S

S ORIZATION FOR RELEASEOF = =
, . . ufECTED HEALTH INFORMATION -
} TOFAMILY MEMBER OR OTHER PERSONS

Patient Name: Address:
Date of Birth: : .

Phone #; { ]

PRIVACY QUESTIONAIRE

. blease list the names of the family members or other persons, i any, whom we may inform about your
____ Medical Condition, Diagriosis, or Lab reporis _____ billing inquiries on your gccount
on each person listed, ihis is o ensure that we are giving the information 10 the appropiiale person.
Relationship to patient:

Jorke

We require three identifiers

Name:
Please give three identifiers: 55 % Date of Birth Mother's Maiden Name
MName: _ ; Relationship to patient:
Please give three identifiers: 55 = Date of Birth Mothe’rs Maiden Name -
Name: Relationship to paiient:
 Date of Birth Mother's Maiden Name

Please give three identifiers: S5 #
nt service reminders) be left with 2 family member that answers

3. Can confidential messages (i.e.. appointment & oulpatie
» NO

vour home phone? YES

3. Can confidential messages (i.e.; appointment & ouipatient service reminders) be left on your home phone answering

machine or voicemail? YES NO

4. please list the telephone number, if any, where you want to receive calls about your appointments, lab & x-ray results, or
other heslth care information.

Telephone Number: { 3
This is my (circle one): HOME / WORK / CELL / OTHER

STATEMENTS OF UNDERSTANDING

a2, Fany, Schaviors! Hesith, F20y.

onder the regulations in 42 Code of Federal Regulatons,
the conditions fista balow:.

i immmm&imnmmﬁhmgpaﬁaﬁm‘ mmmwmmm
Hﬁqm@awm,ﬁay,mmmm, ﬁaﬁy,mgmmmﬁaﬁarsmbgmamam vrker, = individuals or orgeniations Ssed 2ove, Gy undsr
caceives the 2have information Is Dot hesltt a2 pravider or health plzn coverad by fedesal privacy reguiations, ihz information desaibeg shove could be retistossd

b= protected by the fadsral privacy reguletions.
rengered czmatteamdiﬁmadongaasigmfngcfﬁﬁsmﬁzaﬁm,ex:afmg the instance of research

2. Tundersiznd ihetif e person or entity that
5y such peyson o sntily and will fikely no fongsr
3. Iundsrstang t%ra:trams;:ar;a,man:farsamces
mﬁﬁéy@h@ma?mmm%mﬁwmamm.

<. Tundersiond thet this consentis subject & revocstion stenytime. 7 understend St i1 revoke Hhis suthodzation, T must do s in wrting and obisiR =nd file 2 revecsBon form with the Hit Deperiment of the
entity suthodzed o relssse this informetion. 1 undersiond that the revocEtion il sot 3pply W informaticn Bt has siready baan disdosad in respons2 o s suthorfzstion. T understeng that B revecslon vl not
apply I my insurance OmpEny a5 the Bw mﬁdsmyinsuwxmmeﬁghzmmmszadaim undar oy Oy

z Thisauﬁmri;aﬁc—mﬁue.v_ﬁreiy&—ﬁamdafaﬁﬂsiauhmssaﬁ sce revoked. I s aythosizab is for = use or disciosure of PHEL
wiocmation nesds, butdess reseree the sight fo recsive reasonzhle notice of request end e=sonztle e o compista request.

related reatmentor when di2 pravision of heslihere o

5. Allegiznce Heslth will stive to mest your fizzlth

{Sgnetur2 of peiant)

{Signature of Winsss)
Date:

Date:

45880-1_0708




ADULT HISTORY INTAKE ™~

Birth Date:

ames

Ilingss
MMerber {s)

Cancer [describe iype)
Hypertension (high blood pressure)

Heart Disease

Diabetes

Siroke {5}

Tiental Disease {Anxisiy, Depression, sic.)

Drug or Alcohol Addiction

Glancomsa

Bigsding Diseasss

(steoporosis

Asthma

Gaswointestinat Problems(Ulcer, Reflux, efc.)
Hidoey Problems

Ofther

List Operations/Hospitalizations and dates:

ist any Injuries or Fractures and dates:

Wedications:
Aliergies:
PREVENTION/SOEL =
Do vou have difficulty bathing. dressing, or

Occupation:
. feeding yourself? ¥
Are you in a relationship in which you have bzen

Do vou smoke? Yes No

Do you drink slecholic beverages? Yes No physically hurt by your pariner? Yes No

Do you take drugs? Yes No ' Have you ever engaged in any activity which has put you

Have yon fallen at home recently? Yes No at Tisk for getiing AIDS? Yes MNo
Yes No Do you wish to be tesied? Yes No

De you drink coffee or tea?
Have you ever worked with chemicals, painis,
Asbestos, and any other hazardous materials? Yes No

Date of last menstrual period:

Temales Only: Date of last mammogram;

Reviewed Bw: - Diates
Reviewed By: Dais;
Reviewed By: Date:,
Reviewed By: Date:




Patient Name:

< Pleass indicats ;a‘a—t'sogéfgiémry below?
Dazte of Birl:

Copsrutionat Sympioms:
Good general healih Iately

Recent weight chagge. - -weeemsemmsom

i TSRS No
-No

ITEA0ECHES  .ooomeesmmeemsmmmmeme T

PRV eeearmrr s rereaernen

Fars/Nose/figuth/ Throat

Tiearing 1058 OF FinZHG. o ommmmmneses
Earaches OF Graingge e -...ho
Chroxic sinus problems or Thimtis. _Ho

e

Evss:
Evye diseass 07 IjiiF -eeee oo

No
Vear glasses/coniact 7ens2S e nann-NNO

o

o

(GIBHEOMB e mamn e cmmmommmmmmem ==

{argipvascalern
souit U‘:‘:ﬂ?.ﬁﬂﬁ_-v,....,-----««-..--.NG
Hear rouble. .o aeamnmn saenme == 1

=T,

Chast pain or anging el s — N
PEIPIAIOM oo eaeeerenmmemamrmnn 2o .. No
Shorimess of breath walking/iving flatNo

Swelling of fest, ankles of hands__...NO

Spitting up bIO0G. . omsmeememeee oo
Shoriness of Breali
Asthmaor GIRGEZIAE. - -cenen wemeeeeTNC
Gastrointestinak

055 0F PDETHE. .o oo mmmmmm oo see e i
Chznge in bowel movement..
9EUSeE OF YOIMIHAG o mmnmesmmemss s
Frequent HATTHEE. o ensens woeromnnrememe I I0
Painful bowel movemens.. ..
Constpation. ... --cevsn e
Recial bleeding or blood I siool..
Abdomingl PaIn.ccoeeeemmemmeesees
Peptic Ulcer (siomach of duodensl). No
Hematoiogic/Lymphatic:
Siowr io heal afier SulS. e amremmeoor
Bieeding or bruising tendency ... e
ATIETTIG. e eonnomnnsmememmnmenemmTm T
PRIEHIES. cnceaaan mamme=mm" Mo
. Past transfusion..-
Eniarzed glangs....o.oomeemmmeeeorr
Allergic/immuneiogic:
History of skin or adverse reaction 102
Penicillia or other anbioHCs - -oomnoo- No
Adorphine. Demerol. of piher nercotics. No
No

[

~r
el

o

11
Aspirin or other paint remedies.-- -
Tetanus antitoxin or other SeUmS. - g
Tcdine, methioaie or OHET amiseptic.....ND

Other droosfimedicationS. ... -----

Food Allergies . oeenenes

Environmenis! allergigs. oeeeeenaes
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Date:
Sepitournmary:
Frequent BINAH0Reemacemsmenes oo B
Buming or painful urination.
Bload i UES. . coeemmememememss==s No
Changein forcefstrain when winstng .. No
Incontinence or drivbling oD
Kidney Stones...-
Sexual difficuliy
viale —testicle pailt..c----—-----
Temale-painful/irregular periods......NO
Female-vaginal discharge. .........--N0
FTemaled of pregnanties. .. —-w-------

Np

Female-# of MISCATIAGES. o= -

Ferpale-date of lasi pap SMEAT..- -

*iuscuipskeletel:

Joint stiffaess or swelling. .-
Wagkness of muscies or JOmiS...--—--- No
N

Cold extremities.... 2o
Difficulty in walking....-- - N
Integumeniary: (skin, breast)

Rash orilching----,---..------__---......No
Change in sKin COI0T.-ooonmmmaeeenmsy o
Change in hair or nals.... ...No
Varicosa VEInS. o omecmeneen s ...No
Breast DAL - oocooremcemmemamesem oo mm s o
Breast lump. discharge..---- No
Brenst AISCHATZE wcuesaeememmmmmmmnmsase s o

Menrological:
Freguent OF FECUITmg headaches. ......--NO
Light headed or GIZZY . -eemes Ne
Convulsions OF SSIZIES...wae o ees MO
Tumbness or tingling sensations......0

Paraiysis
Stoke.
Hesd Iy oo emmmeencrmmnmmesmeee

Psychiatric:
Niemory loss or confusion.

TErVOUSTIZSS e e sanmenmoemmmmesenees SR ¢
D2pression...comnmee [ERRUSOUURO
INSOMMIA. -vnunee SO No
Endorrine:

Glendular or hormone probim... -
Thyrold disease....-- RRPRIPE O . |
Diabeates (Isulinor nen-insulin-circizj No
Excessive thirst or nringlion..-—---- No
Heat or cold Intolefance. . vommmmmmmm e R el
Skin becoming Cl}*‘;?{,NQ
Change I hat or glove SIZS.eaersmmnnen

Reviewsd By:

Reviewed By:

Reviewed By:

Reviewed By:

Reviewed Be:

Reviewed By




