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Broward Medical & Urgent Care, Inc. Martin M. Roche, Sr., M.D. 
103 S.E. 20th Street • Ft. Lauderdale, FL 33316 

W6LCOM6 TO OUR. OFFIC.6 

PATIENT INFORMATION FOR MEDICAL RECORDS (PLEASE PRINT) 

NAME 0 Mr. 0 Mrs. 0 Miss ------,-,["l"'''---------""'!R~---------,~rwt!'lJJ'rrrxr LAST FIRST MIDDLE INITIAL 

MARITAL STATUS: M s D w REFERREDBY: --------------------------­

SOCIAL SECURITY# ____ __ _ BIRTH DA IE -===-- ---=-:=---- --:-::::7::=---
MONTH DAY YEAR 

AGE ____ _ 

HOME ADDRESS: ___________________________________________________________ _ 

CITY STATE --- -----ZIP--------
HOMEPHONE ___________________________ WORKPHONE __________________________ __ 

OTHERPHONE EMAIL ______________________________ _ 

EMPLOYER: ------------------------------------OCCUPATION -------------------

WORKADDRESS: -----------------------------------------------------------­

CITY ---- ------ --------------STATE - - - -----ZIP---------

SPOUSE'S NAME: ---------------------------------------------------------
WORKPHONE __________________________ OTHERPHONE __________________________ __ 

WHO TO NOTIFY IN AN EMERGENCY: -------------------------RELATIONSHIP -----------

PHONE _______________________________ OTHERPHONE _______________________ ___ 

ACKNOWLEDGMENT OF NOTICE 
By signing th is I understand that I am financially responsible for all charges including medication, laboratory test and/or 
procedure(s) received and/or performed. 

PERSONAL HEALTH INSURANCE; Our office currently accepts assignment on AETNA, BC/BS, CIGNA, HUMANA, 
MEDICARE, UNITED, TRICARE, WORKERS COMP, and PIP. 
Your insurance carrier will determine your eventual reimbursement. Our office will not accept responsibility for negotiating a 
settlement on a disputed claim. You are responsible for knowing and following through on your insurance claim if it is denied. 

PRIVACY PRACTICES: I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read 
them or declined the opportunity to read them and understand the Notice of Privacy Practices . I understand that this form 
will be placed in my patient chart and maintained for six years. 

MALPRACTICE INSURANCE: Under Florida law, physicians are generally required to carry medical malpractice insur­
ance or otherwise demonstrate financial responsibility to cover potential claims for medical malpractice. However, certain 
part-time physicians who meet state requirements are exempt from the financial responsibility law. MARTIN M. ROCHE, 
SR. MEETS THESE REQUIREMENTS AND HAS DECIDED NOT TO CARRY MEDICAL MALPRACTICE INSURANCE. 
This notice is provided pursuant to Florida law. 

PLEASE SIGN AND RETURN TO RECEPTIONIST (ALL PATIENTS MUST SIGN BELOW) 
I, the undersigned, have insurance coverage with the above noted insurance company and assign directly to MARTIN 
ROCHE, MD all surgical and/or medical benefits , if any otherwise payable to me for services rendered . 1 understand that 
I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor tore­
lease all information necessary to secure payment of benefits. 

Date----- - ------ Signature ------ - ---------------------­
•pLEASE COMPLETE THIS ENTIRE FORM BEFORE RETURNING IT TO OUR STAFF- THANK YOU 



:Vlartin M. Roche, Sr., M.D. 
Broward Medical & Urgent Care, Inc. 

I OJ S .E. 20th Street • Ft. Laud craie, FL 333 I 6 

Tekphonc: 954 -46::!-7558 Fax : 954-525-58::!0 

DRUG ALLERGIES PREVIOUS HOSPITALIZATION OR SURGERY 

DATE REASON DATE REASON 

YEAR OF LAST 

VACCINE VACCINE TEST .!EXAM TEST/EXAM MEDICATIONS YOU ARE CURRENTLY TAKING 

TETANUS PNEUMONIA RECTAlJSTOOL TUBERCULOSI~ 

FLU OTHER CHOLESTEROL OTHER 

MEDICAL HISTORY 

a ABDOMINAL PAIN - CHRONIC a GOUT 0 PsoRiASIS a ECZEMA females • Please Complete 
a ALLERGIEsiHAYF£VER a HEART M URMUR 0 CHEST PAIN 0 RASHES 0 H!VFS PREGNANT"> 0 YES Q No 
:::.1 ANEMIA a HEADACHES • FREQUWT 0 5cAALET fEVER U TUBERCULOSIS U H ERP£5 . 

::J ANKLE SwEWNG 0 HEMORIIHOtOS _ _ - - -- 0 SEXUALIMENSTRUAL DYSFUNCTION _ PLANNING PREGNANCY? 0 YES 0 No 
0 APPrnTE Loss a HtRNA 0 SINUS TROUBLE - --::::--- - - - Menstrual Flow: 
0 ARTHRmsiRHEUMATISM Q HIGH 81.000 PRESSURE 0 STOOLS BLOODY OR TARRY • 
a AsTHMA/WHEEZING a INOIGESTlON OR HEARTBURN 0 SrROKE 0 Reg u la r 0 Irregular 0 Pain/Cramps 

0 BACK PAIN • RECURRENT 0 lllf'£CTION :.J SWALLOWING O!FRCULTY _ Days of Flow _Length of Cycle 
0 BRONCHms/( HRONIC COUGH 0 J.~>.UHOICE/HEPAllTlS 0 SWOLLEN ANKLE S 

:::J WC£R 0 KlDH£Y STONES TETANUS 
·- - - - -- Date-1st day of last period _ _ _ 

:::.1 CHIOCEN Pox a PCR.JO a MUMPS __ a lEG PAIN a THROAT SORENESS- FREQUENT --- 0 Pain/Bleeding during or after sex 

a CoNVULSK>NsiSelZum a MEASUS :1 RuewA o RH£UMAnc FEVER a THvRolo 
a D IABmS Q MEMOIIY LOSS Q TREMOR Number of: 

0 DIARRHEA 0 (ONS11PA110N 0 MEHT.I>.l ILLNESS__ __ _ 0 U LCERS • P PTK _ ----- _ Pregnancies __ Abortion s 

0 (HANGE IN 80\"itL HABIT'S --- 0 MOOO!NESS • EXCESSNE 0 URETHRAL DISCHARGE Miscarriages Live B irths 
:l DIPHTHERIA Museu WEAI<NESS 0 URINE - BLooo PRe~ tNT - . - --
::J DMJmCULOSIS :J OIOHN's/Couns 0 NAUSEAIVOMmNG - PERSISTENT 0 Ut~~NATlON • OvERNIGHT M~AN T"MCE Birth Control Method, _____ _ 

a DIZZINESsiFAINIING - :J NERVOliSNESS 0 DEPRESSION VARICOSE VEIN5/PHLEBITIS B .C. Pill (Name) 

0 EAR INFECTlONS • FREQUENT :J NOSE 8UEDS 0 VeNEREAL DISEAsE 0 Flushing/Menopause 

0 EA~ RINGING ::J NUMB ESsiTINGUNG SENSATION a W EIGHT Loss Date of last PAP Test 
0 EvtSlGHT • FAJUNG 0 OsTEOPOROSIS 0 O THER --- ---
0 FATIGUC - CHRONIC Q PHoBIAS 0 O THER ---- a Normal 0 Abnormal 

:::J FooT PAIN 0 Cow N uM8 FEET __ 0 PNEUMONIA 0 O THER Date of Last Mammogram 

.l G Au. BLADDER TROUBU 0 PROSTATE D ISEASE 0 O THER ·--- --- ---- 0 Normal iJ Abnormal 

FAMILY HISTORY 
FATl£R'S MOTHER"$ FATHER'S MOTHER'S 

FATHER MOTHER Cltl0fl£N SUlLIHGS PAAEKTS PNI!:NTS FAlliER MOTHER CHILDREN SIBliNGS PAAEKTS PNU:NTS 

ALCOHOLJSM 0 0 0 0 0 0 HtGti BLOOO PfiE!SSURE 0 0 0 0 0 0 
ASTHMA 0 0 0 0 0 0 lOONEY DISEASE 0 0 0 0 0 0 
BlEEDtNG DISORDeR · · 0 0 .. o . .0 0 0 MENTAL UHESS 0 0 0 · 0 ... 0 - 0 
CAACER 0 0 0 0 0 0 IIIORAJHE 0 0 0 0 .0 0 
llCAilE"reS .. 0 · D 0 ·· · · 0 ·0 0 OSTEOPOROSIS •· 0 0 ·0 0 0 ·0 
GUUCOMA 0 D 0 · 0 0 0 Sma<E 0 0 0 0 0 0 
EPI..EPSYA::OfMJI..!ION$ 0 0 - 0 0 · D 0 THYROID OiSEAS£ 0 · 0 0 0 0 0 
I£ART CXSEASE . . . . . 0 ·· 0 ···-Q · 0 u ·-D Ol"HER 

HABITS 
0 ~TYPE ----- 0 SUEP: I:JFFlCUI.TY FAI.J..mASlEEP - -- 0 SMOKE: PACKS DAILY----- 0 COFFE£: OJf>S llAI.. y -----

AMOUNT: CONTINUITY OISl1..R8IIHCES -----
HOWL~? _____________ __ 

Ol"HERC~: _________ _ 

0 OET: SAlT INTAK.E EARI.Yr.IORN~AWOJCEHING ---- INTERESTED IN STOPPING? ____ _ 

FAT INTAK.E· llAYnME DROWSINESS ------ EXERCISE ROVllNE: --- ---
OlHER OTHER: 


