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WELCOME TO WILMINGTON HEALTH TRUE CARE

Thank you for your trust in Wilmington Health. Please fill out and submit the enclosed
forms two days before your appointment to help us provide the best care possible.
We look forward to serving you!

WHY CHOOSE WILMINGTON HEALTH?

At Wilmington Health, it starts with Trust, at a place that Respects you.
Where expert care meets Unmatched value. And where a collaborative,
Empowering approach to wellness is not only our top priority, it’s also our
promise to you. Since 1971, no other area provider has offered better, more
affordable care than Wilmington Health. We call it TRUE Care.

And it’s what we offer our patients every single day.
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u WILMINGTON

Demographics

Please print, complete all fields, and sign.

HEALTH
Office Use Only: Recorded By: Date:
Patient Last Name Suffix First Middle
Prior Last Name Nickname SSN Birthdate MaleJ:I FemaleJ:L
Billing or PO Box Address Secondary or Physical Address
Street Apt/Bldg/Lot Street Apt/Bldg/Lot_______
City State Zip City. State Zip
County Country: US |:| Other County Country: US: gOther
Primary Care Provider Marital Status Race Language Ethnicity
1-Primary Insurance Name Patient Contact Information
Policy ID# Group# Home Phone Cell
Insurance Address Day Phone Alternate
City State Zip Preferred Contact (check 1) HomeD CellD Workg PortalD
Policy Holder (Sponsor) Name Preferred Notification (check 1) Phoneg TextD Voice Remindersg
Birthdate Sex Phone E-Mail Decline E-MailD
Street Apt/Bldg/Lot_______ Patient Portal (check 1) Desires registrationg Already registeredg
City State Zip Mother/Parent 1 (of patient under 18)
Policy Holder’s Relationship to Patient First Name Middle
Employer. Last SSN
2-Secondary Insurance Name Phone Birthdate
Policy ID# Group# Street Apt/Bldg/Lot
Insurance Address City. State Zip
City State Zip E-Mail Decline E-Mailg
Policy Holder (Sponsor) Name Father/Parent 2 (of patient under 18)
Birthdate Sex Phone First Name Middle
Street Apt/Bldg/Lot___ Last Suffix SSN
City State Zip Phone Birthdate
Policy Holder’s Relationship to Patient Street Apt/Bldg/Lot
Employer City State Zip
Emergency Contact Information E-Mail Decline E-Mai/u
First Name, Middle Last Relationship
Street City State Zip
Birthdate Home Phone Cell Work

(1) I understand that | am responsible for charges not covered or reimbursed by the above agents. | agree, in the event of non-payment, to assume the cost of the interest, collection and legal
action (if required). (2) We are required by applicable federal and state law to maintain the privacy of your medical information. Our Notice of Privacy Practices document informs you of our
notice at any time. (3) My right to payment for all pharmaceuticals, procedures, tests, medical equipment rentals, supplies and nursing/physician services including major medical benefits are
hereby assigned to Wilmington Health. This assignment covers any and all benefits under Medicare, other government sponsored programs, private insurance and any other health plans. |
acknowledge this document as a legally binding assignment to collect my benefits as payment of claims for services. In the event my insurance carrier does not accept Assignment of Benefits,
or if payments are made directly to me or my representative, | will insure such payment to Wilmington Health.

Print Name

Sign Name (Signature Required)

Relationship to Patient | Date

Patient

Responsible Party
(Of Patient Under 18
Or HealthCare POA)

A copy of this authorization and assignment shall be considered as valid as the original.

Form - Demo Revision 09-2019




Wilmington Health Primary Care
Adult New Patient Health History Form

Name: Date of Birth: Email:

Local Pharmacy: Mail order Pharmacy:

Reason for your visit today:

Previous/current physicians:

Personal Medical History -Please mark each of the following that applies to you (currently or in the past)

QAllergies QHigh Cholesterol OParkinson's Disease
OAnemia QGERD/Reflux QSleep Apnea

QAnxiety QHeadaches/Migraines QSubstance Abuse
QArthritis (Type ) OHeart Disease/Heart Failure QTuberculosis

QAsthma QHepatitis/Liver Disease QDementia

OAtrial Fibrillation OHigh Blood Pressure QHIV/AIDS

QEnlarged Prostate (BPH) Qirritable Bowel QFibromyalgia

QBlood Clots/Clotting Disorder QHeart Attack OLupus

QCancer (Type ) QOsteoporosis Women Only:
QCOPD/Emphysema QKidney Disease QAbnormal PAP smear
QCoronary Artery Disease/Stents QSeizures #____ of Pregnancies
QDepression QStroke #_ of Children
QDiabetes (Type 1 or 2) QThyroid disease Last Menstrual Period

Other Medical Problems (not listed above)

Medication List - Please list currently prescribed medications and any supplements.

Medication Name Dosage How often? | 30/90 day RX? | Refills needed?

Allergies - Please describe any allergic reactions to medications, foods, or the environment.




Name: Date of Birth:

Surgical History- If additional space is needed, please use back of sheet

Type of Surgery (example: hysterectomy) Date (year)

Health Maintenance - Please bring a copy of your immunizations to your appointment.

Date Results

Colonoscopy

Mammogram (women only)

PAP smear (women only)

DEXA (Bone density)

Social History- What is your occupation?
Marital Status: OMarried OSingle ODivorced OWidowed OLlife Partner

Who do you live with?

Tobacco Use OCurrent User ONever User QFormer User

Type Used: Amount per day:
# of Years used: Quit Year

Alcohol Use OCurrent User ONever User OFormer User
Type of alcohol: How much per week:

Drug Use/Substance Abuse OCurrent User ONever User OFormer User

Family History- Please indicate your family history in the boxes below
Q Please check here if adopted (no family history available)

Biological Family Member| peceased? List any medical problems (with age at diagnosis if known)

Mother/Parent 1

Father/Parent 2

Sister(s)

Brother (s)

Daughter(s) Ages:

Son(s) Ages:

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather

Other relations




M AUTHORIZATION for USE and/or DISCLOSURE of

E m WILMINGTON PROTECTED HEALTH INFORMATION
HEALTH
U Office Use Only: Recorded by: Date:

I authorize the use and/or disclosure of my protected health information, as set forth below. I understand
that this authorization is voluntary. I understand that, if the persons or organizations I authorize below are
not health care providers, they may further disclose the protected health information and it may no longer
be protected by federal health information privacy laws. This authorization will remain in place until a
notice of change is provided in writing.

Patient Information (please print):

Name:

Date of Birth:

Protected Health Information to Be Used and/or Disclosed:

I authorize Wilmington Health to discuss medical information regarding my care, test results,
appointments and/or billing information with someone other than myself? Yeso  Noo

If yes, I authorize Wilmington Health to disclose my protected health information to the following
individuals, who may be contacted directly by Wilmington Health:

NAME RELATIONSHIP PHONE NUMBER

I authorize Wilmington Health to leave a message regarding my medical care on my voicemail Yeso NorO
If yes, please provide the phone number:

I authorize Wilmington Health to send appointment reminders via Text Message? Yeso Noo
If yes. please provide the phone number:
Please note data charges may apply per your cell phone carrier

I acknowledge that I have been made aware of Wilmington Health’s Notice of Privacy Practices. I have had full
opportunity to read and consider the contents of the Wilmington Health Notice of Privacy Practices.

Signature: Date:

If this authorization is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

Revised 06/18/21
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