
689 Tank Farm Road, Suite 220, San Luis Obispo, CA 93401  (805) 541-1177   Fax (805) 541-4973

 Today's Date PACIFIC COAST PHYSICIANS

Patient Information - Please Print
Full Legal Name (First)                   (Middle)               (Last) Name normally used (Nickname)

Address (Number)               (Street)                                                                    (Apt #)

City State Zip Code Social Security Number Home Phone

Date of Birth Age Sex Marital Status Occupation

Employer Name Employer Street Address City State Zip

Business Phone Ext Your Driver's License # State

Nearest Relative (Name, Address, Phone Number)

Spouse's Information
Full Legal Name (First)                   (Middle)               (Last) Occupation

Address (If different from above) City State Zip Code Home Phone

Employer Name Street Address City State Zip Code Business Phone Ext

Insurance Information
Primary Insurance Company Name Group # ID/Certificate #

Subscriber Name Where to send claim

Secondary Insurance Company Name Group # ID/Certificate #

Other Insurance Information

Emergency Information
Person to Notify in Case of Emergency (NOT LIVING WITH YOU) Relationship

Address (Number)               (Street)                                                                    (Apt #)

City State Zip Code Home Phone

Other Information

Other Doctors you see

How did you hear about us?

Assignment of Benefits - Financial Agreement
Insurance will be billed for all PPO's, HMO's and EPO's with which you are contracted. Co-pays are payable at the time of service. PLEASE 

NOTE THAT YOU ARE RESPONSIBLE FOR PAYMENT OF ALL FEES FOR PROFESSIONAL SERVICE EVEN THOUGH YOU MAY HAVE 

INSURANCE COVERAGE- this means that should the insurer fail to pay any sums due, you are responsible for payment. 

I understand that I am responsible for all laboratory, radiology or other outside costs including Pap smears, blood tests, pathology and 

cultures. I understand that if my insurance requires special handling or specific locations for testing, it is my responsibility to notify you 

before my exam or before going to the lab.

I HAVE READ AND UNDERSTOOD THE ABOVE _______________________________________________________
Signature Date





Pacific Coast Physicians                                                                                                                                                                                                            Patient History 

 

Name: _______________________________________ Age: _________ Date: ____________ 
 

Medical: 
Doctors you see now ________________________________________________________________________ 
Doctors you have seen in the past_______________________________________________________________ 
__________________________________________________________________________________________ 
Current Medical Problems ____________________________________________________________________ 
__________________________________________________________________________________________ 
Other Medical Concerns you would like to discuss with the doctor ____________________________________ 
__________________________________________________________________________________________ 

 

Medications: 
List prescription medicines you take now (include dose, reason you take it & who prescribed it)  
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
List over-the-counter medicines, vitamins and food supplements you take: ______________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 

Allergies:         Sensitivities: 
__________________________________________ __________________________________________ 
__________________________________________ __________________________________________ 
__________________________________________ __________________________________________ 
__________________________________________ __________________________________________ 

 

Medical History: 
Do/did you exercise?______ How much?________hrs/wk,  # of years_________ Year quit________________ 
Do/did you smoke?________ How much?________packs/day,  # of years______ Year quit________________ 
Do/did you drink alcohol?___How much?________drinks/week, # of years_____________________________ 
 Year quit__________ Previous/Current problems with alcohol?_______________________AA?______ 
Do/did you use (circle): caffeine    NutraSweet     Marijuana       Cocaine   Chewing Tobacco   diet pills 
Do you wear seatbelts?________Do you wear sunscreen? __________ Ride a motorcycle/bicycle___________ 
List Surgeries you have had (include year, surgeon, and hospital)  
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

Describe Hospitalizations/Illnesses not included above (include year, hospital): __________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

Have you had (circle)
1. Migraines 
2. Hepatitis 
3. Mono 
4. Ulcer 
5. Bleeding Problems 
6. Blood Clots 
7. Head Injury 

8. Drug Addiction 
9. Gallstones 
10. Tuberculosis 
11. STDs 
12. Seizures 
13. Memory Trouble 
14. Arthritis 

15. Psoriasis 
16. Heart Murmur 
17. Rheumatic fever 
18. Polio 
19. Shingles 
20. Hearing Trouble 
21. Vision Trouble 

22. Depression 
23. Gout 
24. Mental Illness 
25. Alcoholism 
26. Hemorrhoids 
27. Other: 

__________ 
 

 

WOMEN 
Age of first period_______________Date of last normal period________ #of pregnancies_________________ 
# of live births__________________ # of children living with you______ Birth control method_____________ 
Date of last Pap________Done where_____________Date last Mammo_________Done where_____________ 
 



Pacific Coast Physicians                                                                                                                                                                                                            Patient History 

 

Do you have (circle): 
1. Irregular periods 
2. Female trouble 
3. Vaginal Itching 
4. Bad Menstrual 

cramps 

5. Hot flashes 
6. PMS 
7. Heavy periods 
8. Vaginal Dryness 
9. Breast Problems 

10. Pelvic pain 
11. Vaginal Discharge 
12. Abnormal 

Mammogram 
13. Infertility 

14. Vaginal odor 
15. Abnormal Pap 

smear

 

Family History: 
List diseases that run in your family ____________________________________________________________ 
__________________________________________________________________________________________ 
Who in your family has/had (circle if cause of death and write age at death) 
Heart Disease________________________________ 
Diabetes___________________________________ 
Thyroid Disease______________________________ 
Mental Illness________________________________ 
Glaucoma___________________________________ 
Allergies____________________________________ 
Tuberculosis_________________________________ 

Genetic Disorder_____________________________ 
Cancer_____________________________________ 
Alcoholism__________________________________ 
Arthritis____________________________________ 
Asthma_____________________________________ 
Stomach Problems____________________________ 
High Blood Pressure__________________________ 

 

Personal Information: 
Who lives in your household? _________________________________________________________________ 
Where do/did you work?______________________________________________________________________ 
Describe your education/upbringing, etc._________________________________________________________ 
 

How much do you weigh? ________ How much would you like to weigh?________  Heaviest Weigh?_______ 
When was your last: 
1. Tetanus ________________ 
2. TB Test ________________ 
3. Chest X-ray ____________ 
4. Rectal Exam ____________ 

5. Flu Shot _______________ 
6. HIV Test _______________ 
7. Pneumonia Shot _________ 
8. Blood Test _____________ 

9. EKG __________________ 
10. Sigmoidoscopy __________ 
11. Hepatitis Vaccine ________

 

Describe your diet: __________________________________________________________________________ 
Describe your skin problems:__________________________________________________________________ 
Describe lung and breathing problems: __________________________________________________________ 
Describe heart problems: _____________________________________________________________________ 
Describe problems with your stomach, intestines, colon, digestions, bowel movements:____________________ 
__________________________________________________________________________________________ 
Describe any urinary trouble: __________________________________________________________________ 
Describe sexual concerns: ____________________________________________________________________ 
Describe any bone, muscle or joint problems: _____________________________________________________ 
__________________________________________________________________________________________ 
Describe and hormone problem: _______________________________________________________________ 
__________________________________________________________________________________________ 
Describe any problems with your thinking, concentration, moods, energy level, interest in life, etc.: __________ 
__________________________________________________________________________________________ 
Describe any problems with strength, sensations, coordination, Neurologic function: ______________________ 
__________________________________________________________________________________________
Anything else? _____________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Sign: ___________________________________________  Date: _______________________________ 



Medical Records Release 
 

Name: ____________________________________________________________ Phone ____________ 
   Last   First    Middle 
 
Address: ____________________________________________________________________________ 
 
Date of Birth: _____/_____/_____  Social Security Number: ______-_____-_______ 

_________________________________________________________________________________ 
Purpose: (check one)   ε Transfer of primary care physician   ε Consultation ε  Personal 
 
Information Requested: 
 ___ Recent progress notes (last two years) 

  ___ Most recent history and physical and discharge summary 

 ___ Recent Lab Results (last two years) 

 ___ Cardiac testing (EKG, Treadmill, Echo) 

 ___ Endoscopy Report 

 ___ Other Diagnostic Test Results 

 ___ Other: (i.e. special tests, dexascans)  ________________________________________  

I authorize the release of all information indicated and I am aware that the records released may contain information 
relating to psychiatric or psychological testing, physical abuse, or drug and alcohol abuse. 
 
I authorize the release of HIV/AIDS test results   YES  NO 
 
I understand that I am entitled to a copy of this upon request.                               
I have received a copy of this request.     YES  NO 
 
I understand that California Law permits me to inspect or obtain copies of my medical records. I further understand 
that I may be charged for copies provided. 
 
__________________________________    ____________________ 
Signature of patient, guardian, conservator,     Date 
Parent of minor or patient’s representative  

Complete previous physician information below so 
we may request your previous medical records. 

 

P  
lease Send Information TO: (with this attached)  Requesting records from previous physician: 

Pacific Coast Physicians    
     

San Luis Obispo, CA 93401 
Phone: (805) 541-1177      Address: __________________________________ 
Fax:  (805) 541-4973 

 
 

 

Physician Name: ___________________________ 

Address: __________________________________ 

Phone: ___________________________________ 

Fax: _____________________________________ 
*Use if this information for any other than the stated purpose is prohibited. This information is for the use of the designated recipient 
only. It cannot be provided to any other agency. 
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