




PATIENT'S NAME: ___________ 00B: _______ DATE: ___ _ 
If you are not the patient, what is your relationship:----------,-----,--------­
Check "YES" if symptoms are current or have occurred in the past 6 months or "YES" for any illness/disease/surgery at any time. 

GENERAL; 
YES NO 
( } ( }FEVER 
( } ( } WEIGHT LOSS OF MORE 1lfAN 10 lbs. 
( } ( } DECREASED APPETITE 
{ } { } WEIGHT GAIN OF MORE 1lfAN 10 lbs 
Er.ES. 
{ } ( } VISION CHANGES 
{ } { } CATARACTS 
{ } { }GLAUCOMA 
EAftWOSWOUJt:VTHRQAI 
{ } { } EARACHES 
{ } { } DECREASED HEARING 
{ } { } FREQUENT NOSE BLEEDS 
{ } { } COLD SYMPTOMS 
{ } { } SORE THROAT 
{ } { } SWOLLEN GLANDS 
{ } { } NECK mFFNESS 
RESPIRATORY 
{ } { }COUGH 
{ } { } PHLEGM PRODUCTION 
{ } { } WHEEZING 
{ } { } SHORlNESS OF BREATH 
{ } { } PAIN WITH BREATHING 
GASTROfNTESTINA 
{ } { } NAUSEA 
( } { }VOMmNG 
{ } { } DIARRHEA 
{ } { } CONSTIPATION 
{ } { } ABDOMINAL PAIN 
{ } { } VOMlfflNG BLOOD 
{ } { } BLOOD IN STOOLS 
{ } { } BLACK STOOLS 

{ } ( } HEARTBURN/ULCER SYMPTOMS 
{ } { } LIVER PROBLEMS 
( } { } PANCREAS PROBLEMS 
GENITOURINARY 
{ } { } PAINFUL URINATION 
{ } { } FREQUENT URINATION 
{ } { } BLOOD IN URINE 
{ } ( } FREGUENT INFECTIONS 
GYNECOLOGIQOBSTECTRIC 
{ } { } IRREGULAR/HEAVY PERIODS 
{ } { } UNUSUAL DISCHARGE 
{ } { } BREAST LUMP/PAll\(IDISCHARGE 
{ } { } INFECTIONS OF UTERUS 
{ } { } OVARIAN CYSTS 
{ } { } # OF PREGNANCIES ___ _ 
{ } { } # OF LIVE BIRTHS ____ _ 
{ } { } # OF MISSCARRIAGES/ABORT10NS _ 
MUSCUt.OSKELETAL 

REVIEW OF SYMPTOMS 

PSJCHIAJRIC 
( } { } MENTAL HEALTH PROBLEMS 
{ } { } SUIODAL TENDENOES 
{ } ( } MAJOR DEPRESSION 
ENDOCRINE 
{ } { } THYROID PROBLEMS 
{ } ( } VOICE CHANGE 
{ } { } STEROID USE 
HEMATOLOGIC 
{ } { }ANEMIA 

{ } { } ABNORMAL BLEEDING 
{ } { } BLOOD TRANSFUSION 
A(IFRG!C 
{ } { } SEASONAi.ALLERGiES 
{ } { } SERIOUS FOOD ALLERGIES 

PAST MEDICAL HISTORY 
HAVE YOU BEEN HOSPITALIZED RECENTLY: 

SQCW. HISTQBY 
WHOM DO YOU LIVEWITH 

OCCUPATION 

RETIRED: { } YES { } NO 
SMOKE: { } NEVER 

{ } NO, QUIT IN ___ YRS 
{ }YES __ PACKS/DAY 

ALCOHOL: { } NONE 
{ } 1-3PER __ _ 
{ }4-I0PER __ _ 
{ } MORE 1lfAN 10 __ 

OTHER DRUGS: _______ _ 

{ } YES { } NO IF SO, REASON: ______________ _ 
DIABETES.. •• -··-· { } YES { } NO 
RHEUMATIC FEVER--·- ( } YES { } NO 
ARTHRms ·--·-•·-·--·--·· { } YES { } NO 
CANCER ............ -.............. ( } YES { } NO 
EPILEPSY -·---·---···-- { } YES { } NO 
STROKE ... _ ........................ ( } YES { } NO 
ASTHMA ..... ------· ( } YES { } NO 
EMPHYSEMA -··-·-··-·· { } YES { } NO 
AIDS/HIV ---·-- { } YES { } NO 
HEPATITIS ------··· { } YES { } NO 
VALLEY FEVER ................ { } YES { } NO 
KIDNEY STONES .............. { } YES { } NO 
TUBERCULOSIS ................ ( } YES { } NO 
VENEREAL DISEASE ....... ( } YES { } NO 
PNEUMONIA .................. { } YES { } NO 

PAST OPERATIONS 

MEDICATION ALLERGIES: ________________ _ 

FAMILY HISTORY 
DOANV OF THE ABOVE PROBLEMS RUN IN YOU FAMILY? { } YES { J NO 

FATHER'S HEALTH ___ AGEATDEATH __ CAUSE: _______ _ 
MOTHER'S HEALTH ___ AGEATDEATH __ CAUSE: _______ _ 
SIBLINGS HEALTH: ___ AGEATDEATH __ CAUSE: _______ _ 

HEARTTROBLE IN FAMILY { } YES ( } NO WHOM: __________ _ 

{ J { } FRACTURES/DISLOCATIONS CARDIOVASCULAR 
{ } { } JOINT PAINS OR SWELLING HEART MURMUR·------·----------·{ } YES { J NO 
{ } { } ARM/LEG WEAKNESS PALPITATIONS/IRREGUlAR HEART--·-·-·------····-·{ } YES { J NO 
{ } { } ARM/LEG NUMBNESS ANGINA/CHEST PAIN---····-·-·---··-·-·--·-•-·-··{ } YES { J NO 
ZIN CHEST PAIN WITH ACTIVITY------·-----·-·--·{ } YES { J NO 
{ } ( } RASH/HIVES CONGESTIVE HEART FAILURE..... .................................. { } YES { J NO
( } ( } ITCHING MITRAL VALVE PROLAPSE.. ..... ____ .......................... ( } YES { J NO 
{ } { } SKIN ULCERS HAVE YOU HAD A HEART ATTACK? ............ -...... { } YES { J NO 
NEUROLOGJCAL; HEART SURGERY/PACEMAKER.-.................... -.. ( } YES { J NO 
{ } { }SIGNIFICANTHEADACHES OTHER VASCUlARSURGERY-.. ----·---{ }YES { ]NO 
{ } { } CONFUSION HIGH BLOOD PRESSURE. ........ ___ •---·-·---·-·{ } YES { J NO 
{ } { } DIZZINESS/ BALANCE PROBLEMS HIGH CHOLESTEROL.... ·-----·---·'.-·{ } YES { J NO
I HAVE REVIEWED THE ABOVE RECORDED INFORMATION. ________________ _ 

PHYSICIAN SIGNATURE DATE 
COURNTEY MEDICAL GROUP, 1671 \I/EST INA ROAD, #IOI, TUCSON, AZ 85704-1928 P:520-797-8555 F: 877-409-3138    





FINANCIAL POLICY 

It is the patient’s responsibility to notify our office of any changes in insurance carriers to insure 
appropriate billing.  Courtney Medical Group will bill the insurance carrier provided by the patient.  
If you cannot provide your insurance card or proof of insurance, you will be billed as a self-pay at 
the time of service and it will be your responsibility to obtain reimbursement from your insurance 
carrier.  Co-pay amounts will be due at the time of service.  If you are unable to pay your co-pay at 
the time office, your appointment may be rescheduled to another date.  Charges incurred that are 
not covered by your insurance carrier will become the responsibility of the patient.  Should your 
physician NOT BE CONTRACTED with one or more of your insurance carriers, you will be 
responsible for any charges that your insurance denies, such as deductibles, co-insurances, co-pays, 
etc.   

We will send you a maximum of 3 (three) statements showing any payments due after your 
insurance has processed your claim and advised us of any charges that you are financially 
responsible for, this will also include any fees due for late cancellations and no-shows.  If after those 
statements no payment arrangements or payments have been received, your account will then be 
turned over to our outside Collection Agency.  Once your account is turned over to collections you 
will then be required to contact them to make payments and will be responsible for the 25% 
collection fees in addition to the balance owed to Courtney Medical Group.  (Balance due to CMG 
+25% collection fees will be the total due at that time.)

By signing below you acknowledge that you accept financial responsible for any of these charges 
that are accrued.   

_______________________________________________________________ ____________________________________ 
Patient’s Signature  Date 

_______________________________________________________________ ____________________________________ 
Witness Signature  Date 

1671 WEST INA RD, #101, Tucson, AZ 85704-1928 

Phone # 520-797-8555    Fax # 877-409-3138 







Patient Name: 

Address: 

Date of Birth: 

Authorization to Release Medical Records 

(IF MORE THAN 10 PGS, PLEASE MAIL) 
Note: There is a fee for records released to patients for personal use. 

Social Security#: _________ _ 

I hereby authorize: 

Address: 

City: 

TO: 

___________ State: ______ Zip: ____ _ 

To release photocopies of ALL MEDICAL RECORDS concerning the above names patient 

COURTNEY MEDICAL GROUP 

1671 W INA ROAD, #101 

TUCSON, AZ 85704-1928 

PHONE: 520-797-8555 FAX: 877-409-3138

I authorize the release of photocopies of the following medical records in the possession of ________ _ 

For the purposes hereof, •MEDICAL RECORDS" shall include all confidential HIV-related information (as defined in A.R.S. section 3fHi61), confidential communicable 

disease related information (as defined in A.R.S. section 36-661), confidential alcohol or drug related information (as defined in 42 CFR section 2.1 ET SEQ.), and 

confidential mental health diagnosis/treatment information. 

____ All medical records as specified above 

OR 

____ The following described records only (specify types and dates): 

This consent will expire one-hundred twenty (120) days after the signed date below. I have given my consent freely, voluntarily and without 

coercion. I may revoke this authorization at any time providing I notify Courtney Medical Group in writing to that effect. I understand that any 

release which was made prior to my revocation in compliance with this authorization shall not constitute a breach of my rights confidentiality. I 

understand authorization is considered acceptable in lieu of the original. 

Patient's Signature Date 

***If patient is a minor or information is to be released regarding treatment for psychiatric, alcohol or drug abuse, both the patient 

and parent/legal guardian must sign.*** 

Parent/Legal Guardian Signature Date 

Courtney Medical Group 1671 W /NA ROAD, #101, Tucson, AZ 85704-1928 




