
Riley Perry Lloyd, MD, FACOG 

 
 

DATE�­­­­­­­­­­­­­­­­­­­ 
 
HOW WOULD YOU LIKE TO BE ADDRESSED BY THE STAFF� ​_​­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
 

 
NAME� ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­    ­­­­­­­�­­­­­­­�­­­­­­­­­ 

  FIRST          INITIAL                   LAST             D�O�B�  
 
STREET�­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­  º­­­­­­­­­­­­­­­­­­­ 

 
CITY�­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ STATE�­­­­­­­­­­­ ZIP CODE�­­­­­­­­­­­­­­­­­­­­ 
 
 ­­­­­­­­­­­­­¡­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­        ­­­­­­­­­­¡­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
PATIENT  CeHH PhKJe JQIbeN W� AREA CODE         WORK TELEPHONE W� AREA CODE 
 

EMAIL� ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ​° ​ ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­  

­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­        ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
OCCUPATION                    EMPLOYER  
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­       ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­​­­​        ​­­­­­�­­­­�­­­­�­­­­­­­­­­ 
InOQNed�O Name   If noP Phe LaPienP¡  ​              ​InOQNed�O​ EILHKUeN                           ​InOQNed�O ​DOB 
 
PLEASE CIRCLE�   SINGLE     LIFE PARTNER      MARRIED      SEPARATED    DIVORCED     WIDOW  
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­       ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
EMERGENCY CONTACT NAME                               RELATIONSHIP TO PATIENT  
 
 ­­­­­­­­­­­­­­¡­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
AREA CODE x TELEPHONE OF EMERGENCY CONTACT 
 
 

HOW DID YOU HEAR ABOUT US� ☐​REFERRED BY� ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­  ​☐​GOOGLE  

 

☐​FACEBOOK�SOCIAL MEDIA ☐​FRIEND�FAMILY ☐​OTHER�­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 

 
 

¿Ä»À OHd ONchaNd CeJPeN� SQiPe º¾¾» Be Well Family Care 
SkKkie� IL Á»»ÂÂ ¼¼¿ÄÀ N� PeJJOUHRaJia SPNeeP� SQiPe º½Â»

CaNIeH� IN ¿Á»¾½ 
Phone: Ã¿Â.ÂÁ¾.Â100 | Fax: Ã¿Â.ÂÁ¾.Â10½ 

PaPienP  Face SheeP »Ã�½À�½»½»  
 



 

PaPienP CKnOenP PK LeaRe a DePailed MeOOageO�InfKNmaPiKn  

 
Dear Patient� 

 

Dr� LloUd reqQires oQr staff to obtain prior aQthoriVation to leaRe detailed Roicemail�messages for 
the patient� This policU is to protect the patient and also to protect oQr staff from Riolating the 
patient�s confidentialitU� If Se do not haRe a signed consent form on file� the staff maU onlU leaRe 
their name and a phone nQmber in a message asking UoQ to call them back� 
 

BU completing this consent beloS� UoQ herebU aQthoriVe the staff to call and leaRe their name� the 
doctor�s name� and anU additional information ​including test results​ on a Roicemail�ansSering 
machine and�or Sith a specific indiRidQal� Unless notified in Sriting� this consent Sill remain in 
effect permanentlU�  

  

 

I ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­   ​print Uour name​¡ giRe mU consent to Dr� LloUd and�or 
his staff to leaRe Roicemail�messages regarding appointments� treatments� test resQlts� or anU 
other necessarU information at the nQmbers listed beloS�  
 

Cell phone Roicemail  ­­­­­­­­­­¡  ­­­­­­­­­­ � ­­­­­­­­­­­­­­ 
 

Home Roicemail  ­­­­­­­­­­¡  ­­­­­­­­­­ � ­­­­­­­­­­­­­­ 
 

 

­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ­­­­­­�­­­­­­�­­­­­­­­­­ 
Patient SignatQre Date 
 

 
 
I ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ​ ​print Uour name¡ ​DO NOT GIVE MY CONSENT TO ANY 
MESSAGES BEING LEFT ON A VOICEMAIL OR ANSWERING MACHINE OTHER THAN THE 
CALLER�S NAME AND PHONE NUMBER�  
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ­­­­­­�­­­­­­�­­­­­­­­­­ 
Patient SignatQre Date 
 

 
 

 
¿Ä»À Old Orchard Center� SQite º¾¾» Be Well FamilU CaNe 
Skokie� IL Á»»ÂÂ ¼¼¿ÄÀ N� PennsUlRania Street� SQite º½Â»

Carmel� IN ¿Á»¾½  
PhKne� Ã¿Â�ÂÁ¾�Â¼»» � FaT� Ã¿Â�ÂÁ¾�Â¼»½  
 

PaWLeQW CRQVeQW WR LeaYe a DeWaLOed MeVVage 01.30.2019 



Riley Perry Lloyd, MD, FACOG 

Financial PKlicU  

Thank you for choosing Dr� Riley Perry Lloyd as your healthcare provider� We are 
honored by your choice and committed to providing you with quality care�  

The NeOLKnOibiliPU fKN LaUmenP fKN all PNeaPmenPO iO alSaUO Phe NeOLKnOibiliPU Kf Phe LaPienP  KN Phe 
LaNenP�gQaNdian Kf Phe LaPienP if Phe LaPienP iO a minKN¡� PaPienPO SiPh an HMO KN PPO healPh Llan 
aNe NeOLKnOible fKN cKLaU� dedQcPibleO� cK�inOQNance and all LNKcedQNeO nKP cKReNed bU PheiN healPh 
Llan� IP iO Phe LaPienP�O NeOLKnOibiliPU PK LNKRide Phe Kffice SiPh accQNaPe healPh Llan infKNmaPiKn�  

PaUmenP iO dQe aP Phe Pime Kf OeNRice� Se acceLP CaOh� ViOa� MaOPeNCaNd� and DiOcKReN� Se alOK 
acceLP LeNOKnal checkO� PaPienPO ShK haRe a healPh Llan can elecP PK QOe PheiN cKReNage aO LaNP Kf 
PheiN LaUmenP and Se Ohall file PheiN claimO diNecPlU PK Phe inOQNance cKmLanU� HKSeReN� cK� 
LaUmenPO aNe dQe aP Phe Pime Kf OeNRice�  

If PheNe iO anU amKQnP dQe afPeN Phe inOQNance cKmLanU NeimbQNOemenP� Phe balance iO dQe SiPhin 
¾» daUO� If UKQ haRe financial haNdOhiL UKQ mQOP cKnPacP Phe Kffice in SNiPing OK PhaP OLecial 
LaUmenP aNNangemenPO can be made�  

I hereby authorize direct payment of surgical�medical benefits to Dr� Riley Perry Lloyd for services 
rendered� I understand that I am financially responsible for any balance not covered by my insurance�  

I hereby authorize Dr� Riley Perry Lloyd to release any medical or incidental information that may be 
necessary for either medical care or in processing applications for financial benefit�  

I certify the information given by me in applying for this payment is correct� I authorize the release 
of all medical records on request� I request that payment authorized benefits be made on my behalf�  
 

­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ­­­­­­­�­­­­­­­­�­­­­­­­­­­ 
PaPienP Name  LleaOe LNinP¡ DaPe 
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
PaPienP SignaPQNe 
 
 

 
 

¿Ä»À Old ONchaNd CenPeN� SQiPe º¾¾» Be Well Family Care 
SkKkie� IL Á»»ÂÁ ¼¼¿ÄÀ N� PennOUlRania SPNeeP� SQiPe º½Â»

CaNmel� IN ¿Á»¾½ 
Phone: Ã¿Â.ÂÁ¾.Â¼»» | Fax: Ã¿Â.ÂÁ¾.Â¼»½ 

 
 

 



Riley Perry Lloyd, MD, FACOG 

 

PaPienP CKnOenP FKN UOe x  
DiOclKOQNe Kf PNKPecPed HealPh InfKNmaPiKn  PHI¡ 

 
I haRe Phe NighP PK NeRieS Phe NKPice Kf PNiRacU PNacPiceO LNiKN PK Oigning PhiO cKnOenP� RileU PeNNU 
LlKUd� MD� haO Phe NighP PK NeRiOe hiO NKPice Kf PNiRacU PNacPiceO aP anUPime� A NeRiOed NKPice Kf 
PNiRacU PNacPiceO maU be KbPained bU fKNSaNding a SNiPPen NeMQeOP PK ¿Ä»À Old ONchaNd CenPeN� 
SQiPe ¾»¾� SkKkie� IL Á»»ÂÂ� 
 
WiPh mU cKnOenP RileU PeNNU LlKUd� MD� maU QOe and diOclKOe ​P​NKPecPed ​H​ealPh ​I​nfKNmaPiKn  ​PHI​¡ 
abKQP me PK caNNU KQP ​T ​NeaPmenP� ​P​aUmenP and HealPhcaNe ​O ​LeNaPiKnO  ​TPO​¡�  PleaOe NefeN PK 
RileU PeNNU LlKUd� MD� NKPice Kf PNiRacU PNacPiceO fKN a mKNe cKmLlePe deOcNiLPiKn Kf OQch 
diOclKOQNeO�  
 
WiPh mU cKnOenP RileU PeNNU LlKUd� MD� and hiO OPaff maU call mU LhKne nQmbeN�O liOPed Kn mU 
NegiOPNaPiKn OheeP and leaRe a meOOage Kn mU RKicemail� KN in LeNOKn� in NefeNence PK anU iPemO 
PhaP aOOiOP Phe LNacPice in caNNUing KQP ​TPO​� TheOe meOOageO maU inclQde aLLKinPmenP NemindeNO� 
LNe�NegiOPNaPiKn� inOQNance iPemO and�KN anU callO LeNPaining PK mU medical caNe�  
 
WiPh mU cKnOenP� RileU PeNNU LlKUd� MD� maU mail PK mU hKme� KN anKPheN deOignaPed lKcaPiKn 
liOPed Kn mU NegiOPNaPiKn fKNm� anU iPemO PhaP aOOiOP Phe LNacPice in caNNUing KQP ​TPO​� HKSeReN� he 
iO nKP NeMQiNed PK agNee PK mU NeMQeOPed NeOPNicPiKnO� bQP if he dKeO� iP iO bKQnd bU PhiO agNeemenP�  
 
BU Oigning PhiO fKNm� I am cKnOenPing RileU PeNNU LlKUd� MD� Phe QOe and diOclKOQNe Kf mU ​PHI​ PK 
caNNU KQP ​TPO​�  
 
I maU NeRKke mU cKnOenP in SNiPing eTceLP PK Phe eTPenP PhaP he haO alNeadU made diOclKOQNeO in 
Neliance QLKn mU LNiKN cKnOenP� If I dK nKP Oign PhiO cKnOenP� RileU PeNNU LlKUd� MD� maU decline PK 
LNKRide PNeaPmenP PK me�  
 
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ ­­­­­­­�­­­­­­­­�­­­­­­­­­­ 
PaPienP Name  LleaOe LNinP¡ DaPe 
 
­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ 
PaPienP SignaPQNe 
 

 
 

¿Ä»À Old ONchaNd CenPeN� SQiPe º¾¾» Be Well Family Care 
SkKkie� IL Á»»ÂÁ ¼¼¿ÄÀ N� PennOUlRania SPNeeP� SQiPe º½Â»

CaNmel� IN ¿Á»¾½ 
Phone: Ã¿Â.ÂÁ¾.Â¼»» | Fax: Ã¿Â.ÂÁ¾.Â¼»½ 

 
 

 



 
Male REGISTRATION FORM 07.30.2019 

PATIENT REGISTRATION FORM: MALE 
 

Toda\¶s Date: __________________ 
 

Patient Name: __________________________________ Date of Birth: __________________ 
 
PUimaU\ CaUe Ph\Vician Name ​: ____________________________________________________ 
 
Ph\sician Phone Number: ________________________ Date of Last Ph\sical: ___________ 

 
1.​ ​What is the reason for \our visit toda\? If it is a problem, please describe the s\mptoms and be 
specific: ________________________________________________________________________ 
 

2. Please list an\ medications \ou are currentl\ taking and the dosage amount: ________________ 
________________________________________________________________________ 

3. Do \ou have an\ ​dUXg alleUgieV ​? □​ YES □​ NO 

If \es, please list the drugs \ou are allergic to: ___________________________________ 
_________________________________________________________________________ 

4. Do \ou have an\ th\roid problems? □​ YES □​NO 

If \es, which t\pe? ​□ ​ Low Function      ​□​ Overactive       ​□ ​ Goiter □​ Hashimoto 

5. Are \ou using an\ form of Testosterone or Hormone Therap\? □​ YES □​ NO 
If \es, please describe _____________________________________________________ 

 
S\mSWRm CheckliVW 

PleaVe indicaWe if \oX haYe Whe folloZing: 
 

 YES NO   YES NO 

Do \ou have erectile d\sfunction?   Anxiet\   

Is intercourse satisf\ing?   Irritabilit\   

Do \ou initiate intercourse?   Mood swings   

Do \ou achieve orgasm?   Migraines   

Do \ou suffer from premature  
ejaculation?  

  Memor\ loss   

Is \our sex drive similar as it  
was five (5) \ears ago?  

  Fogg\ thinking   

How often do \ou have intercourse? 
 Muscle loss   

Fatigue   Poor response to exercise   

Decrease in energ\ level   Poor recover\ from exercise   

 



 
Male REGISTRATION FORM 07.30.2019 

 

Please describe below the wa\ in which the issues on the previous page have been dealt with:  
 
 
 
 
 

 
 

PURVWaWe & TeVWicXlaU HiVWRU\ 
 

1. Age of first intercourse experience: _______________ 

2. Are \ou currentl\ sexuall\ active? □​ YES □​ NO 

3. Have \ou had an\ sexuall\ transmitted diseases (STD¶s)? □​ YES □​ NO 

Please list: ______________________________________________________________ 

4. Have \ou had a sperm count? □​ YES □​ NO 

What were the results of the sperm count? _____________________________________ 

5. Have \ou had the mumps? □​ YES □​ NO 

When did \ou have the mumps? _____________________________________________ 

6. Have \ou ever had testicular cancer? □​ YES □​ NO 

If \es, when did this occur? _________________________________________________ 

What t\pe of treatment did \ou receive? _______________________________________ 

7. Do \ou have prostate problems? □​ YES □​ NO 

8. Do \ou have or have \ou ever had prostatitis? □​ YES □​ NO  

9. Is \our prostate enlarged? □​ YES □​ NO 

10. Have \ou ever had prostate cancer? □​ YES □​ NO 

If \es, when did this occur? _________________________________________________ 

What t\pe of treatment did \ou receive? _______________________________________ 

11. Have \ou ever had blood in \our urine? □​ YES □​ NO 

If \es, when did this occur? _________________________________________________ 

Please describe treatment used: ______________________________________________ 

12. Do \ou have bladder or kidne\ issues? □​ YES □​ NO 

If \es, please describe current treatment: _______________________________________ 

 

 



 
Male REGISTRATION FORM 07.30.2019 

Medical HiVWRU\ 
 

1. Have \ou experienced weight gain in the last 1-2 \ears? □​ YES □​ NO 

If \es, please describe: _____________________________________________________ 

2. Have \ou lost more than 10 pounds in the last month? □​ YES □​ NO 

If \es, wh\? ____________________________________________________________ 

3. Have \ou ever had leukemia or l\mphoma? □​ YES □​ NO 

If \es, what t\pe? ________________________________________________________ 

Please describe treatment used: _____________________________________________ 

4. Do \ou have a heart murmur? □​ YES □​ NO 

5. Do \ou have or have \ou ever had kidne\ disease? □​ YES □​ NO 

6. Have \ou ever been treated for a ps\chiatric disorder? □​ YES □​ NO 

If \es, please name the disorder: _____________________________________________ 

7. Have \ou ever had rheumatic fever? □​ YES □​ NO 

8. Do \ou have mitral valve prolapses? □​ YES □​ NO 

9. Have \ou ever had a urinar\ tract infection? □​ YES □​ NO 

10. Have \ou ever had hepatitis? □​ YES □​ NO 

If YES, which t\pe?    ​□​ Hepatitis A       ​□ ​ Hepatitis B       ​□ ​ Hepatitis C   ​□​ Other 

11. Have \ou ever had liver disease? □​ YES □​ NO 

12. Have \ou ever had varicose veins? □​ YES □​NO 

13. Have \ou ever had phlebitis? □​ YES □​NO 

14. Have \ou ever had a blood transfusion? □​ YES □​ NO 

15. Do \ou have a lung disease? □​ YES □​ NO  

16. Do \ou have asthma, emph\sema or chronic bronchitis? □​ YES □​ NO 

 

 



 
Male REGISTRATION FORM 07.30.2019 

Medical HiVWRU\ (​conWinXed​) 
 

17. Do You have lupus, scleroderma, or collagen disease? □​ YES □​ NO 

18. Do \ou have arthritis? □​ YES □​ NO 

If \es, what t\pe? _________________________________________________________ 

19. Have \ou ever had an\ problems with \our blood? □​ YES □​ NO 

If \es, please list the problem (such as anemia or excess blood cells): ________________ 

________________________________________________________________________ 

20. Have \ou ever had multiple m\eloma? □​ YES □​ NO 

Please describe treatment used: ______________________________________________ 

21. Have \ou had an\ major accidents? □​ YES □​ NO 

Please describe: __________________________________________________________ 

22. Please list all operations/hospitali]ations (including \ear and reason): ___________________ 

________________________________________________________________________ 

25. Have \ou ever had an\ anesthesia complications? □​ YES □​ NO 

If \es, please describe: _____________________________________________________ 

26. Have \ou ever had \our cholesterol checked? □​ YES □​ NO 

If \es, what was the date it was last checked? ___________________________________ 

How was \our cholesterol?  ​□ ​ Low □​ Normal □​ Hig 

 
 

SRcial HiVWRU\ 
 
1. Do \ou smoke cigarettes? □​ YES □​ NO 

Average number smoked per da\: ______     How man\ \ears have \ou been smoking? _____ 

2. Do \ou use recreational drugs? □​ YES □​ NO 

3. Do \ou drink alcohol? □​ YES □​ NO  

If \es, what t\pe of alcohol do \ou drink? ______________________________________ 

How man\ drinks per week, on average, do \ou drink? ____________________________ 

 

 



 
Male REGISTRATION FORM 07.30.2019 

Famil\ HiVWRU\ 
 

1. Please circle YES for those that appl\ to YOUR FAMILY (on both \our mother¶s/maternal or 
father¶s/paternal side). Next to each statement please list the relationship to \ou. 

 
  If ​YES ​, who in \our famil\ histor\?  
Alcoholism YES       NO  
Anemia YES       NO  
Arthritis YES       NO  
Asthma YES       NO  
Cancer of the breast YES       NO  
Cancer of the colon YES       NO  
Cancer of the ovaries YES       NO  
Cancer of the prostate YES       NO  
Cancer of the uterus YES       NO  
Cancer, other 
unspecified YES       NO  
Colon pol\ps YES       NO  
Depression YES       NO  
Diabetes YES       NO  
Glaucoma YES       NO  
Heart disease (CAD) YES       NO  
Elevated Cholesterol YES       NO  
H\pertension YES       NO  
Osteoporosis YES       NO  
Pulmonar\ 
embolism/DVT YES       NO  
Stroke YES       NO  
Th\roid disease YES       NO  

 

 
 
 
Physician Signature ­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­­ Date ­­­­­­­­­­­­­­­­­­­­­ 

RileU PeNNU LloUd� MD FACOG  

 


