
 

 

 Patient Registration 
 
 
Patient Information: 

Full Name:  __________________________________________ SSN: __________________________ 

Date of Birth (DOB):  ____________________           Age:_____ Sex: _________           Marital Status: ______________ 

Address: ___________________________________________  City: _______________________ State: ______ Zip: _________  

Employer: ___________________________________________ Employer Phone: ______________________________ 

Phone Number: _______________________  Cell  Home  Email: ________________________________________ 

May we leave a message?   Y   or   N       May we contact you via email?   Y   or   N 

Preferred Pharmacy: 

Name:  _____________________________________________  Phone Number: _______________________________ 

Address: ___________________________________________  City: _______________________ State: ______ Zip: _________ 

Guarantor Information:    (complete only if di erent from above) 

Full Name: __________________________________________  Relationship to Patient: ________________________ 

Address: ___________________________________________  City: _______________________ State: ______ Zip: _________  

Employer: ___________________________________________ Employer Phone: ______________________________ 

Phone Number: _______________________  Cell  Home  Email: ________________________________________ 

May we leave a message?   Y   or   N    May we contact via email?   Y   or   N 

Emergency Contact:    (In case of emergency, we need a contact that does not live with you.) 

Full Name: __________________________________________  Relationship to Patient: ________________________ 

Phone Number: _______________________  Cell  Home  May we leave a message?   Y   or   N 

Insurance Information: 

1)  Primary Insurance Company: _______________________________________________________________________________  

 Policy Holder Full Name: ___________________________________________________________________________________  

 Policy Holder DOB: _____________________________________ Policy Holder SSN: ____________________________ 

 Policy ID Number: ______________________________________ Group Number: _______________________________ 

2)  Secondary Insurance Company: ____________________________________________________________________________  

 Policy Holder Full Name: ___________________________________________________________________________________  

 Policy Holder DOB: _____________________________________ Policy Holder SSN: ____________________________ 

 Policy ID Number: ______________________________________ Group Number: _______________________________ 

 

I authorize the release of any medical information necessary to process my insurance claim. 

Signature: _______________________________ Relationship to Patient: ________________________ Date: _______________ 

 

Vista Radiology, PC will file claims for all services with the insurance(s) provided. Some services provided may be 
considered investigational or not medically necessary and therefore not be covered by insurance(s). To the best of our 
ability, we will get a pre-authorization from insurance(s). The patient is financially responsible for any deductible, co-
pay, and any service(s) that are not covered by insurance. 
I have read and understand the above acknowledgement of financial responsibility. 

Signature: _______________________________ Relationship to Patient: ________________________ Date: _______________ 



 

 

 Patient Medical History 
 
 
Patient Information: 

Full Name:  ___________________________________________ Date of Birth (DOB):  ____________________ 

Referred By: __________________________________________  Phone Number: ________________________ 

Primary Care Physician:  _______________________________ Phone Number: ________________________ 

Reason for Consultation: ____________________________________________________________________________________ 

Medical History: 
 Diabetes  Heart Disease  Lung Disease  High Blood Pressure   Aneurysm  

 Stroke  Liver Problems  Kidney Problems  High Cholesterol   Peptic Ulcer or GI Bleed 

 Cancer (Explain: ___________________________________________)   Other: _______________________________________________ 

Past Surgical History: _______________________________________________________________________________________ 

    ___________________________________________________________________________________________________________ 

Family History: 
 Diabetes  Heart Disease  Lung Disease  High Blood Pressure   Aneurysm  

 Stroke  Liver Problems  Kidney Problems  High Cholesterol   Peptic Ulcer or GI Bleed 

 Cancer (Explain: ___________________________________________)   Other: _______________________________________________ 

Social History: 
Do you consume tobacco?    Y   or   N  Smoke  Chew          Other___________________ 

How much: _______________________ How often: _______________________ How many years? _______________  

Do you consume alcohol?    Y   or   N  

 How much: _______________________ How often: _______________________ How many years? _______________ 

Any Problems with Anesthesia or Sedation?    Y   or   N Explain: __________________________________________ 
      ______________________________________________________________________________________________________________________ 

Medication List:  

Please check if you are taking any of the following: (please list dosage and frequency) 

 Acidphex (Rabeprazole) ______________________________ 

 Aspirin       ______________________________ 

 Brilinta (Ticagrelor)  ______________________________ 

 Coumadin (Warfarin)  ______________________________ 

 Eliquis   ______________________________ 

 E ient (Prasugrel)   ______________________________ 

 Nexium (Esomeprazole)  _____________________________ 

 Plavix (Clopidogrel)   ______________________________ 

 Prevacid (Lansoprazole)______________________________ 

 Prilosec (Omeprazole)  ______________________________ 

 Ticlid (Ticlopidine)  ______________________________ 

Please list additional medications: (please list dosage and frequency) 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

 _____________________________________________________ 

    Medication Allergies:_______________________________________________________________________________________ 
        ______________________________________________________________________________________________________________________ 



Circle any symptoms you are experiencing and give details in the lines below. 
 
General 
 Fever  Fainting 
 Fatigue  Weakness 
 Weight Loss Weight Gain 
 Explain: _____________________________ 
 _____________________________________ 
 
Eyes, Ears, Nose & Throat 
 Double Vision Blurred Vision 

Eye Pain  Dizziness 
Hearing Loss Sinus Problems 
Ringing in Ears Sore Thorat 
Nose Bleeds 

 Explain: _____________________________ 
 _____________________________________ 
 
Cardiac 
 Chest Pain Rapid Heartbeat 

Palpitations 
 Explain: _____________________________ 
 _____________________________________ 
 
Respiratory 

Cough  Shortness of Breath  
 Wheezing  Pain with Breathing 
 Coughing up Blood 
 Explain: _____________________________ 
 _____________________________________ 
 
Gastrointestinal 
 Heartburn  Abdominal Pain 
 Diarrhea  Nausea 
 Pain after Meals Vomiting 
 Visible Blood in Stool 
 Change in Bowel Habits 
 Explain: _____________________________ 
 _____________________________________ 
 
Musculoskeletal 

Foot Ulcers Joint Pain 
 Swollen Joints Leg Crams 

Sti  Joints  Pain with Walking 
 Explain: _____________________________ 
 _____________________________________ 
 
Urinary 

Kidney Stones Painful Urination 
Urgency  Visible Blood in Urine 

 Explain: _____________________________ 
 _____________________________________ 
 

Skin 
Ulcers  Rashes 
Coolness  Night Sweats 

 Explain: _____________________________ 
 _____________________________________ 
 
Neurological 

Weakness  Headaches 
Numbness Slurred Speech 

 Explain: _____________________________ 
 _____________________________________ 
 
Psychiatric 

Anxiety  Depression 
Chronic Fatigue 

 Explain: _____________________________ 
 _____________________________________ 
 
 


