
PROACTIVE PRIMARY CARE                **11041 Countryway Blvd, Tampa, FL 33626  **  Ph: 813-749-0844   *         Fax: 813-749-0846  

 

**SHORTENED HISTORY FOR PATIENTS WITH INFO ENTERED VIA KIOSK/PORTAL ** 
 

PATIENT NAME _____________________________________________________________     DOB:      ______________________________ 
 

Address: __________________________________________________________________________________________________ 
 

Cell Phone # _________________________________         Work Ph #   _________________________________ 
 

Email Address: ___________________________________________________________________________________________ 
 

Emergency Contact Name: __________________________________ Phone #  __________________ Relation:  _______________ 
 

Who was your previous primary care physician (PCP) :    □ NONE  - I have NOT seen primary care doctor in several years.  
 

 Previous PCP doctor:  ____________________________________ Ph#____________________Fax#_____________________ 

 Name of current Specialist(s):_______________________________________________________________________________              

□ I usually only see my Gynecologist for medical care :  Dr. _____________________________________ 

 

How did you hear about our office ?// Who kindly referred you to our clinic ?  _____________________________________   

  □ Internet     □ Insurance Directory    □ WOW magazine   □ Tampa Bay News & Lifestyles Magazine  □ Other:  ______________ 
 

Preferred Pharmacy:  Name:____________________ Ph#___________________________ 
    

 Address:  ___________________________________________________________________________ 
 

 

MEDICATION LIST:    ( Please LIST ALL medications that you are currently taking, including over-the-counter vitamins, herbs, supplements)  
 

□⁭ NONE - NOT on any meds             □ SEE ATTACHED LIST                
 

Drug name         Strength                           Frequency taken    Drug name         Strength                           Frequency taken  

_______________________________________  __________________________________________________ 

_______________________________________  __________________________________________________ 

_______________________________________  __________________________________________________     

_______________________________________  __________________________________________________ 

_______________________________________  __________________________________________________ 
 

ALLERGIES:   List ANYTHING you may be allergic to and what type of reaction you had: -                □ NO KNOWN DRUG ALLERGIES  
 

           Drug / Substance:      Reaction:  

      _________________________________                 ⁭  Rash /  hives / itching   ⁭   ________________________________ 

      ____________________________________                Rash / hives / itching   ⁭   _________________________________    

__________________________________                 ⁭Rash / hives / itching   ⁭   _________________________________ 
                        

.   

 

PAST SURGICAL HISTORY :                           □ NONE , no history of any surgeries                                                                    
 

□ Appendix     □ C-section      □ Kidney stone removed 

□Gallbladder     □ Hysterectomy        □ Vasectomy 

□ Tonsils / Adenoids              with □ Ovaries still present  □ Cataract surgery 

□ Breast Implants                                 with □ Ovaries removed      

□Breast Reduction 

 Other Surgeries:   ____________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

X  ___________________________________________________________________        ______________________________     
       Patient / Guardian’s Signature               Date  
  

(Above PMHx was reviewed by provider with the patient and any additions/corrections/clarifications were noted).   

 

Reviewed by:          □ Dr. Bich-Ngoc Pham, MD           □ Leilani Phelan, PA-C                   □ Christian Neller, PA-C  
 
 

  _________________________________________________________________________                             ______________________ 

                                               Provider's Signature             Date      
04062023 



PROACTIVE PRIMARY CARE 
Family Practice 

B. Ngoc Pham, MD 
Leilani Phelan, PA-C 

Christian Neller, PA-C 
                                11041 Countryway Blvd, Tampa, FL 33626                 

                                                                                 Ph: 813 -749 - 0844   

                                                            Fax: 813 - 749 - 0846  

 

MEDICAL RECORDS REQUEST FORM 

Patient Name:  ___________________________________   DOB:  _____/______/______ 
                                       

Patient Phone #: _______________________ 

I hereby authorize ProActive Primary Care (PPC) and its affiliated providers to contact, request and obtain medical records pertaining to 

my medical, social and psychological health.  This pertains to information from PAST doctors/providers/hospitals/clinics as deemed 

appropriate in maintaining continuity of my medical care.   

I also consent to any exchange of medical information between ProActive Primary Care and any specialist/hospital/clinic that I may be 

referred to in the future for medical evaluation.   

I understand that I have the right to retract this consent at any time with written and signed notice in the future.  

Patient Signature:      _________________________________  Date:    ___________________ 

*************************************************************************************************** 

 TO WHOM IT MAY CONCERN:  _____________________________________________________ 

PLEASE SEND/FAX THE FOLLOWING:  LAST 2 YEARS OF CONSULT 

NOTES, LABS, AND IMAGING REPORTS, as well as any pertinent 

information you feel would help with patient care.  

Thank you,  

Dr. B. Ngoc Pham, MD 

Leilani Phelan, PA-C 

Christian Neller, PA-C 

 

**This release of medical records is for the continuation of care as we are the patient’s primary care provider. ** 

COMMENTS:  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 





Proactive Primary Care 
  

Dr. B. Ngoc Pham, MD   **   Leilani Phelan, PA-C   **    Christian Neller, PA-C 

11041 Countryway Blvd, Tampa, FL 33626 

Ph: 813-749-0844        Fax: 813-749-0846 

___________________________________________________________________________ 

 
CREDIT CARD ON FILE AUTHORIZATION FORM 

 

Patient Name:  _____________________________________________     DOB:     ______________ 

Our office requires a credit card to be kept on file for all patients.   

The undersigned agrees and authorizes our medical practice to save the credit card indicated below on file.   

Medical Practice: Proactive Primary Care  

Information to be completed by Cardholder:  

Name as it appears on the Credit Card:   □ Same name as patient   or   ___________________________________ 

Type of Credit Card:      □ Visa      □ Mastercard      □ Discover     □ AMEX         □ Other: ___________ 

Credit Card to be On File – please present your valid credit card you wish to put on file to the Receptionist to be 

entered/scanned.  

I, the undersigned cardholder, authorize Proactive Primary Care to process the above credit card as “Card on File” for 

the following reasons:  

The Card on File will be charged for the following payments:  

$75 Fee for any NO SHOW or Late Cancellation appt (<24 hour notice) for NEW patients. 

 $25 Fee for any NO SHOW appointments or Late Cancellation (<24 hour notice) for established patients  

- The Card on File will be charged for payment of any co-payment, co-insurance, deductible, or charge that 

may not be covered by your health insurance for all in office and telemedicine visit fees after the 

appointment.   

- All outstanding balances greater than 90 days will automatically be charged to the card on file. 

I understand this authorization will remain in effect as long as I am a patient here at the medical practice.  If the 

credit card is expired, I am to provide a valid, updated card to be on file.  

  

_____________________________________________________        __________________________ 

Cardholder’s Signature          Date  




