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GENERALCONSENT FORCAREANDTREATMENT

TOTHEPATIENT:You have the right, as a patient, to be informed about your condition and the recommended
surgical,medical or diagnostic procedure to be used so that you maymake the decisionwhether or not to undergo
any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your care, no
specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission
to perform the evaluation necessary to identify the appropriate treatment and/or procedure for any identified
condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and
treatment. By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after
a specific diagnosis has been made and treatment recommended; and (2) you consent to treatment at this office or any
other satellite office under common ownership. The consent will remain fully effective until it is revoked in writing.
You have the right at any time to discontinue services.

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of
any test ordered for you. If you have any concerns regarding any test or treatment recommended by your health care
provider, we encourage you to ask questions.

I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner, Physician Assistant, or Clinical Nurse
Specialist), and other health care providers or the designees as deemed necessary, to perform reasonable and necessary
medical examination, testing and treatment for the condition which has brought me to seek care at this practice. I
understand that if additional testing, invasive or interventional procedures are recommended, I will be asked to read
and sign additional consent forms prior to the test(s) or procedure(s).

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents.
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Printed Name of Patient or Personal Representative

Relationship to Patient

ate



Printed Name of Witness

North City Medical



Patient Name: DOB:

NorthCityMedical - https://northcitymed.com/ Office: +347-844-2543 2 of 8

PATIENTMEDICALHISTORYFORM

Dear Patient,

Please return completedpacketwith signature pages to the front desk.

Patient Name:

DOB: / / Age: ❑ Male ❑ Female SS#:

Primary Address:

City: State: Zip:

Home Phone:❑ Preferred ( )

Cell Phone: ❑ Preferred ( )

Secondary Address:

City: State: Zip:

Maywe leaveamessageonyouransweringmachine / voicemail?❑Yes❑No

Email Address: May we email you? ❑ Yes❑ No

Preferred Language:

Ethnicity: ❑ Hispanic/Latino ❑ Non-Hispanic/Latino

Race (checkall thatapply): ❑NativeAmericanorAlaskaNative ❑Asian ❑BlackorAfricanAmerican
❑ NativeHawaiianorOther Pacific Islander ❑White ❑ Other

Pharmacy Name:

Pharmacy Phone # and Cross Streets:

(Internal Use Only)

MRN#:

https://northcitymed.com/
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Primary Care Physician: Phone:

Referring Physician (if different): Phone:

Please list any additional Physicians you see: (Include Phone #):
Phone:

Phone:

Phone:

Phone:
EmergencyContact Name:

Relationship: Phone: ( )

Employment Status:

❑ Employed/Self Employed ❑ Unemployed ❑ Retired ❑ Disabled

Occupation (or Former Occupation):

Name of Employer: WorkPhone: ( )

Advanced Directives:

LivingWill❑Yes❑No DurablePowerofAttorney❑Yes ❑No DNR ❑ Yes ❑ No
If yes, please bring a copywithyou.
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MedicalHistoryHave you EVERhad any of the following:
❑ Asthma ❑ Neurological Disorder/Chronic Headaches ❑ Arthritis
❑ Psychiatric Disorder/Illness ❑ Blood Pressure Disorder/Hypertension ❑ Pulmonary Embolism/DVT/Blood Clots
❑ Cancer ❑ Stroke ❑ Cholesterol Disorder/Hyperlipidemia
❑ Seizures or Epilepsy ❑ COPD ❑ Sleep Apnea
❑ Diabetes ❑ Thyroid Disorder ❑ Eye Disorder (i.e. Glaucoma)
❑ Urinary/Kidney Disorder ❑ Heart Attack/Heart Disease/Atrial Fib ❑ Other

Please list anyothermedical illnessesor problems andprovide details for anyof the above conditions:

SurgeryHistoryPlease list ANYsurgeries youhave had and the approximate date.

Procedure Date Complications

PriorCancerTreatmentDoyoucurrently havecancer?❑Yes ❑No

TypeofCancer Year Diagnosed Treatment Hospital/Doctor’sOfficeWhereYou
Received Treatment

❑ Surgery ❑ Biotherapy
❑ Radiation ❑Radiation

Implants
❑ Chemotherapy

Name:
Address:

Phone:
❑ Surgery ❑ Biotherapy
❑ Radiation ❑Radiation

Implants
❑ Chemotherapy

Name:
Address:

Phone:
❑ Surgery ❑ Biotherapy
❑ Radiation ❑Radiation

Implants
❑ Chemotherapy

Name:
Address:

Phone:

Allergies

Areyouallergic to anymedications orother substances?❑Yes ❑ No Please list allergiesandreactions:

https://northcitymed.com/
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Medication List

Medication Name Dose Frequency

Do you have additional medications not listed above? ❑ Yes ❑ No If yes, please use the back of this page to list all others.

HealthMaintenance

Date of last bone density:

Date of last pap smear: Haveyouever hadanabnormal PAPsmear?❑Yes❑No
Date of last mammogram: Was that mammogram normal? ❑ Yes ❑ No
Date of last colonoscopy: Was that colonoscopy normal? ❑ Yes ❑ No

FamilyMedicalHistoryPlease indicate anymajor conditions, including cancers, that your immediate family
members have had.

Relative Condition and Description Living? Ifdeceased, atwhat age?
Mother Y N
Father Y N
Sibling Y N
Sibling Y N
Sibling Y N
Grandparent Y N
Grandparent Y N
Other Y N

SocialHistory

Doyou currently smoke?❑ Yes❑ No If no, previously? ❑ Yes ❑ No

Years smoked Packs per day Year quit

Doyouuseother tobaccoproducts?❑ Yes❑ No ConsumeAlcohol?❑Yes❑ No If yes,drinks perweek
Do you do any drugs (including marijuana)? ❑ Yes ❑ No If yes, what drug and for how long?

Marital Status: ❑ Single ❑ Married ❑ Partnered ❑ Separated ❑ Divorced ❑ Widowed
Doyousuffer fromdomestic violence? ❑ Yes❑ No Doyou feel safe at home? ❑Yes❑No

https://northcitymed.com/
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ReviewofSystemsPlease indicateALLthat you have experiencedwithin the last threemonths.

General
❑ None
❑ Chills

Eyes

❑ Feeling Tired
❑ WeightLoss

❑ Fever
❑ Feeling Poorly

❑ WeightGain

❑ None
❑ VisionChanges

Ear/Nose/Throat

❑ DryEyes
❑ Eyesight Problems

❑ Eye Pain ❑ Itchy Eyes

❑ None
❑ SinusProblems

Heart

❑ Earache
❑ Sore Throat

❑ Loss of Hearing
❑ Hoarseness

❑ NoseBleeds

❑ None ❑ Chest Pain ❑ Palpitations ❑ SlowHeart Rate
❑ Leg Swelling ❑ Fast heart rate ❑ Legpain, discomfort or fatigue duringwalking

Lungs/Breathing
❑ None ❑ Cough ❑ Wheezing ❑ Shortness of Breath
❑ Trouble breathingwith exertion ❑ Trouble breathingwhen lying flat

Gastrointestinal
❑ None ❑ Abdominal Pain ❑ Constipation ❑ Diarrhea
❑ Heartburn ❑ Nausea ❑ Vomiting ❑ Blood in stool

Skin
❑ None
❑ SkinLesions

Neurological

❑ Acne
❑ SkinWound

❑ Itching
❑ Breast Lump

❑ Change inmole

❑ None ❑ LimbWeakness ❑ Confused ❑ Loss of Memory
❑ Convulsions ❑ Headaches ❑ Dizziness ❑ DifficultyWalking

Psychiatric
❑ None
❑ Depression

Endocrine

❑ Suicidal
❑ Emotional Problems

❑ Anxiety
❑ Change in Personality

❑ Disturbed Sleep

❑ None
❑ Feeling Weak

❑ Hair Loss
❑ DeepeningVoice

❑ WeakMuscles ❑ Hot Flashes

Hem/Lymph
❑ None ❑ Easy Bleeding ❑ Easy Bruising ❑ Swollen Glands

https://northcitymed.com/
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CONSENTTODISCLOSEMEDICAL INFORMATION

Please checkone of the following:

I give permission to the employees of North City Medical, a division of American Oncology Partners
(AOP), to disclose my Protected Health Information to me and the following individual(s):

Name: Relation: Phone:

Name: Relation: Phone:

Name: Relation: Phone:

Name: Relation: Phone:

Name: Relation: Phone:

Name: Relation: Phone:

I request that all my ProtectedHealth Information be disclosedONLY tome and no other individual(s).

I understand that Imay revoke or change this Consent at any time by filling out another Consent form to replace
this one.

Patient Name (Print) Date

Patient or Guarantor (Signature)
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