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     Physician Practices 
 

Patient Registration Form 
 

Last Name      First Name      MI  

AKA (Also Known As) /Previous Last Name(s) _______________________________________________________ 

Social Security #             -               -   Date of Birth       /         /                 Gender:     Male      Female 

Marital Status: ___Married       ___Single       ___Divorced       ___Legally Separated       ___Widowed    ____ Life Partner 

Home Address   

   

 City      State   Zip Code    

Home Phone(            )  Cell Phone(            )  

Alternate Phone(            )  Alternate Phone Info _________________________________ 

E-Mail  

Patient/Family Preferred Method of Communication:     Home Phone       Cell Phone        Alt Phone        E-Mail        Text 

Primary Care Physician/Pediatrician  

If pediatric patient, please list siblings _____________________________________________________________________________ 

____________________________________________________________________________________________________________ 
 

 

Race:   White          Black or African American   American Indian or Alaska Native       Asian        

  Pacific Islander or Native Hawaiian   Other Race – Please Print      

Ethnicity:   Hispanic or Latino or Spanish Origin        Not Hispanic or Latino or Spanish Origin 

   Other/Unknown – Please Print if Other        

Language Preference: If other than English- Please Print         

Do you have a Hearing or Vision Impairment that requires assistance for Effective Communication?    

If yes, Please check appropriate item(s):    Vision     Hearing  
 

 

 

Patient’s Employer  

 Address  

 City       State   Zip Code     

Work Phone Number(            )     Ext    
 
 

Person Financially Responsible for Bill after Insurance Payment is received (Complete only if Patient is not responsible) 
Are you the patients    Guarantor?   Legal Guardian? 

Guarantor/Legal Guardian Name  Social Security # - -                  

Patient’s Relationship to Guarantor/Legal Guardian:   Spouse         Dependent Child         Student 

Date of Birth _____/_____/______     Other – Please Print        

 

 





HEALTH ASSESSMENT 

Please take a brief moment to complete this form to the best of your ability. The Health Assessment serves 
as an important component of your complete medical record. Any information you give will be kept 
strictly confidential. Thank you. 

Name _________________________________________  Date ______________________________ 

Age __________  Sex ________  Medical Doctor __________________________________________ 

Height _______ ft _______ in        Weight _______ lbs       Smoker        Yes      /      No 

Medical Conditions: 

Heart Disease  Y          N   Lung Disease  Y          N  
High Blood Pressure Y          N   Kidney Disease  Y          N  
Diabetes  Y          N   Vascular Disease Y          N  
High Cholesterol Y          N   Other (List) __________________________ 

Drug Allergies ______________________________________________________________________  
Medications (Drug and dosing schedule) 

Prior Surgical Procedures: _____________________________________________________________ 

Health Survey – Do you currently have or have you recently had any of the conditions listed below? 
Please circle yes or no. 

General      Cardiovascular 
 Weight loss  Yes          No   Chest pain  Yes          No  
 Loss of appetite  Yes          No   Irregular heart beat Yes          No  
Eyes        Palpitations  Yes          No  
 Glasses   Yes          No   Heart attack  Yes          No  
 Blurred vision  Yes          No   Pacemaker  Yes          No  
 Blindness  Yes          No  Gastrointestinal 
 Double vision  Yes          No   Nausea/vomiting Yes          No  
Ears        Diarrhea  Yes          No  
 Pain   Yes          No   Blood in stool  Yes          No  
 Infections  Yes          No   Constipation  Yes          No  
 Hearing loss  Yes          No  Extremities  
 Vertigo   Yes          No   Pain when walking Yes          No  
Neck        Pain at rest  Yes          No  
 Hoarseness  Yes          No   Pain at night  Yes          No  
 Difficulty swallowing Yes          No   Cramps   Yes          No  
 Lumps   Yes          No   Ulcers/wounds  Yes          No  
 Thyroid problems Yes          No   Blood clots  Yes          No  
 Neck radiation  Yes          No   Varicose veins  Yes          No  
Chest       Neurologic 
 Shortness of breath Yes          No   Unstable walking Yes          No  
 Chronic cough  Yes          No   Numbness in arms/legs Yes          No  
 Wheezing  Yes          No   Weakness in arms/legs Yes          No  
 Sputum production Yes          No  Blood  
Infections       Bleeding problems Yes          No  
 Tuberculosis  Yes          No   Clotting disorder Yes          No  
 Hepatitis  Yes          No  Psychiatric   Yes          No
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Sentara Martha Jefferson Medical Group 
590 Peter Jefferson Parkway, P.O. Box 1583  

Charlottesville, VA 22911 
Phone (800)-295-0526 Fax (434) 654-7752 

 
 

Sharing Information with Family and Friends 
 

Sentara Martha Jefferson Medical Group has a Notice of Privacy Practices which describes how 
we may use and disclose, and how you may access, your protected health information. At times 
spouses, children or others may call on your behalf. If you would like us to share your protected 
health information with others, please indicate to whom we may disclose this information. If you 
do not let us know who we may speak to, we will NOT discuss your protected health 
information with them.  
 
I,___________________________________________________ , date of birth ____________, 
give my permission to Sentara Martha Jefferson Medical Group to discuss my medical care 
and/or to leave messages with the following people: 
 
 
______________________________________________________________________________ 
Name     Relationship    Phone Number 
 
 
______________________________________________________________________________ 
Name     Relationship    Phone Number 
 
 
______________________________________________________________________________ 
Name     Relationship    Phone Number 
 
 
______________________________________________________________________________ 
Name     Relationship    Phone Number 
 
 
Patient Signature: _________________________________ Date: ___/___/______ (initial date)  
 
 
I have reviewed the above and no changes are necessary:  
 
Patient Signature: _______________________________    Date: ___/___/_____ (annual update) 
 
 
I have reviewed the above and no changes are necessary:  
 
Patient Signature: _______________________________    Date: ___/___/_____ (annual update) 
 






