gregory Wallman, DO (847-904-4507} * Frank \Weschler, MD (847-904-4908)
Christophar HO DO(BYF-404-7{18) + |

| Patient Portal Web Based Acceés

Website: www.covmedgrp.com

Patient Name:

-

. Date of Birth:

Address:

Phone: H - C: ' _ . Wi

Emai]Address: 7 .
' ' (unique emall - husband/wife can’t share the same email)

Consent to: Voice Message: _ Yes __ No - Text Message: _ Yes No

[ —

For assistance, please contact 847-901-5200 or 847-901-5236 ér 847-901-5251,

-



efote ¢ /CliniForms
HISTORY & PHYSICAL

Naome S5 Date QZ
Address Occupation g
Phone (home) (work) Date of birth Age
Chief complaint
DruG ALLERGIES Famiy History
Fathers Mothers
Father  Mother Parents Parents Siblings  Children
Heart Diseass [ a Ll Q ] O
High Blocd Prssure [ 0 A ] N |
Stroke [ | ] | (| |
Cancer [} | 3 i ] |
Glaveomna L | 1 3 - it
CURRENT MEDS Diceies [ 0 Q a 0 G
Epllepsy/Comlsions 1] ] | Q ] a
Blseding Disorder 1] 4 a 0 L L
Kichey Disease [ | L | d [
Thyroid] Disease [ a N ] | W
Mental lness (3 [ | | 1 Q
Osteoporosis | a 4 | ] |
HOSPITALIZATION OR SURGERY
Reason Date Reason Date
Mebicar, HisTory

3 Headache

0 Shortness of breath

{2 Heart palpitations

3 Heart murmur

1 Galtbladder disecse

1 Prostate Problems

Q Bowel irregularity

1 Incontinence

L Depression
0 Gout
2 Scarlet fever

0 Chronic rashes

(¥ Chest pain ¥ Overactive bladder 0 Rheumatic fever
L1 Dizziness/Fainting U Frequent Urination O Mumps

[ Peripheral vascular disease 0 Sexval/menstrual dysfunction 1 Measles

(2 Allergies/Hay fever O Venereal disease 1 Rubella

i Asthma 0 Frequent infections Q Polio

{3 Bronchitis 0 Hepuatifis (1 Diphtheria

(3 Preumonia 0 Anemia O Tetanus

3 Ulcer 0 Arthrifis

Q Gl disorder 1 Osteoporosis

[ Lacfose intolerance

) Nervousnass

Do you have frequent, sudden urges to urinate?

O Yes

How often do you urinate during the day?

timeas

How often do you waoke up at night to urinate?

times

Do you experience wefting or leaking accidents?

SO0T® SULOIIUI/ 2 7oy

LE2/-696-008  V-110dd

1 Yes ¥ Ne

Mewonty,  Ifs common for men to occasionclly experience erection problems. s this something that happens to you?

L Yes 0 Ne
How often does this ccour?

LI Somefimes I Rarely

QO Frequently




//u,uuf £/ LU LS
HisTory & PHYSICAL

Name SS# Date

HABITS

0 Smoke:  Packs daily G Coffeer  Cups daily Q Sleep:  Difficulty falling aslesp -
How long? - Other caffeine Continuity disturbances_
Interested in stopping® ____ O Alcohol:  Type Snoring

Q Exercise routine: Amount Early morning awakening_..._

1 Dief: Salt intcke Daytime drowsiness
Fat intake Other,

REVIEW OF SYSTEMS

d Neurologic LGl 0 Cardiovascular B

aGu Q Cerebrovascular 0 Musculoskelefal

&t Peripheral vascular T Dermatologic 3 Hematologic

PrysicAL Exam '

Temperature - Pulse BP

Height Weight Raspirafion

General Appearqnée l

S e e N AB ~Notes *

TEsTS ORDERED

(A TB test

[ Air confrast: Obsiruction series

= Fexsigmoidescopy -
DERCP _

0 Chest X-ray {3 Barium ensma
O Kidney X-ray 2 Gallbladder
& UGH series [ Electrocardiogram

(3 Colonoscopy . ) Blood tests

R Endoscopy
O ELISA,

(3 Liver biopsy
O Flevated ALT

GUJDN

002 . ST/ 2 B0y

.4SZ£f696-008 V-11024



