
Joseph K. Hyon, D.O., P.A. 

Patient Registration Form Today's Date: ________ _ Account#: ---------

Social Security#: __________ _ 
First Name: MI: 
LastName: 

-------- ---

-------------
Sex: M F Date of Birth: / / - - -----

Marital Status: □ Married □ Single 
□ Widowed □ Divorced 

□ Employed □ Retired □ Full time Student 
□ Other -----------

Home Address: 

City: . State: Zip: -------- --- ----

Home Phone: (__) ____________ _ 
Work Phone:(__) ____________ _ 
Cell Phone: LJ 

---------------

Referring Physician: _____________ _ 
How did you hear of us? 

------------

Employer/School: --------------------------------
Employer/School's Address: ____________________________ _
Employer/School's City, State and Zip: ________________________ _ 

Please provide your insurance card to the front desk staff. Thank you. 

If this is a Workers Compensation Case or No Fault Case, please ask the front desk staff for an 

additional form. 

Primary Insurance:--------------------------------
Policy #: ______________ Group#: ___________ _ 
Insured/Policyholder's Name: _____________ Relationship, if not patient: _____ _ 
Date of Birth of Policyholder: -------------

Secondary Insurance: _______________________________ _ 
Policy #: Group #: -------------- -------------

Insured/Policyholder's Name: _____________ Relationship, if not patient: _____ _ 
Date of Birth of Policyholder: ____________ _ 

What phone number can we leave confidential information such as test results or appointment information? 

Emergency Contact Information: 
First Name: -------------

Relationship: ___________ _
Home Phone: Lj _________ _ 
Name of spouse/guarantor/responsible party: 
First Name: -----------

Relationship: __________ _ 
SS#: --------------

Address: --------------

Last Name: -----------------

Work Phone: Lj ___________ _ 

Last Name: ---------------

Daytime Phone: LJ __________ _
Date of Birth: Sex: M F -------

City: _________ State: __ Zip: __ _ 
Employer:---------------------------------­
Address: -------------- City: ________ State: __ Zip: __ _ 
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Joseph K. Hyon, D.O., P.A. 
 

- . .  -

- .: ·- PAST1VIEDICAI}HiSTORYINTAKE FORM·- .,. • .. : .. •• -••• • •• .: ;'_': • ,r_,:• �•" ••• • • ... • •' - - •• ' 

TODAY'S DATE: _____ _ SS# ____________ _ 

Name: DOB 
------------------- -------

•. Reason for today's visit: 

Who referred you to this· practice: _________________ _ 

Allergies: Medications, Foods or Latex (if any, please list what kind of reaction): 

Medications: include prescription drugs, over the counter medications, 
herbs and vitamins that you are currently taking (please list the name; dosages, 
and frequency): ________________________ _ 

(use the reverse side of the page if needed ........ 

Pharmacy information: (Please note that it very important that you give the 
office accurate information. All of your prescriptions will be sent electronically. 
They are not sent by phone or paper.) 

Local pharmacy (where you would like us'to send electronic prescriptions to): 

First choice-name of the pharmacy, address and phone number: 
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Social History: 

Tobacco: (list any past or present tobacco use, period of use and quantity of use and· 
type of use - for example cigar, chewing tobacco, cigarettes, ·pipes, etc) 

Alcohol: (List past/present alcohol use - please list period of use, quantity of use and 
type of alcohol use) __ ____________________ _ 

Occupation: (List past or present occupation)-------------� 

Please list any exposure to harmful chemicals such as fumes, asbestos, etc.: 

_How many hours a day do you work at a computer? ____ hours 

Do you have pet(s)? If yes, please list: ____________ _____ _ 

Recent/past travel outside of the country: ________________ _ 

Do you use recreational drugs? ____________________ _ 

History of blood transfusions: (If so, when, where and under what circumstances): 

Current marital status: 
----

Do you seasonally migrate? (Live in one location in the winter and one location in 
the summer) if so where? Please list address (es), phone number(s), and pharmacy 
(ies) of alternative location: 

----------,----------------

Health Maintenance History: 

List any specialists that you see on a regular basis (please list name, address and phone
number, reason for the visits and how often you need to see the specialist): 
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