
PERSONALIZED LONGEVITY MEDICAL CENTER
1146 South Cedar Crest Blvd, Allentown, PA 18103
Phone: (610) 366-9411 | Fax: (610) 366-9229

 PATIENT DEMOGRAPHIC INFORMATION
Today's Date: ___________

PATIENT INFORMATION
Full Name: _____________________________________________
Date of Birth: __________________ Sex: ☐ Male ☐ Female ☐ Other
Address: _____________________________________________
City: _______________State: _________ ZIP: ______________
Telephone - __________________________________________
Email: _______________________________________________
Occupation: _________________________________________
Full-Time Student? ☐ Yes ☐ No Disabled? ☐ Yes ☐ No

MARITAL STATUS & SPOUSE INFORMATION
Marital Status: ☐ Single ☐ Married ☐ Divorced
Spouse's Name (if applicable): _____________________________________________

EMERGENCY CONTACT
Name: _____________________________________________
Phone: - ____________________________________________
Relationship to Patient: _____________________________________________

FAMILY PHYSICIAN
Name: _____________________________________________
Address: ___________________________________________
Phone: - ___________________________________________

HOW DID YOU HEAR ABOUT US? (Check one)
☐ TV ☐ Radio ☐ Direct Mail ☐ Word of Mouth ☐ Internet/Social Media ☐ Other: _______


REASON FOR TODAY'S VISIT
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

COMMERCIAL INSURANCE
Insurance Company: _____________________________________________
I.D. #:__________________________Group #:
Subscriber's Name: _____________________________________________
Relationship to Patient:_____________________Subscriber's DOB:________________________

MEDICARE
I.D. #: _________________Name of Insured: _____________________________________________
Medicare Supplement? ☐ Yes ☐ No
Medicare Advantage ? ☐ Yes ☐ No
If yes — I.D. #: ___________________Group #:____________________________________________

OTHER / AUTO / MEDICAL ASSISTANCE
Company Name: ____________________________________________________________________
Address: ____________________________________________________________________________
Phone: _______________________________ Policy #: ______________________________________
Name of Insured: _____________________ Group #: ______________________________________
Claim/File #: _________________________Contact Person: _______________________________

AUTHORIZATION & FINANCIAL AGREEMENT
I request that payment of authorized insurance benefits be made either to me or on my behalf to Personalized Longevity Medical Center (PLMC) for any services furnished by PLMC. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine benefits or payments for related services. I understand that I am financially responsible to PLMC for any amount not covered by this authorization. I will be notified when final action (rejection, etc.) by my insurance carrier has been received by PLMC. Payment will be expected within 10 days of that notice. In the event that this account is placed with an attorney or collection agency, the undersigned is responsible for collection fees, reasonable attorney's fees, and court costs.
Patient's Signature: ________________________Date:_____________________________________

CONSENT, FINANCIAL LIABILITY & BILLING POLICY

Patient Name: ______________________________Date: ___________ Date of Birth:__________

CONSENT TO USE AND DISCLOSURE OF INFORMATION
For Treatment, Payment, or Health Care Operations
Please read each statement carefully, initial to acknowledge, and sign below.
1. Consent to Use and Disclose Medical Records — I hereby consent to the use and disclosure of information in my medical records for treatment, payment, and health care operations purposes. I understand that this consent is voluntary and that my information may be disclosed to other parties to carry out responsibilities related to my treatment, payment, or health care operations.
Initials: _______
2. Notice of Privacy Practices — I understand that a copy of the Personalized Longevity Medical Center Notice of Privacy Practices has been made available to me, and which I have read or do not wish to read, prior to signing this consent.
Initials: _______
3. Changes to Privacy Practices — I understand that changes to privacy practices will be reflected in updated notices available at the reception desk of Personalized Longevity Medical Center, 1146 S. Cedar Crest Blvd, Allentown, PA 18103.
Initials: _______
4. Requesting Restrictions — I understand that I may request restrictions on how my medical records are used or disclosed, but that Personalized Longevity Medical Center may refuse such requests. If agreed to, the practice is bound by those restrictions.
Initials: _______
5. Revoking Consent — I understand that I can revoke this consent at any time by notifying Personalized Longevity Medical Center in writing, but revocation will not affect actions taken prior to receipt of the notification.
Initials: __
6. Scope of Consent — I understand that this consent applies to treatment, payment, or operations purposes only and that Personalized Longevity Medical Center may decline to provide services if I do not sign it.
Initials: ________





FINANCIAL LIABILITY ACKNOWLEDGMENT
7. Non-Covered Services — I understand and agree to be financially liable for health care services not covered under my insurance plan, including services determined to be not medically necessary. If my insurance denies payment, I agree to be personally and fully responsible for payment.
Initials: _______
The undersigned member hereby agrees to be financially liable for any services that may not be covered under their insurance plan. I have read this form and understand its contents.
Print Name of Patient: _______________________________________________________________
Signature of Patient: ________________________ Date: ___________________________________
If the patient is a minor, the undersigned parent/guardian agrees to be financially liable for the services described above.
Print Name of Parent/Guardian: ______________________________________________________
Signature of Parent/Guardian: ________________________Date: ___________________________

BILLING POLICY
· Co-pays are due at the time of your appointment. A $10.00 surcharge will be applied if the co-pay is not paid at check-in.
· Most services are billable to your insurance. If your plan does not cover office visits, payment is expected at the time of service.
· For any balance owed, payment arrangements can be made by calling (610) 366-9411.
· If the account is not paid after the first statement, it is considered past due. Please contact us at that time.
· Thirty days after the past-due notice, a final notice will be sent. If payment is not received within 10 days and we have not heard from you, the account will be referred to a professional collection agency.

TELEPHONE CONSUMER PROTECTION ACT (TCPA) DISCLOSURE
You agree, in order for us to service your account or to collect monies you may owe, Personalized Longevity Medical Center and/or our agents may contact you by telephone number associated with your account, including wireless telephone numbers, which could result in charges to you. We may also contact you by sending text messages or e-mail, using any e-mail you provide to us. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable.

AGREEMENT TO PAY
I, the undersigned, accept the fee charged as legal and lawful debt and agree to pay said fee, including any/all collection agency fees (33.33%), attorney fees, and/or court costs, if such be necessary. I/We have read this disclosure and agree that Personalized Longevity Medical Center, its employees, and/or agents may contact me/us as described above.
Responsible Party Signature: ________________________Date: ____________________________
Printed Name of Representative (if not patient): ________________________________________
Relationship to Patient: ______________________________________________________________






























CHIEF COMPLAINT & REVIEW OF SYSTEMS

Patient Name: _____________________________Date: ___________ Date of Birth:____________

CHIEF COMPLAINT
What is the main reason for your visit today?
_________________________________________________________________________________
_________________________________________________________________________________
When did this problem start? _____________________________________________
Is it: ☐ Improving ☐ Worsening ☐ Constant ☐ Intermittent
Severity: ☐ Mild ☐ Moderate ☐ Severe
What makes it worse? _____________________________________________
Home treatments tried (e.g., physical therapy, ice, heat): _____________________________________________

ALLERGIES
_________________________________________________________________________________

CURRENT SYMPTOMS — Check All That Apply
Constitutional
☐ Weight loss/gain ☐ Fever/chills ☐ Fatigue ☐ Insomnia ☐ Night sweats
Eyes
☐ Blurry vision ☐ Double vision ☐ Eye pain ☐ Visual disturbance
Ears, Nose & Throat
☐ Sore throat ☐ Hoarseness ☐ Ear pain ☐ Hearing loss ☐ Sinus pain/pressure ☐ Nasal congestion
Cardiovascular
☐ Chest pain ☐ Dizziness ☐ Palpitations ☐ Leg swelling ☐ Varicose veins
Respiratory
☐ Shortness of breath ☐ Chest tightness ☐ Cough ☐ Sputum production
Gastrointestinal
☐ Abdominal pain ☐ Nausea/vomiting ☐ Diarrhea ☐ Constipation ☐ Heartburn
Genitourinary
☐ Urinary frequency ☐ Painful urination ☐ Incontinence/retention ☐ Nocturia
Skin
☐ Rashes ☐ Lesions ☐ Itching ☐ Nail changes ☐ Hair changes


Musculoskeletal
☐ Joint pain ☐ Muscle pain ☐ Leg cramps ☐ Muscle weakness ☐ Joint swelling ☐ Back/neck pain
Psychiatric
☐ Anxiety/panic ☐ Depressed mood ☐ Suicidal thoughts ☐ Alcohol/drug dependence ☐ Fatigue
Neurological
☐ Headache ☐ Dizziness/fainting ☐ Tremor ☐ Tingling/numbness ☐ Difficulty walking ☐ Seizures
Hematologic/Lymphatic
☐ Easily bruised ☐ Swollen lymph nodes ☐ Prolonged bleeding ☐ Blood clot
Endocrine
☐ Excessive sweating ☐ Excessive thirst ☐ Heat/cold intolerance ☐ Irregular menses
Allergy/Immunologic
☐ Seasonal allergies ☐ Frequent infections
Peripheral Vascular
☐ Cold extremities ☐ Painful extremities ☐ Sores that won't heal

Other: __________________________________________________________________________________________________________________________________________________________________




MEDICATION LIST
Please list all medications you are currently taking, or bring a printed list with you.
	Medication Name
	Dose / Route
	Frequency
	Side Effects

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	







MEDICAL HISTORY
Patient Name: _____________________________Date: ___________ Date of Birth:___________

PAST MEDICAL HISTORY — Check All That Apply
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


RELATED PROBLEMS
Change in sleep pattern: _____________________________________________
If female: ☐ Pregnant ☐ Planning to Become Pregnant ☐ Not Pregnant
Weight change: ☐ Gain ☐ Loss — Since: ______ Weight: _____________
Sexual activity: ☐ No Change ☐ Decreased Libido
Mental status: ☐ Anxious ☐ Confused ☐ Depressed — Since: ________

PREVIOUS TREATMENTS
☐ Medications ☐ Surgeries ☐ Nerve Block ☐ TENS ☐ Physical Therapy ☐ Other: _______

SURGICAL HISTORY — List procedure and approximate date(s):
____________________________________________________________________________________
____________________________________________________________________________________

SOCIAL HISTORY
Tobacco Use: ☐ Current Smoker — Packs/day: ______ ☐ Former Smoker —
Quit date: ______ ☐ Never Smoked
Alcohol Intake: ☐ Never ☐ Occasional ☐ Frequent
Drug Use: _____________________________________________

RADIOLOGY STUDIES (MRI, Bone Scan, X-Ray, CT scan — list results or bring reports):
_________________________________________________________________________________
_________________________________________________________________________________
FAMILY HISTORY — Please list any known medical problems:
Mother: _____________________________________________
Father: _____________________________________________
Brothers/Sisters: _____________________________________________
Children: _____________________________________________




PHARMACY, ADVANCE DIRECTIVES & COMMUNICATION PREFERENCES
· 
Patient Name: ___________________________________________Date: ______________________

PREFERRED PHARMACY
Pharmacy Name: _____________________________________________
Address: _____________________________________________________
Phone: - ______________________________________________________

MAIL-ORDER PHARMACY (if applicable)
Pharmacy Name: _____________________________________________
Phone: - _____________________________________________________

ADVANCE DIRECTIVE STATUS
Do you have an Advance Directive / Living Will? ☐ Yes ☐ No
If yes, is a copy on file with this office? ☐ Yes ☐ No
Do you have a designated Health Care Power of Attorney? ☐ Yes ☐ No
Name of Health Care Power of Attorney: _____________________________________________
Phone:  - _________________________________________________
Relationship: _____________________________________________
Do you have a Do Not Resuscitate (DNR) order? ☐ Yes ☐ No

COMMUNICATION PREFERENCES
Preferred method of contact: ☐ Cell Phone ☐ Home Phone ☐ Email ☐ Text Message
May we leave a detailed voicemail regarding your care? ☐ Yes ☐ No
May we send appointment reminders via text message? ☐ Yes ☐ No
Preferred language: _____________________________________________
Do you need interpreter services? ☐ Yes ☐ No — If yes, language: __________________


Thank you for completing these forms. 
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