Virginia E. McLean, MD
P VERITASOBGYN
Obstetrics and Gynecology Specialists F: (631) 666-9734

New Patient Registration Form

Patient’s Name; Email:
Date of Birth: Age: Sex: M F Social Security Number:
Current Address: Home Phone Number:
City: State: Zip Code: Cell Phone Number:
Employer Name & Address: Employer Phone Number:
Language: Ethnicity: (Please Circle) Hispanic Non-Hispanic Unknown
Race: Asian Black or African American Native Hawaiian White
Emergency Contact Name: Relationship:
Address: Phone Number:
Who is your referring OB Doctor? Who is your Primary Care Doctor?
INSURANCE INFORMATION
Primary Insurance: Secondary Insurance:
Patient is Subscriber/Policy Holder: YES or NO Patient is Subscriber/ Policy Holder: YES or NO
INSURED INFORMATION (IF OTHER THAN PATIENT):
Subscriber/Pelicy Holder: Relationship to Patient:
Address: His or Her Employer:
SSN: DOB:
PHARMACY: ADDRESS: PHONE #:

Patient Signature: ____Date:




W VERITASOBGYN

Obstetrics and Gynecology Specialists

Virginia E. McLean, MD
P: (631) 533-9733
F: (631) 666-9734

Name: DOB:
Primary OBGYN: Primary Care Doctor:
Past Medical History
Past Surgical History
Medications
Allergies
Obstetrical History Pregnancies:
Living Children: Vaginal Births: ___  C-Sections: ____
Ectopic Pregnancies: ____  Miscarriages: ____  Abortions: ____
Could you be pregnant: __

Gynecological History | Last pap smear:

Last Mammogram:

Last Menstrual Period:

Date of First Menstrual Cycle:

History of Abnormal Pap Smears: YES/ NO

Personal history of sexually transmitted diseases? YES/ NO

¢ BreastCancer-

e (Colon Cancer -

e Ovarian Cancer-YES / NO Whom?
e Uterine Cancer-YES / NO Whom?
e Cervical Cancer-YES/ NO  Whom?

Family History Do any of the following run in your family?

YES/ NO Whom?

YES/ NO  Whom?




