
 

New Patient Reminder 

 

 

Please bring to your appointment: 

1. Photo ID 

2. Insurance Cards 

3. All Medication Bottles/Inhalers/Vitamins/OTC medications  

 Do not bring a list.   

 Bringing in your bottles helps prevent medication errors.  

 

 

 

 
 

 

 

 

 

 

 

 

 



 



 



 
 

 



Bryn Mawr Medical Specialists Association (BMMSA) 

 
Patient Information 

(Please print) 

 

Patient name: __________________________________ 

Date of Birth: ____/____/________ 

SSN: ______-______-________ 

 

Requestor / Recipient Information 

 

I hereby authorize (complete name and address of facility you wish to have your records release from): 

________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

 

Please disclose the following protected health information to: 

Lisa A. Kenis, DO 

6 Lancaster Avenue, Upper Level 

Wynnewood, PA 19096 

Phone: 484-416-3880   Fax: 484-416-3855 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

_X_ COMPLETE CHART (ON A CD) 

__ Discharge Summary 

__ History and Physical 

__ Progress Notes 

 

__Operative Notes 

__ Pathology Reports 

__ Radiology Reports 

__ Laboratory Results 

__ ECG / EEG / Cardiac Cath 

__ Emergency  

__ Other: 

_____________________________ 

Authorize release of information related to AIDS (Acquired Immunodificiency Syndrome) or HIV (Human 

Immunodificiency Virus) infection, psychiatric care and/or pyschologic assessment, and treatment for alcohol and/or drug 

abuse.  

___ I do 

 

___ I do not 

Patient Address: _____________________________________ 

City: ______________________________________________ 

State: __________________  Zip Code: __________________ 

Purpose of disclosure 

_X__ Transfer of care                                   ___ Insurance / Legal investigation          ___ Workers Comp 

___ Referral to specialist                           ___ Disability Determination                    ___ Personal 

I understand that I have the right to revoke this authorization at any time. I understand that my revocation must be in writing and addressed to 

Russ Militello, Privacy Officer. I understand that the revocation does not apply to information already released in response to this 

authorization.  

 

Unless otherwise revoked, this authorization will expire six months from the date it was originally signed or on the following date: 

__________________________________________________________________________________________________________________ 

 

I understand that any disclosure of information may be subject to re-disclosure by the recipient and may no longer be protected by federal or 

state law. I understand that I need not sign this authorization to assure treatment. I understand that I may inspect and/or copy the information 

to be disclosed. I understand that authorizing this disclosure is voluntary. I understand that if I have questions about disclosure of my health 

information, I may contact the Privacy Office  and request a copy of this authorization.  

 

________________________________________________________   ________________________________________________________ 

Signature of Patient or Authorized Representative                                    Date 

 

________________________________________________________   ________________________________________________________ 

Description of Representatives Authority                                                 Signature of Witness 

 



Lisa A. Kenis, DO 

6 Lancaster Avenue, Upper Level 

Wynnewood, PA 19096 

 

Adult Health Assessment Sheet 

 

In order to help us deliver quality care, we would appreciate your responses to the personal history questions below. 

Please be assured that all responses are kept confidential. You should feel free to discuss any questions you have 

concerning these items with the doctor. 

 

Do you have any particular health concerns at this time that you would like to discuss with the doctor? 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

______________________________________________________________________________________________ 

 

Reoccurring Symptoms: 

Please check if you have any of these diseases or if you have any of these reoccurring symptoms. 
 

□ High Blood Pressure 

□ Diabetes 

□ Cancer 

□ Heart Disease 

□ Chest Pain /  Palpitations 

□ Heart Murmur 

□ Shortness of Breath 

□ Swollen Ankles 

□ Palpitations / Heart Pounding 

□ Lightheadedness 

□ Rheumatic Fever 

□ Tuberculosis 

□ Asthma 

□ Bronchitis 

□ Pneumonia 

□ Persistent Cough 

□ Hay Fever 

□ Sinus Problems 

□ Abdominal Discomfort 

□ Indigestion 

□ Nausea 

□ Vomiting 

□ Constipation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

□ Diarrhea 

□ Change in Bowel Habits 

□ Blood in Stool 

□ Hemorrhoids 

□ Unexplained Weight Loss / 

Gain 

□ Colitis 

□ Gall Bladder Disease 

□ Pancreatitis 

□ Liver Disease 

□ Hepatitis / Yellow Jaundice 

□ Thyroid Disease 

□ Head or Neck Radiation 

□ Headache 

□ Migraines 

□ Kidney Disease 

□ Kidney Stones 

□ Difficulty Urinating 

□ Frequent Urination 

□ Arthritis 

□ Low Back Problems 

□ Bone / Joint Problem 

□ Blood Transfusions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

□ Anemia 

□ Blood Disorders 

□ Lumps / Moles 

□ Skin Diseases 

□ Sexually Transmitted 

Diseases 

□ HIV / AIDS 

□ Anxiety 

□ Depression 

□ Sleeping Problems 

□ Alcohol Abuse 

□ Drug Abuse 

□ Gout 

□ Seizures 

□ Visual Problems 

□ Hearing Problems 

□ Measles 

□ Chicken Pox 

□ Mumps 

□ ______________________ 

□ ______________________ 

□ ______________________

Allergies: 

Do you have any known allergies to medications, foods, or other substances? If yes, please list along with the reaction 

that you have. 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Medications: 

Please list all medications including the doses and instructions that you are currently taking. This includes 

Prescription, Over the Counter, Insulin, Inhalers, Vitamins, and Herbs.  

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 

Name: 

____________________________ 

DOB: 

____________________________ 



 

 

Hospitalizations and Operations: 

Please list all hospitalizations and operations that you have had and give the approximate date of each. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_______________________________________________________________________________ 

 

___________________________________________ 

 

 

 

 

 

 

 

 

 

 

Have any of your IMMEDIATE family members had any of the following illnesses? 

 

Illness Which family member Age when 

diagnosed 

Illness Which family member Age when 

diagnosed 
Cancer (describe 

type) 

  Bleeding Disorders   

High Blood 

Pressure 

  Diabetes   

Heart Disease   Asthma   
Strokes   Epilepsy   
Mental Disease   Genetic Disease   
Glaucoma   Arthritis   
Drug/Alcohol 

Addiction 

  Kidney Problems   

Other:   Other:   

 

Immunizations: 

Have you have any of the following immunizations? 

 

Hepatitis B 

Tetanus 

Flu Shot 

Pneumovax 

Measles 

Mumps 

Rubella 

 

 

Advanced Directives: 

Do you have a living will? 

Are you an organ donor?    

 

 

 

 

 

 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

NO YES Approximate Date _______________ 

 

NO YES 

NO YES  

Family History 

Is your mother alive? 

 

Is your father alive? 

 

Number of siblings: Sister(s)______ Brother(s)______ 

 

Do any of your siblings have a serious illness? 

 

NO YES  If no, age and cause of death: _____ 

___________________________________________ 

NO YES  If no, age and cause of death: _____ 

___________________________________________ 

 

 

NO YES  If yes, explain: _________________ 

___________________________________________ 

 



 

 

For WOMEN only: 

Date of last menstrual cycle? ____________ 

Do you do self breast exams monthly? 

Any history of abnormal PAP smears? 

Any prolonged or abnormal bleeding? 

Any pelvic pain? 

Any abnormal discharge? 

Do you take a calcium supplement? 

Number of pregnancies _________________ 

 

For MEN only: 

Do you do self testicular exams? 

Have you had a prostate exam? 

Have you had a PSA (labs to check your prostate)? 

 

Have you have any problems with urinations? 

 

 

Sexual History: 

Are you sexually active?  

Would you characterize your sexual preference as: 

Do you have multiple sexual partners?  

Do you use condoms?  

What method of contraception do you use?  

 

Health Maintenance: 

When was your last: (give approximate date) 

PAP Smear? ___________________                Cholesterol Check? ________________ 

Breast Exam? __________________                Stool check for blood? _____________ 

Mammogram? __________________               Prostate Exam? ___________________ 

Complete Physical? _____________                Sigmoid Exam? ___________________ 

 

Social History: 

How many people live with you now? _________________________________________________________ 

Present Occupation? _______________________________________________________________________ 

Have you ever worked with chemicals, paints, asbestos, or other hazardous materials? ___________________ 

Have you ever been exposed to any environmental hazards such as radiation, toxic waste, or lead paint? _____ 

 

Personal Habits: 

Do you wear your seatbelt?                                  

Do you wear a bike helmet?                                 

Do you use tobacco products?  

Do you drink alcohol?                                          

            coffee?                                           

             tea?                                               

Do you follow a particular diet?                          

Do you exercise regularly?                                  

Any recent travel outside the US?                       

Do you have a gun in your home?    

Do you use drugs?                    

Do you have smoke detectors in your home?      

 

 

Age of onset of periods?_______________________ 

NO YES   

NO YES   

NO YES   

NO YES   

NO YES   

NO YES   

Number of miscarriages or abortions ______________ 

 

 

NO YES   

NO YES   

NO YES  If yes, explain: _________________ 

___________________________________________ 

NO YES  If yes, explain: _________________ 

___________________________________________ 

 

 

NO YES 

Heterosexual       Homosexual         Bisexual 

NO YES 

NO YES 

___________________________________________ 

 

 

NO YES   

NO YES    N/A    

NO YES   If yes, what kind?_________ How much? _________ 

NO YES   If yes, how many drinks per week? ______________ 

NO YES   If yes, how many cups per day? _________________ 

NO YES   If yes, how many cups per day? _________________ 

NO YES   If yes, what type? ____________________________ 

NO YES   If yes, what type? ____________________________ 

NO YES   If yes, where? _______________________________ 

NO YES   If yes, is it under lock and key? _________________ 

NO YES    

NO YES  

 


