Patient Name

Maiden/Other Name

Birth Date Sex M/E SSN Race
Address City/St/Zip
Home Phone Cell Marital Status
Religion Email Y/N Email
StudentY/N  School Name Grade
Employer Occupatioﬁ
Employer's Address City/St/Zip
Employer's Phone
Next of Kin Relationship to Patient
Address City/st/Zip
Home Phone Cell
Alternate Contact Relationship to Patient
Address City/St/Zip
Home Phone Cell
Guarantor {if same as patient, please sign and skip this section)
Guarantor’s Address City/St/Zip
Guarantor's Phone Cell Email
Relationship to Patient Guarantor’'s SSN
Guarantor's Employer . Occupation
Guarantor’'s Employer Address City/sSt/Zip
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MEDICAL WEST

an affitiate of the ILIMES HEALTH SYSTEM

Personal Health History |

Welcome to Medical West Health System! We look forward to getting to know you betier.

Please help us 1o provide you with the best medical care possible by answering the following
questions as completely and accurately as you can.

Name:

Reason for first visit to the Clinic:
Date form completed:

Date of Birth:

% HISTORY OF FREVICUSLY DIAGNOSED MEDICAL: CONDITIO
Have you ever had? | Yes | No Have vou ever had?

Abnormal Pap Smear (women) Heart attack or angina

Acid reilux or Hearibumn Heart murmur / valve disorder

Asthma Hepatiitis or cirrhosis

Afrial Fibrillation High Blood Pressure

Anemia Inner ear trouble / vertigo

Alcohol or other drug abuse Kidney Stones

Arthritis Memory loss or dementia

Back pain (chronic) or sciatica ) Migraine (or other) headaches

Bieeding or bruising problems Neuropathy

Blood clots or phlebitis Osteoporosis

Cancer (List type below) Pznic attacks

Circulation problems Pneumonia

Colon polyps Prostate frouble (men)

Depression or nerve problems Rheumatic Fever.

Digbetes Stornach ulcers

Diverticulitis or diverticulosis Stroke or TIA _

Emphysema or COPD Thyroid disease or goiter

Epilepsy or Seizures Tubercuiosis ]

Gallstones Urinary tract infeciions

Glaucoma Venereal disease

Please provide more information below regarding any “Yes” answers, or list other
medical problems that your physician should know about.
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'EFMEDICAL WEST

an affiliate of the LS HEALTH SvSTEM

Personal Health History ||

Date

'Are yoti b;egnant nBW?

DYes' E] l'\io

Number of prior pregnancies?

Number of live births?

Number of miscarriages / terminated pregnancies?
e oCRTIAges

. - Immunization Last
Names of —O_ther Treating Physicians l Histo Yes_ No Date
Tetanus Vaccine

Pneumonia Vacgcine

Influenza Vaccine

Hepatitis Vaceine

Mammogram
Have you previously had any of these | -E9Ne Density Study
tests performed? gg!Aonoscow

Negative _

d-belo:

Do you smoke or chew tobacco?

No. packs/day:

Have you ever smoked in the past?

Date stopped?

Do you drink alcohol?

How many drinks per day?
Have you ever had an alcohol problem? Describe?
Have you ever used any “street” drugs? Describa?
Do vou exercise regulariy? How much?
| Do you have an eafing problem? Describe?
0YS2ET (Rev. UEAIT)




i‘FMEDIO\L WEST

affilfate of the LMY HEALTH SYSTEM

Personal Health History Il

Medication

Strerlggh (Mg_Jc) How often do vou take this?

Are ou rnamed‘? LlYes [INo
| Do vou work outside the home? [JYes [INo

What kind(s) of jobs have you done?

Do you have a Living Will or Advance Direcfive? [ 1Yes LINo

Are you divorosd? [1Yes [INo
Are vou retired or disabled? [Yes [INo

Medlcal Condition

Deta:ls about family history
Diabetes Yes No
Heart Disease Yes No
Cancer Yes No

Other Conditions Yes No

0013261 (Rev. 08/07)




; MEDICAL WEST Receipt for HIPAA Privacy Notice and

an 2ifliste of the LI HEALTH SYSTEM Authorization to Obtzin or Release Information
{(MWT119)

Pahent Name S Ume

Soeial Security Number Preferred Phone Number

By. providitig this stthenzation | triderstand that the- aithiorization s volartary aiid is being donie st 1he raquest o the patiet. |
uriderstand that | may refuse to sign this authorization and my treatmant andor paymetit sbiigations. will not te dffected. |
understand that fiie health informetion' to be. obtained or released may be-subject to re-disclosure by the recipient of the healih
infortmation and no longer protected by itie: Federal Privacy Rules. | uniderstand that I tay revoke this authorization-at any fime
by -nctifying Medical West in writing, but if | do & will not have an effect. on uses or disclosures prigt to the receipt of the
revocation. | tnderstarid that fiis aothorization is-for six (6) veats uriil spetified viherwise.

1 higreby atthorize: Medical West 6 discioss Hisathinforiafion tothi followitgs

‘it & Relatioh | _— Photis ¥ T Vo

Warie & Helation . Phorie#  ( )

N & Helzion . Phome# )]

PLEASE NOTE THAT NOT ANSWERING THE ‘QUESTIONS BELOW WMAY RESULT i THE STAFF OF NDIGAL WEST
LEAVING YOUR PROTECTED HEALTH INFORMATION ON AN ANSWERING MACHINE:

YES Ny The physicians.and staff of Medical West ray confirmy my-dpoointrmesii 16 my vioics ail / aréwarng.
tnachine-af the number provided on’my patient information sheet.

YES NG Tre physiciars aid staff of Medical Weat riny leave iab results or rosults of dtfier diagrisstie shudies (81
WR1,; CT, Bone Sean; gte.) on my veice mail/ answering machire..

VES NG The phiysicians and staff sy relsass rformafion 16 iy Bharacy Witkiout prior sutiorzatisn i 6risri
‘allow call in of a prescription.. ‘

“Special Tristroetions

Wy sigiiatiire balow is acknowledgement that | kave received a copy of the Medical West Privacy Notice (MR119) and that
lagree to-the conditions stated inthis notice.

Signature of Patient/Legal Guardian/Responsible Party ' Date

Printed Name of Legal Guardian/Responsible Party Relationship to Patient

Cliniie HIPPA:-
Mwozss {10/20M8)




{l'MEDlCAL WEST

an afifiate of the UMM HEALTH SYSTEM

No Show/Cancellation Acknowledgement
Applicdble: at all Medical West Health Cefiters

Printed Natne of Patient. Dite of Birth

Tacknowledge the following:

o Itis importanit to iy hezlth that T show 1ip oii thmé for my doctor’s
appointment.

s If1do not show upfor a schediled appointiint, it may affect my health and.
it creutes an wnused appointment slot that could have been used for-another
patient.

» Iiisimportant that I notify my doctor’s office at least 24 Hotrs in advance
when I need to cancel an appoiatrient.

* My doctor may choose to terminate me frot this praciics if T have miore
thati two no-show oceurtences at ay given time.

'Sigﬁature of Paﬁent.’Legél Guardian/Responsible Party : | Date

Piied Natns of Logil GrandisisspomsioFory Reltonsiy o Pafe

‘Clinit No Show/Canceliation Policy L
MWO0O7 {12/18) PageTofi




{ MEDICAL WEST

an affiate of the LI FEALTH SYSTEM

Travel Screening

Date: _

Nartie: Date of Birth:

Have you traveled outside the United States in the last 21 days? Yes or No
If No- stop

If yes, whera?
1.

2.
4,

Have you had & fever of 101.5 or above sincs returnifig? Yes or No

If yes, what date did the fever stai?

Are you expetiencing any of thie following?

L Muscle Pain O Dianiea O Severe Headactie LI Lack of appetite
OO0 Woezkness, [0 Vomiting [ -Abdominal Pain [0  Unusuatl Bleeding

‘Clinke, Travel Screeiiirig
MWD4IS (2D18112)




