San Jose Functional Medicine Registration Form
	Patient Information

	(Please Print Clearly)

	Patient Name
	
	Age
	
	DOB
	
	Sex
	M  /  F

	Address
	
	City
	
	ZIP
	

	Home Phone
	
	Work Phone
	

	Cell Phone
	
	Email
	

	Would you like to receive our monthly email newsletter?   
	□ Yes   □ No  (Your email is kept confidential.)

	Employer
	
	Address
	

	Does Injury Involve:  □ Work Comp □ MVA □ PI
	Referring Physician
	

	

	INSURANCE INFORMATION

	

	Primary Coverage
	
	□ Copy of Insurance Card Attached

	Insurance Address
	
	Phone
	

	Identification #
	
	Group #
	
	Effective Date
	

	Secondary Coverage
	
	□ Copy of Insurance Card Attached

	Insurance Address
	
	Phone
	

	Identification #
	
	Group #
	
	Effective Date
	

	

	WORKERS COMPENSATION DETAILS

	

	Claim #
	
	DOI
	
	Employer
	

	Adjuster’s Name
	
	Treating Dr.
	

	Adjuster’s Phone
	
	Fax
	

	

	ATTORNEY INFORMATION

	

	Attorney’s Name
	
	Phone
	

	Attorney’s Address
	
	Fax
	

	Case #
	

	

	ASSIGNMENT OF BENEFITS

	

	I certify that the information given by me is correct.  I assign all benefits to San Jose Functional Medicine.

I authorize the release of any information necessary to secure payment for services rendered.

I understand that I am financially responsible for all charges regardless of insurance.

In the event that you are unable to make as scheduled appointment, please call the office as soon as possible.

If you are a “No Show” for your appointment, YOU WILL BE CHARGED FOR YOUR MISSED APPOINTMENT.

	Signature
	
	Date
	


Health History

This confidential health history packet provides vital information and helps determine the best plan of care for you. 

 Please print clearly and answer each question completely.
Please describe the main reasons for your visit in order of importance:

1. __________________________________________
2. __________________________________________
3. __________________________________________
4. __________________________________________
5. __________________________________________
Past Medical History: Have you ever experienced any of the following?  Check all that apply and indicate date of onset.
( Adverse reaction to medical treatment


( Kidney disorder

( Allergies





( Low blood pressure

( Anemia





( Musculoskeletal disorder

( Arthritis or rheumatism




( Organ transplant

( Artificial heart valves or joints



( Pacemaker

( Bleeding disorder




( Respiratory disorder

( Blood disease





( Rheumatic fever

( Cancer or tumor




( Sciatica

( Chemical dependency




( Seizures/Epilepsy

( Diabetes





( Skin disorders

( Eating disorders




( Special diet

( Eye disorders





( Stomach or intestinal disorder

( Gout






( Stroke

( Headaches





( Thyroid disorder

( Heart disease





( Transfusion (before March 1985)

( Hemophilia





( Tuberculosis

( Hepatitis, Jaundice or Liver disorder


( Ulcer

( Herpes





( Urinary tract disorder

( High blood pressure




( Venereal disease

( Immune disorder




( Other_______________________

Is there anything else we should know about your medical history? 
	Obstetric History (Females only): Please fill in completely:

Total # of Pregnancies_________Living___________
Ectopics_____________ 
Miscarriages___________    Induced Abortions:  # and years_______________________   

	Major Hospitalizations:  If you have ever been hospitalized for any serious medical illness or operation, write in your most recent hospitalizations below.  If you have had more than three such hospitalizations check here (.  

Do not include pregnancies.

1st Hospitalization______________________________________________________________________________

                          
 
year                                     operation or illness                                                                hospital/city/state

2nd Hospitalization_____________________________________________________________________________

                          
 
year                                     operation or illness                                                                hospital/city/state

3rd Hospitalization______________________________________________________________________________                      
 
             year                                     operation or illness                                                            

	Medications & Supplements:  Please check & indicate the name of medication you are currently taking.

( Antacid/stomach medication:

( High blood pressure medication:

            ( Pain medication:
( Anti-inflammatories:        

( High cholesterol medication

            ( Sleeping pills:
( Diabetes medication:
                             ( Hormone replacement or birth control:                  ( Tranquilizers:


Please list any medications you are currently taking that are not listed above: __________________________________
______________________________________________________________________________
______________________________________________________________________________
Please list all supplements you are currently taking: ____________________________________________________________________

______________________________________________________________________________________________________________

Please list any medication allergies you have :____________________________________________________



	Alcohol, Tobacco and Caffeine Use: Please mark any of the activities listed below which apply to you.  Circle all that apply

Tobacco use
Present
 Past
No
If yes, # of cigarettes / day ________________
age started______________
Alcohol use
Present
 Past
No
If yes, # of drinks / day  _________________
age started ______________
Caffeine use
Present
 Past
No
# of soda/day _________# of coffee /day___________# of tea /day ________

Drug use
Present
 Past
No
Type(s)Amount / Age started: ___________________________________​​___



	Diet 
Please describe what you eat and drink throughout a typical day:

Breakfast:__________________________________________________________________________________
Lunch: ____________________________________________________________________________________
Dinner: ____________________________________________________________________________________
Snacks: ____________________________________________________________________________________
Check the foods you eat on a daily or weekly basis and indicate the # of times/week you eat these:

( Fish        ( Avocado       ( Flax seed       ( Raw nuts       ( Walnuts        ( Soy beans       ( Olive oil       ( Egg yolks      ( Sardines
Have you ever been on a special diet?  Yes / No   Date(s):____________________________________________
Have you ever been on a gluten-free diet?  Yes / No Date(s): __________________________________________
Exercise

Please describe your exercise routine in a typical week (if any), frequency and duration: 

_________________________________________________________________________________________

	Family History:  Complete for each family member by placing an X in the box corresponding to each disease.

“M” for maternal grandparent
“P” for paternal grandparent

Mother

Father

Grandmother

Grandfather

Sister

Brother

Spouse

Children

Autoimmune disease
Blood disorder or Anemia

Cancer or tumor

Chemical dependency

Diabetes

Heart disease
High blood pressure

Kidney disease
Seizure / Epilepsy

Stomach / Intestinal disorder

Stroke

Tuberculosis

Other

Age at death




	Current Care:

Are you currently under the care of a Medical Doctor?     ( Yes     ( No

Name of Medical Doctor:______________________________

Address of Medical Doctor _______________________________________________________________

Phone of Medical Doctor ______________________________

Date of Last Physical Exam ____________________________

Other Healthcare Providers: _____________________________________________________________________________________


	

	Past Care:

Have you seen other doctors or specialists for your current condition(s)?  Yes / No
Name and specialty of doctors: ____________________________________________________________

What other forms of treatment have you sought for your current condition(s)? _______________________
_______________________________________________________________________________________




	How did you hear about us?

_______________________________________________________________________________________




Other information you feel we should know before beginning our examination or treatment:
Please check below any symptoms you have recently experienced.
HEAD & NECK


CARDIOVASCULAR

FEMALE
( Dizziness



( Palpitations



( Frequent urinary tract infections

( Fainting



( Chest pain or tightness


( Frequent vaginal infections

( Neck stiffness



( Rapid heart beat



( Pelvic inflammatory disease

( Enlarged lymph glands


( Irregular heart beat


( Abnormal Pap smear

( Headaches



( Cold hands / feet



( Uterine fibroids

( Other_______________                

( Swelling of ankles


( Irregular periods






( Phlebitis



( Painful menstrual periods

EARS




( Other__________________

( Premenstrual Syndrome

( Infection








( Abnormal bleeding

( Pain




GASTROINTESTINAL

( Menopausal symptoms

( Ringing



( Indigestion



( Breast pain

( Decreased hearing


( Bloating



( Breast lumps

( Other________________


( Stomach pain



( Nipple discharge






( Diarrhea



( Other________________________

EYES




( Constipation



( First day of last menstrual cycle:

( Blurred vision



( Poor appetite



_______________________________

( Visual changes



( Excessive hunger



Date of last Pap smear:

( Spots




( Nausea




_______________________________

( Eye inflammation


( Vomiting



Were Pap smear results normal?

( Other________________ 


( Vomiting blood



( Yes ( No____________________






( Blood in stool or black stools

( Date of last mammogram:

NOSE, THROAT, & MOUTH
( Hemorrhoids



________________________________

( Bleeding



( Gall bladder disorder


Are you pregnant?
( Yes
( No

( Sinus infection



( Recent change in weight


Are you nursing?
( Yes
( No

( Hay fever or allergies


( Food cravings



Do you use birth control? 

( Sore throat



( Other____________________

( Yes Type: __________
( No

( Hoarseness










( Difficulty swallowing


NEUROLOGICAL


MALE
( Changes in taste



( Seizures



( Lumps in testicles

( Changes in smell



( Tremors



( Prostate problems

( Oral ulcers



( Numbness or tingling of limbs

( Weak urinary stream

( Other_____________________

( Paralysis



( Impotence






( Other_____________________

( Other_________________________
SKIN











( Hives




MUSCLE & JOINT


BRAIN HEALTH
( Rashes




( Joint disorder



( Mental fatigue

( Eczema



( Sore or painful muscles


( Brain fog

( Itching




( Weak muscles



( Poor memory

( Night sweating



( Difficulty walking


( Depression

( Excessive sweating


( Spinal curvature



( Difficulty focusing

( Dryness



( Backache or pain



( Difficulty learning

( Bruise easily



( Other______________________

( Difficulty completing tasks

( Changes in moles or lumps







( Insomnia

( Other__________________

UROGENITAL


( Irritability






( Pain / itching of genitalia


( Mood swings

RESPIRATORY


( Genital lesions / discharge


( Anxiety

( Chronic cough



( Painful urination



( Panic attacks

( Coughing up blood


( Frequent urination


( Psychiatric treatment

( Coughing up phlegm


( Excessive or scanty urination

( Other_________________________

( Difficultly breathing


( Blood in urine





( Wheezing /asthma


( Diminished bladder control



( Frequent colds



( Other_______________________


( Other____________________






Please list any other symptoms not covered above:____________________________________________________________________


San Jose Functional Medicine

CLINIC FINANCIAL POLICY


We are pleased that you have chosen to work with us at San Jose Functional Medicine on your health concerns.  Good health care is a concern to us all.  Our interest in your health combined with our knowledge, training and experience assures that you will receive quality care at our clinic.


The fees charged at this office are comparable to those charged by other specialists with similar qualifications in this geographic area.  The fees for office services are payable at the time of the visit, except in certain cases where arrangements have been made with our office in advance.  All major credit cards are accepted for your convenience.  All patients paying out-of-pocket for services at time of service will receive a percentage discounted from their fees which equates to approximately 20-30% off our standard rates.


If you have group health insurance covering any service that we offer, it is your responsibility to provide us with your insurance identification card showing proof of coverage on your first visit.  You are responsible for any co-payments and deductibles.  Remember, the fee for treatment is an obligation that you have with our clinic.


If you have group health insurance coverage, you will be expected to assign the payments to the practitioner.  We urge that you carefully review your insurance coverage prior to your office visit.  Policies are often confusing, misleading, and rarely pay everything.  Please understand that we have no payment agreements with the insurance companies.  Insurance benefits are a matter between the patient (ie-the insured) and his or her insurance company.  We must emphasize that should there be a dispute between you and your insurance company, and your insurance company refuses to make payments to our clinic, you will become directly responsible for payment of the bill.


If you are coming for treatment for a work injury, you must provide us with an authorization signed by your employer or supervisor authorizing our office to provide services to you on your first visit.  It is also your responsibility to provide us with the name and address of the workers’ compensation carrier.

In those cases where your account becomes past due, we reserve the right to make a late charge of one and one half percent (1.5 %) per month of the account balance for every month that an account remains overdue, after 30 days.

For your information, some of our fees are as follows.  Once again, fees (deductible and/or co-payments) for office services are payable at the time of the visit.  A complete fee schedule is available upon request.

New Patient Examination

$ 40 - 200

Acupuncture/Electroacupuncture 
$ 70

Herbal products and nutritional supplements are in addition to above fees.
Fees will be discussed with you prior to dispensing.
CANCELLATION POLICY

PLEASE GIVE AT LEAST 48 HOURS NOTICE OF CANCELLATION, AT WHICH TIME WE CAN EASILY RESCHEDULE YOUR APPOINTMENT.  YOU ARE EXPECTED TO PAY FOR THE TIME SET ASIDE FOR YOU IN CASE OF ANY MISSED APPOINTMENT, OR APPOINTMENT CANCELLED LESS THAN 48 HOURS IN ADVANCE.

I agree to the above terms, and hereby instruct my health insurance carrier to forward all payments, inquiries and explanation of benefits to the practitioner

SIGNATURE __________________________________          DATE______________________
San Jose Functional Medicine

Richard Esquivel , O.M.D., L.Ac.

1649 S. Main St. Ste.102

Milpitas, CA. 95035

Ph: 408-262-6606  Fax: 408-262-6616

AUTHORIZATION FOR RELEASE

AND REQUEST FOR MEDICAL RECORDS

TO:

__________________________________________



__________________________________________



__________________________________________



__________________________________________

I, _____________________________________, hereby authorize you to release and request that a copy of the following medical records, for the purpose of review, be sent to the address above:

1. _____________________________________________

2. _____________________________________________

3. _____________________________________________

Pursuant to Health & Safety Code section 25252, these records must be provided within 15 days of receipt of this notice.  Please honor this request at your earliest convenience as time is of the essence in order to allow for continuity in my medical treatments.

__________________________________ 

__________________________________

                    Patient Signature




     Practitioner Signature

__________________________________ 

__________________________________



       Date






      Date

__________________________________

        Patient Social Security Number
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