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PROVIDER: WRIGHT JERNIGAN, M.D.     

 
PATIENT INFORMATION

 

 
PATIENT NAME:  ____________________________________________________     DATE OF BIRTH: ____ /___ /_____   
       LAST                                              FIRST                   MIDDLE   

 
**ADDRESS: ________________________________________________________________________________________ 
 
CITY:  _________________________________    STATE:  ____________  ZIP CODE:  ________________    
 
**Are you currently enrolled in a Skilled Nursing Facility?  □ Yes  □ No  If so, where? _________________________ 
 
HOME PHONE #:  (_____)_______-________  WORK #:  (_____)_______-________ CELL#:(_____)  _______-________ 
   
EMAIL ADDRESS : ______________________________________SOCIAL SECURITY NUMBER:  _______-_____-_______   

MARITAL STATUS: □ Single   □ Married   □ Divorced   □ Widowed   □ Legally Separated              

 

LANGUAGE: □ English  □ Other: __________________________     SEX: □ Female □ Male 

 

RACE/ETHNICITY: □ White  □ African American  □ Latino □ Other:______________ □ Decline to answer 

 
PRIMARY CARE PHYSICIAN:_____________________________REFERRED BY:  _________________________________ 
 
EMERGENCY CONTACT NAME: _____________________________________ PHONE: _________________________ 
 
PREFERRED PHARMACY: ______________________________________________________(Name, City, State) 

PREFERRED METHOD OF REMINDER CALLS (check all that apply): □ Call home □ Call Cell □ Text Cell  □ Email 

 
INSURANCE INFORMATION 

 

NAME OF PRIMARY INSURANCE COMPANY: ______________________________________________________________ 

If Primary Insurance is Medicare, have you signed up for a Medicare Advantage Plan?    □ Yes     □ No 

NAME OF SECOND INSURANCE COMPANY (IF APPLICABLE): ____________________________________________ 
 
NAME OF THIRD INSURANCY COMPANY (IF APPLICABLE): ______________________________________________ 
 

 
RESPONSIBLE (OR INSURED) PARTY INFORMATION 

 
The following pertains to the person who carries the insurance.  For example, if your insurance is through 
your spouse’s place of employment, the insured would be your spouse.   
 
INSURED’S NAME:  ______________________________________________     DOB:  ______/_____/_______ 
   LAST                            FIRST            MI 
 

PATIENT RELATIONSHIP TO SUBSCRIBER:  □ SELF      □ SPOUSE     □CHILD □OTHER____________________ 

 
ADDRESS WHERE BILLS SHOULD BE SENT (if different from patient’s address):_________________________________ 

___________________________________________________________________________________________________ 



Date:           /             /   
 
 

MEDICAL HISTORY FORM 
 

 
 
 

Last Name                                                   First Name                                                          Date of Birth 
 

 
 

****Are you currently enrolled in hospice? □ Yes □ No    If yes, which one? 
 

 

Date of last mammogram:            /           /    □ Not applicable 
 

Date of last colonoscopy:             /           /    □ Not applicable 
 

 

PERSONAL MEDICAL HISTORY 
 
 

Do YOU currently or have YOU had in the past: 
 

Y    N                                                   Y     N                                                           Y    N 
 

Asthma (493.9)   High Cholesterol (272.0)   Hypothyroidism (244.9)   
COPD/Emphysema (496)   Hyperthyroidism (242.9)   Kidney Failure/Insufficiency (586)   
Coronary Artery Disease 
(414.00)   Congestive Heart Failure 

Myocardial Infarction (429.2) 
  Vascular Disease (specify): 

e.g. PVD, PAD, Veins, etc. (459.81) 

Diabetes (250.9)   Stroke/Mini-stroke (434.91)   

HIV/AIDS (042)   Bleeding/Blood Disorder (459.9)   Hepatitis A, B, C (070.1;070.30;070.70): 

(Circle One) 
  

Alcohol Abuse (303.90)   Gastrointestinal Problems 
(specify): (569.9) 

  Other medical problems (specify): 

Seizure Disorder (780.39)   Liver Problems (specify): 
(573.9)  

Cancer (type, location, date): 
(199.1) 

Drug Abuse (304.90)   
Irregular heartbeat/A Fib 
(427.89)   High Blood Pressure(401.9)   

 

 

ALLERGIES:  □ NONE 

   
   

   

   
 

 

HEIGHT/WEIGHT 
 

 

What is your approximate current weight:                   lbs 

 
Current Height:         ft       inches 
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Last Name                                                   First Name                                                          Date of Birth 
 

 
 
 
 

MEDICATIONS: 
 

 

I authorize Jernigan Surgery Clinic to access my electronic prescription medication history and use this information as 
part of my medical chart. □ Yes   □ No   (please check one) 

 
If you marked yes above, please only list over the counter medications below: 

 

    

    

    

    
 

*****Do you currently take a daily aspirin or another blood thinner? □ Yes   □ No   (please check one) 
 

 

FAMILY MEDICAL HISTORY 
 

 

Has any FAMILY MEMBER ever had (parent, child, sibling or grandparent): 
 

HAS                          Y    N           Relationship                                                   Y    N              Relationship 

Drug/Alcohol Abuse    High Cholesterol    
Diabetes    Thyroid Disease    
Kidney Disease    Bleeding/Blood 

Disorder 
   

Heart Disease    Stroke    
High Blood Pressure    Obesity    
GI/Stomach Disease    Other: 
Cancer (type):    

 

SOCIAL HISTORY 

Have you ever smoked?            □ Yes   □ No 
Do you currently smoke?          □ Yes    □ No 

If yes: 

How many packs per day do you smoke?    

 
 

SURGICAL HISTORY 

Surgery Mo/Year Surgery Mo/Year 
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FINANCIAL POLICIES

 
 All copays are due at the time of visit, no exceptions. We are in violation of our contract with 

your insurance company if we do not collect your copay. 
 There is a $15 (per instance) charge to fill out forms for disability, worker’s comp, sick leave, etc. 
 If you have not met your deductible and you are scheduled for surgery, please be aware that you 

will be billed the total cost of the surgery. 
 If you have a procedure at the hospital or surgery center, you will receive a separate bill from 

that facility.  Our bill will be for the physician services only.  You may contact THEIR business 
office regarding questions about their bills. 

 If you have a previous balance on your account, you must pay this amount or make payment 
arrangements before today’s office visit. 

 There will be a $25 fee for all returned checks. 
 You may make arrangements with our office to set up a payment plan.  The total duration of the 

plan can be no longer than six (6) months and must be set up on automatic draft from either a 
checking account or credit card.  See “Patient Responsibilities” for further information. 

 

I have read the above and accept financial responsibility in full for this account.    ________ 
                  Initial

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
I have received or have been given the opportunity to receive a copy of Jernigan Surgery Clinic, PLLC 
Notice of Privacy Practices. (copies are available at reception desk)          _________ 
                           Initial

 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

 
I authorize the Doctor to release any medical information including diagnosis, x-rays, test results, 
reports and records pertaining to any treatment or examination rendered to me.  I understand that this 
medical information may be used for any of the following purposes:  diagnostic, insurance, legal, and at 
times when the Doctor deems it necessary in order to ensure the best medical care on my behalf.  I 
further understand that any person(s) that receive these medical records will not release any of the 
medical information obtained by this authorization to any other person or organization without a further 
authorization signed by me for release of the information. 
 

SIGNED: _________________________________________     DATE: _____________  
                                 Patient Responsible Party                                 

 

AUTHORIZATION FOR RELEASE OF PRESCRIPTION MEDICATIONS 

I authorize Jernigan Surgery Clinic to access my prescription medication history and use this information 
as part of my medical chart.       _________    
               Initial 

OFFICE POLICIES  
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 It is your responsibility to know what procedures are covered by your insurance policy or if 

you have a rider excluding any types of procedures or anything related to a particular 

diagnosis.  If your insurance requires referrals to a specialist or a procedure requires being 

precerted, please notify one of our staff members before the procedure or test is scheduled.  

If your insurance requires you to go to a particular facility for testing or procedures, please 

notify one of our staff before anything is scheduled.  You need to contact your insurance 

company to make sure that our office is an in-network provider and any facility that further 

testing has been scheduled with, also.  You will need to check your benefits before any 

testing is done to make sure your tests and/or procedures are covered.  Failure to do so will 

result in a denial for payment by your insurance company.  All denials then become the 

patientõs responsibility. 

 
 If you would like to set up a payment plan, it is your responsibility to contact us and make 

those arrangements. We will only accept payment plans on monthly automatic bank draft or 

charge to your credit card and for a maximum of 6 months. If you do not contact us and/or 

fail to make scheduled payments (whether on a payment plan or not), your account may be 

turned over to collections and a 50% collections fee added to your balance.  If you pay 

anything less than the full amount due, WE MUST SPEAK WITH YOU TO MAKE 

ARRANGEMENTS.  If we do not, your account will be turned over to collections even if 

you are making payments. 
 

 If you need longer than six months to pay your account, you may apply for Care Credit 

through our office. 

 

 You are responsible for all deductibles, co-insurance and charges not covered by insurance.  

Please understand that we, as a third party, cannot become involved in prolonged insurance 

negotiations.  This is your responsibility. 

 

 It is your responsibility to provide us with correct insurance information. If you supply 

incorrect insurance information or fail to notify us of any changes in your insurance and this 

results in a procedure or service not having the appropriate pre-certification or 

authorization, then you will be responsible for all charges, with no discounts provided.  
 

I have read the above and accept  
responsibility in full for this account. 

 
 
 
  SIGNED: _______________________________________      DATE: ___________________    
                                 Patient Responsible Party                                                                   

PATIENT RESPONSIBILITIES  
Please Read Carefully 
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