




















Campbell Clinic
PATIENT REGISTRATION
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Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Practice Name for any services furnished me by the physician.  I 
understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my 
insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.  This information 
will be used for the purpose of evaluating and administering claims of benefits.

_________________________________________________                         ___________________________
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      Date
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Campbell Clinic
Review of Systems

Patient Name_________________Date_____/____/_______

Do you now or have you ever had any problems related to the following systems circle  
(Y) for Yes or (N) for No

Physician/Provider Signature:_________________________Date:____________________

Physicians use only: (Comments/Notes)

Constitutional Symptoms
Fever/Chills		  Y 	 N
Headaches 		  Y	 N
Weight Loss 		  Y	 N
Weight Gain 		 Y	 N
Other:______________
Eyes
Double vision 	 Y	 N
Blurred vision 	 Y	 N
Pain 			   Y	 N
Glaucoma 		  Y	 N
Cataracts 		  Y	 N
Other:______________
Ears/Nose/
Mouth/Throat
Hearing changes 	 Y	 N
Nosebleeds 	    	 Y	 N
Pain swallowing 	 Y	 N
Other:______________
Respiratory
Shortness of breath 	 Y	 N
Cough 		  Y	 N
Wheezing 		  Y	 N
Other:______________
Cardiovascular
Chest pain		  Y	 N
Palpitations 		  Y	 N
High blood press. 	 Y	 N
Other:______________
Gastrointestinal
Abdominal pain 	 Y	 N
Nausea/Vomiting 	 Y	 N
Indigest/Heartburn 	 Y	 N

Other:______________
Genitourinary
Painful Urination 	 Y	 N
Loss of Urine 		 Y	 N
Frequency/Slow Stream          	
			   Y	 N
Urinary urgency 	 Y	 N
Incontinence       	 Y	 N
Other:______________
Neurological
Tremors	     	 Y	 N
Dizzy Spells        	 Y	 N
Numbness 	     	 Y	 N
Tingling	     	 Y	 N
Other:______________
Male
Erection Problems 	 Y	 N
Testicular Masses 	 Y	 N
Pain 		        	 Y	 N
Other:______________
Female
G_____P____AB____
Dura__Birth Cont._____
Age onset Menses____ Flow____
HRT_____
Reg/Irreg__Cramps Y 	 N
Other:______________
Sexual History
Sexually active     	 Y	 N
Sexually satisfied 	 Y	 N
Sexual trauma/HIV/STDs  
			   Y	 N
Other:______________

Hematological/
Lymphatic
Blood clotting prob	 Y	 N
Blood transfusions 	 Y 	 N
Swollen glands      	 Y	 N
Other:______________
Endocrine
Excessive thirst     	 Y	 N
Too hot/cold 		  Y  	 N
Tired/sluggish	 Y  	 N
Other:______________
Interaugmentary
Rashes                  	 Y  	 N
Itching		  Y  	 N
Recurrent Infection 	Y 	 N
Other:______________
Musculoskeletal
Joint pain	        	 Y  	 N
Neck pain	        	 Y  	 N
Back pain	        	 Y  	 N
Other:______________
Psychological
Are you generally satisfied with 
your life?		  Y 	 N

Do you experience anxiety de-
pression?   		  Y  	 N

Attempted Suicide?             		
			   Y  	N
Other:______________




