
 
 

 
BEN LEE, M.D., LLC 

3701 S. CLARKSON ST., STE. 200 
ENGLEWOOD, CO 80113 

303-783-9997 
Fax: 303-761-8959 

 
 
 

PATIENT INFORMATION 
 
Name____________________________________________ SS / HC / Patient ID #__________________ 
 Last                   First                               Middle In 
Address__________________________________________ Email_______________________________ 
City_____________________________________________State_______Zip Code __________________ 
Primary Phone _____________________________ Secondary  phone ____________________________ 
 
Gender        M      F       Age_____ Birth date ____________          Single____ Married____ Widow_____ 
                                        Minor____ Separated ___Divorced ___ 
 
Patient Employer/School _____________________________Occupation __________________________ 
Employer/School Address ____________________________ Phone______________________________ 
Whom may we thank for the referral? _______________________________________________________ 
Emergency contact ______________________________________Phone __________________________ 
 
Insurance Information – If applicable 
Person responsible for account _____________________________________________________________ 
                                                       Last                              First                                Middle Initial 
 
Relation to patient _________________Birth date ______________Social Sec. # ____________________ 
Address (if different than patient) _____________________________________ Phone________________ 
City ____________________________________ State _______ Zip Code _________________________ 
Responsible person employer ___________________________________ Occupation _________________ 
Business Address ________________________________________Phone__________________________ 
Insurance Company ______________________________________Phone __________________________ 
Subscriber ID # _____________________________________Group # _____________________________ 
 
Additional Insurance 
Secondary Insurance _________________________________ Phone ______________________________ 
Subscriber ID # _____________________________________Group # _____________________________ 
 
 
ASSIGMENT AND RELEASE 
I certify that I, and/or my dependants have insurance coverage with _______________________.  I assign 
directly to Dr. Ben Lee all insurance benefits. If any, otherwise payable to me for services rendered. I 
understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the 
use of my signature on all insurance submissions. The above named doctor may use my health care 
information and may disclose such information to the above named insurance company and their agents for 
the purpose of obtaining payment for services and determining insurance benefits payable for related 
services. This consent will and when my current treatment plan is completed or one year from the date 
signed below.  
 
Signature of patient/guardian ___________________________________ Date _____________________ 
 
Print name ________________________________________Relation to patient ____________________ 
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Medical History 
( Please Print ) 

 
 

Patient Name _________________________________________        Date ________________________ 
Birth Date _________________   Age ______________ Height _______________Weight ____________ 
 
PLEASE LIST PRIOR SURGERIES AND APPROXIMATE DATES 
 
Date of Surgery                 Surgery                                            Surgeon 

 

 

 
 
Did you experience any complications with any surgeries?                                                Yes            No 
If so, please explain______________________________________________________________________ 
Do you bruise easily?                                                                                                          Yes            No 
Do you use aspirin, ibuprofen or other anti-inflammatory products frequently?                Yes            No 
When did you last use this type of product? ___________________________ 
Do you use diet pills, either over the counter products or prescription products?              Yes            No 
 
Please list any allergies that you have: 
Medication                                                      Reaction 
______________________________________________________________________________________    
______________________________________________________________________________________ 
______________________________________________________________________________________  
 
 Are you allergic or sensitive to soy bean based or paba products?                                     Yes           No 
 
Are you presently under a physicians care?                          Yes            No 
If yes, what for _____ _________________________________________Physician __________________ 
 
Do you have any chronic nose or sinus complaints?                                     Yes           No 
Please describe ______________________________________________ 
 
Do you have frequent headaches?                   Yes           No 
Please describe ______________________________________________ 
 
Do you wear contacts?                                  Yes          No 
 
 
 
 
Please list all medications that you are currently on and the reason for taking them: 
 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
____________________________________________________________________________ 
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Have you ever experienced any of the following problems? 
 
Eye Pain   Yes         No ________________________________________________ 
Blurred vision  Yes No ________________________________________________ 
Loss of vision  Yes  No ________________________________________________ 
Dryness of the eyes Yes No ________________________________________________ 
Any other eye problems? ___________________________________________________________ 
 
Do you have any health problems related to your teeth or gums?  
If yes, please describe ______________________________________________________________ 
Do your gums bleed when you brush your teeth?  Yes No 
Do you wear dentures?      Yes No 
 Uppers  _____ Lowers ______ 
Do you have any skin problems?    Yes No 
If yes, please describe _____________________________________________________________ 
Have you ever had X-Ray treatment for a skin condition? Yes No 
If yes, please describe _____________________________________________________________ 
Have you ever been treated for skin cancer?    Yes No 
If yes, please describe _____________________________________________________________ 
Do you use sunscreens on a regular basis?   Yes No 
If yes, what protection factor rating? _________________________________________________ 
Do you smoke?       Yes No 
If yes, amount per day ____________________________________________________________ 
Have you ever coughed up blood?     Yes No 
If yes, please describe ____________________________________________________________ 
Do you drink alcoholic beverages?     Yes No 
If yes, amount per day ____________________________________________________________ 
 
Have you ever had any of the following? Please check all that apply: 
 
___Chest pain    ___Scleroderma   ___Rectal Bleeding 
___Mitral Valve Prolapse   ___Lupus   ___Chronic Diarrhea 
___Heart Murmer   ___Arthritis   ___Hepatitis 
___Heart Attack    ___Back Pain   ___Jaundice 
___Stroke    ___Chronic Stomach Pain   ___Kidney Infection 
___Dizzy Spells    ___Stomach ulcer  ___Bladder Infection 
___Swollen Feet/ankles   ___Vomited blood  ___Cold Sores 
___High Blood pressure   ___Black stools   ___Palsy 
 
Have you ever been under the care of a psychologist or psychiatrist? Yes No 
Do you ever experience feelings of claustrophobia?   Yes No 
Do you have difficulty sleeping on your back?    Ys No 
 
Does anyone directly related to you, or do you have any of the following: 
Cancer   Yes No   Relation ________________________ 
Diabetes   Yes No   Relation ________________________ 
High Blood Press  Yes No   Relation ________________________ 
Heart Attack or Stroke Yes No   Relation ________________________ 
Early in life ( late 40’s early 50’s ) 
 
     
 
 
 
 

3 
 



 
 

This section if for female patients only 
 
Date of last menstrual period ____________ Do you use birth control pills?  Yes No 
Have you ever been pregnant?  Yes   No Any complications? ________________________________ 
Did you breast feed your children?   Yes   No   If yes, how long? ________________________________ 
 
 
The information on these pages are true and have been provided in full. I agree to 
keep Dr. Ben Lee informed of all information pertaining to my medical history. 
 
Patient signature ___________________________________________    Date _______ 
Please Print _______________________________________________ 
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Consent to Use and Disclose of Health Information 
For Treatment, Payment or Healthcare Operations 

 
 
 

I, _________________________________, understand that as part of my health care, Dr. 
Ben Lee originates and maintains paper and or electronic records describing my health 
history, symptoms, examinations and test results, diagnoses, treatment and any plans for 
future care or treatment. I understand that this information serves as: 
 
A basis for planning my care and treatment. 
A means of communication among the many health professionals who contribute to my 
care. 
A source of information for applying my diagnosis and surgical information to my bill. 
A means by which a third party payer can verify that services billed were actually 
provided. 
A tool for routine healthcare operations such as assessing quality and reviewing the 
competence of healthcare professions. 
I understand and have been provided with a Notice of Information Practices that provide 
a more complete description of information uses and disclosures. 
I understand that I have the right to review the notice prior to signing this consent. 
I understand Dr. Ben Lee reserves the right to change it’s notices and practices. 
I understand that I have the right request restrictions as to how my health information 
may be used or disclosed to carry out treatments, payments or healthcare operations and 
that Dr. Ben Lee is not required to agree to the restrictions requested.  
I understand that I may revoke this consent in writing, except to the extent that Dr. Ben 
Lee has already taken action in reliance thereon. 
 
 

I wish to have the following restrictions to use or disclose my health information: 
 
 
 
 
 
 
 

I fully understand and accept/decline the terms of this consent. 
 

Patient Signature ____________________________________     Date ______________ 
Please Print ________________________________________ 
 


