
 

New Patient Information and Consents: 

Name: _____________________________________________                  Today’s Date: __________________________  

Social Security # _____________________________________                  Date of Birth: __________________________  

Home Address: ______________________________________                  Home Phone: __________________________  

City: ___________________ State: ________Zip: _________                     Cell Phone: ____________________________  

Occupation: _______________________ □ full time student ​                    Work Phone: ___________________________  

Employer/School: ____________________________            Email address: ____________________________________  

Work/school address: _____________________________________ City: __________________  State: ______  Zip: _________  

Marital status: □ Married □ Single □ Divorced □ Widowed □ Domestic Partnership Sign Other’s Name: ____________  

Spouses Employer (if applicable): _____________________________            Address: _________________________________  

City: _____________________ State: ___________ Zip: ___________           Telephone: ________________________________  

Emergency Contact Information: 

Name: _________________________________ Relationship: _______________ Telephone number:______________________  

Please list family members or other persons, if any, whom we may inform about your general medical condition and your diagnosis 
(including treatment, payment and health care operations).  

Name: _________________________________ Relationship: ______________ Telephone number:_______________________  

Insurance Information 

Insurance Plan: __________________ ID# ________________________________ Group#______________________  

Name of Subscriber________________ DOB: _____________________________ Relation to patient___________________ 

 

Referral and Pharmacy Information 

Primary Care Physician: ___________________________________________ Telephone number: _______________________  

Preferred Pharmacy and location: ____________________________________ Telephone number: _______________________  

Acknowledgement of receipt of privacy notice: (HIPPA): By initialing this and signing below, you acknowledge that the office of Elizabeth 
Etkin-Kramer, MD, LLC has offered or given you a copy of its Privacy Notice, which explains how your health information will be handled. We must 
attempt to have you sign this form on your first date of service with us after April 14, 2003. This includes the situation where your first date of service 
occurred electronically. If your first date of service with us was due to an emergency we must attempt to give you this notice and get your signature 
acknowledgment receipt of this notice as soon as possible after the emergency. _________ Initials  

Policy regarding liability insurance: Under Florida Law, physicians are generally required to carry medical malpractice insurance or otherwise 
demonstrate financial responsibility to cover potential claims for medical malpractice. YOUR DOCTOR HAS DECIDED NOT TO CARRY MEDICAL 
MALPRACTICE INSURANCE. This is permitted under Florida Law. Subject to certain conditions Florida law imposes penalties against noninsured 
physicians who fail to satisfy adverse judgements arising from claims of medical malpractice. This notice is provided pursuant to Florida law. My initials 
and signing below indicate awareness of this policy. _______ Initials  

Authorization: I, the undersigned certify that I (or my dependent) has insurance coverage as listed above and assign directly to Elizabeth Etkin-Kramer, 
MD, LLC. I understand that I am financially responsible for all charges whether or not paid by insurance. I remain responsible for payment of co-pays, 
deductibles, non-covered services, and any other charges not paid by insurance within 30 days. I hereby authorize Elizabeth Etkin-Kramer, MD, LLC to 
release all information necessary to secure payment of benefits. I authorize the use of this signature for all insurance claims.  

SIGNATURE: ______________________________________________________ DATE: _____________________________  

 



 
Review of Systems 

Please note if any of the following is an issue for you: 
 
CONSTITUTIONAL 

❑     Fever 
❑​ Weight Loss ​  

❑​ Weight Gain ​   
❑​ Excessive fatigue 
 

EYES 
❑     Loss of vision 
❑​ Flashing lights ​  

 
ENT 

❑     Hearing loss 
❑     Sinus problems 
❑     Mouth sores 

 
CARDIOVASCULAR 

❑       Chest pain 
❑​ Difficulty breathing ​  

❑​ Palpitations ​   
❑​ Leg swelling  

 
 
 

 

 
RESPIRATORY 

❑​ Wheezing ​  

❑​ Shortness of breath 

❑​ Cough ​   
 
GASTROINTESTINAL 

❑​ Nausea/vomiting​  

❑​ Constipation 
❑​ Diarrhea ​  

❑​ Blood in stool 
 
GENITOURINARY 

❑​ Blood in Urine ​  

❑​ Pain with urination  
❑​ Frequent Urination ​  

❑​ Painful intercourse  
❑​ Abnormal Vaginal Bleeding​  

 
BREAST 

❑​ Rash or skin lesions 

❑​ Breast Mass 

❑​ Breast Pain 

❑​ Nipple Discharge​ 

 
 
NEUROLOGIC  

❑​ Numbness 
❑​ Dizziness 
❑​ Seizures 

 
PSYCHIATRIC 

❑​ Depression 

❑​ Severe Anxiety 
 
ENDOCRINE 

❑​ Hot Flashes 

❑​ Thyroid Problems 

❑​ Diabetes 
 
HEMATOLOGIC/LYMPHATIC 

❑​ Abnormal bleeding 

❑​ Abnormal bruising 

❑​ Enlarged lymph nodes 
  
MUSCULOSKELETAL  

❑​ Muscle weakness 

❑​ Muscle or joint pain 

Please review and INITIAL where appropriate:  
Cervical Cancer Screening:   There are new and improved ways of screening for cervical cancer based upon age and 
gynecological history:  
​  ​ Age 21-29:  pap smear  
​  ​ Age 30-65:  pap smear and HPV done (“cotesting”).  If both pap and HPV are negative, we do NOT repeat    

 ​                     cervical screening for 2-3 years. This does not apply if we are following upon an abnormal pap smear         
​      Age 65+:  screening individualized.   Please note that Medicare covers routine pap smears every other year and   
​  ​        does not cover HPV cotesting.  
  

Cervical Cultures:  CDC recommends testing all women under the age of 25 for chlamydia with or without gonorrhea.  
Over the age of 25, we would recommend testing if you have any risk factors, like a new partner.  Testing is done at the 
time of your pap smear.  Most, but not all, insurances cover this testing.  Like any other test, if the laboratory receives an 
insurance denial for these tests, you will be responsible to the lab for payment.  

 

❑​ I request chlamydia and gonorrhea testing  ​ ​         ❑ ​ I decline chlamydia and gonorrhea testing 

Other STI:  CDC and ACOG recommend yearly HIV testing in patients with any risk factors: e.g., new partners in the past year.  This 
is done by a blood test and can be combined with testing for other sexually transmitted infections such as syphilis, hepatitis B and C.  
You can be tested for antibodies for Herpes type 2 although the CDC does not recommend testing for this because of possible false 
positives.     

 
Patient Signature: _________________________________________________________DATE _______/_________/______    
Parent/Guardian of Patient: ________________________________________________DATE _______/_________/______ 
 

 
 
 



 
 

New Patient Medical History 
 

Name: _____________________________________________           Age: ____________                   Date: __________________  

Reason for Today’s visit: ____________________________________________________________________________________  

Medical History: Have you or anyone in your family ever had any of the following:  

       (If family member, please indicate relationship, i.e. Mother, father, sibling, grandparent, etc.) 
Surgeries: ______________________________________________________________________________________________________________  
 
Gynecological History:  
Age of first period: ___________  
Frequency between periods: _____________  
Duration of period: ______________  
Pain/cramping: ________________  
Date of last Pap +/- HPV: ________ Results: _________  
Date of last Mammogram: ___________________  
Where? _______________ Result: _________________  
 
Any history of:           Date:  
□ Ovarian cysts _________________  
□ Uterine fibroids _________________  
□ Abnormal Pap smear/HPV positive ________________  
□ Herpes _____________________________________  
□ Chlamydia _________ □ Genital warts ___________  
Other _____________________________________  
 
Did you receive the HPV vaccine?    □ Yes    □ No 
If so, how many? __________________  
 
Are you sexually active?  □ Yes   □ No  
     □ with women        □ with men.  
 
Type of current birth control (if indicated): _____________  
Number of sexual partners in past year: ___________  
 
Obstetrical History (including Stillborn):  
Number of Vaginal Deliveries: _________________  
Number of C/S: _____________________________  
Any Complications? _________________________  

Miscarriages: ______________________________              
Terminations: _______________________________ 
 
If you are postmenopausal:  
Any vaginal bleeding since menopause? □ Yes     □ No  
Have you taken systemic hormones         □ Yes     □ No  
If so, what and when? ______________________________  
Have you used vaginal estrogen?             □ Yes     □ No  
Who is following your bone density? __________________  
    When/Results? __________________________________  
 
Allergies: 
______________________________________________ 
 
Current Medicines:     
____________________________________ 
__________________________________________________
______________________________________________ 
 
Do you smoke?       □ Yes      □ No  
# of packs per day: ___________________  
 
Do you drink any alcohol?      □ Yes     □ No  
# of drinks per day: ________________________  
 
Exercise?      □ Yes      □ No  
Type and frequency: __________________  
 
Occupation: ________________________ 
 
How did you hear of our office? _____________ 


