

PREVIOUS MEDICAL HISTORY QUESTIONNAIRE

(18 MONTHS REQUIRED)

Patient Name: ________________________

Group #: ______________________

Enrollee SS#: ________________________

Claim #: ______________________

Date of Service
Diagnosis

Prescribed Medication / Treatment

____________
_____________
____________________________________

____________
_____________
____________________________________

____________
_____________
____________________________________

____________
_____________
____________________________________

____________
_____________
____________________________________

____________
_____________
____________________________________

____________
_____________
____________________________________

Physicians (other than yourself), that are treating or have treated this patient.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Completed by: _________________________________________

Facility Name: _________________________________________

(Please print)

Date completed: ________________________________________
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· P.O. Box 6910 / Canton, OH 44706-0910

· PHONE: 330-363-6360 / TOLL FREE: 1-800-344-8858
TTY LINE: 330-363-2393 / 1-866-633-4752

· WEBSITE: www.aultcare.com

