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Confidential Patient Information Form
How did you hear about our practice? ____________________________________________________________________

First Name: ______________________   Last Name: __________________________________Date:_________________
Social Security#:__________________________________
Mailing Address:_____________________________________________________________________________________

City/Town: ________________________________________  State: _________ Zip Code: _________________________
Best contact Method   Phone: _________________________   Email: ______________________________________

                                       Can we leave a message?  Yes     No

Height: __________  Weight: ________  Gender: ________________Date of Birth: ___________________ Age: ________
Marital Status:  Single  Married  Divorced  Widow  Other ________________________  # of children: ________

Occupation: ________________________________________________________________________________________

List of all medications with dosages and diagnose

#1__________________________________________________  #2___________________________________________

#3__________________________________________________  #4___________________________________________
#5__________________________________________________  #6___________________________________________

List of all supplements and vitamins with dosages
#1__________________________________________________  #2___________________________________________

#3__________________________________________________  #4___________________________________________
#5__________________________________________________  #6___________________________________________

Are you overweight?  Yes     No  If yes, how many lbs? _____________  Are you trying to lose weight?  Yes     No

Do you exercise?  Yes     No   How often? ________________ Do you having trouble building muscle?  Yes     No

What is your exercise routine (weights, cardio, spin) ________________________________________________________

Do you smoke?  Yes     No  If yes, how often? __________________________ Are you trying to quit?  Yes     No

Do you drink alcohol?  Yes     No  If yes, how much? _________  per  day     week   month     year

Do you use caffeine?  Yes     No  If yes, how much per day? _________________

Do you use drugs?  Yes     No  If yes, what type and how much? ___________________________________________
Do you have allergies?  Yes     No  If yes, please specify _________________________________________________

__________________________________________________________________________________________________

Do you bruise easily?  Yes     No    Do you have acne issues?  Yes     No    Do you have dry skin?  Yes     No

Do you have hair loss?  Yes     No  Do you have thinning hair?  Yes     No       At what age did it start? ________

Describe your current health conditions ( diagnoses, weight issues, cancers, etc)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

List any health concerns you have ______________________________________________________________________

__________________________________________________________________________________________________

Past health history (such as serious illnesses, hospitalizations dates/why, etc) ____________________________________

__________________________________________________________________________________________________

List any family illnesses or diseases or concerns  __________________________________________________________

__________________________________________________________________________________________________

Why are you here today? Please be specific ______________________________________________________________

__________________________________________________________________________________________________








          


 YES

            NO
Do you have aching muscles or joints?





 
   




Are ou prone to cysts, acne, sties, or boils?



 

   



Do you heal slowly, get frequent colds or other infections? 

 

   



Do you have any sores that won’t heal?





 
   



Do you sometimes feel moody, depressed, or stressed out?




   



Are you troubled with gastrointestinal problems?  





   



In the morning, do you notice of your fingers are swollen or if your rings feel too tight?

   



Are you nervous and feel unable to relax?






   



Do you have trouble with your memory and the ability to concentrate?



   



Do your gums bleed when you brush your teeth?





   



Are you exposed to industrial chemicals, fertilizers, sprays, paints, insecticides, or solvents?
   



Is there a history of osteoporosis in your family?





   



Have you taken any steroids for more than 6 weeks in the past?



   



Do you have a history of kidney disease or stones?





   



Do you have a history of heart disease or irregular heart rhythm for no apparent reason?

   



Do you have any circulation problems?






   



Do you have any stretch marks on the skin?






   



Do you have any varicose veins visible?






   



On exertion, do you get foot and/or leg cramps?





   



Do you sometimes get nosebleeds for no particular reason?




   



Are you experiencing trouble with hot flashes?





   



Do you have trouble sleeping through the night?





   



Do you ever feel completely drained and find yourself crying for no particular reason?

   



Do you have trouble with migraine headaches?





   



Have you been experiencing an unusual pattern in bowel movement, diarrhea, or constipation?
   



Do you crave sugar?








   











          


 YES

            NO
Are you a vegetarian?








   



Do you feel tired all the time?







   



Do you often feel short of breath frequently?






   



Have you ever been troubled by or concerned with any of the following:





Uterine Fibroid Tumors




   







Colon Cancer





   







Prostate problems / cancer




   







Fibromyalgia





   



Detailed Personal Health History








          


 YES

            NO
Are you in good general health lately






   



Recent weight changes








   



Fever










   



Fatigue










   



Eye disease/injury








   



Wear glasses and/or contacts







   



Blurred or double vision








   



Hearing loss/ringing








   



Earaches/drainage








   



Chronic sinus problems








   



Mouth sores









   



Bleeding gums









   



Bad breath









   



Sore throat/Voice changes







   



Swollen glands in neck








   



Difficulty swallowing








   



Heart trouble









   



Chest pain/angina pectoris







   



Palpitations/flutters








   



Shortness of breath








   



Swelling of feet/ankles/hands







   



High blood pressure








   



Chronic cough









   



Cough with blood








   



TB exposure or positive TB test







   



Wheezing 









   



Asthma










   



Last Chest Xray ___________________________________

Last stress test ____________________________________

Have you ever had a heart catheterization?    Yes No      If yes, when ________________________________








          


 YES

            NO

Joint pain









   



Joint stiffness and/or swelling







   



Weakness of muscles/joints







   



Muscle pain and/or cramps







   



Back pain









   



Cold extremities









   



Difficulty walking








   



Glandular or hormonal problems







   



Excessive thirst and//or urination







   



Heat/cold sensitivity








   



Skin becoming dryer








   



Burning and/or painful urination







   



Blood in urine









   



Change in force/stream during urination






   



Incontinence/dribbling








   



Sexual difficulty









   



Are you sexually active?








   




With:     Women       Men        Both

Type of contraception/protection used: _______________________________________________________

Rash/Itching of skin








   



Change in hair and/or nails







   



Change in skin color








   



Breast pain/lump/discharge







   



Memory loss and/or confusion







   



Nervous and/or anxiety








   



Depression









   



Insomnia









   



Anemia










   



Phlebitis (blood clots)








   



Past transfusion









   



Enlarged glands









   



HIV










   



Hepatitis









   



Loss of appetite









   



Nausea/vomiting








   



Abdominal pain









   



Blood in stool









   



Last colonoscopy ___________________________________









          


 YES

            NO
Lightheadedness/ dizziness







   



Convulsions and/or seizures







   



Numbness and/or tingling







   



Tremors/shaking








   



Paralysis









   



Head injury           when? ___________________





   



Have you ever had a concussion?






   



Have you had the following immunizations?



Hepatitis B







   





Last Flu shot    when?_______________________



Last Tetanus    when?_______________________

HIPAA

Patient Acknowledgement Form

This form is your acknowledgement that we have informed you how to get additional information on how we may use and disclose health information about you.  This notice informs you to the fact that every patient has the right to review the Notice of Privacy Practices prior to signing this form.  This notice is the outcome of HIPAA (Health Insurance Portability and Accountability Act of 1996), mandated by the federal government.  The act became private between insurance companies, billing companies, doctors, hospitals, and drug companies.  HIPAA does not change the quality of your health care, it enforces your rights to the privacy of your health information.

The Notice contains a Patient Rights section describing you rights under the law.  The terms of our notice may change, if we change of notice, you may obtain a revised copy by contacting our office.  You have the right to request that we restrict how protected health information about you is used and disclosed for treatment, payment or healthcare operation.  We are not required to agree to the restrictions, but if we do we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about your treatment, payment and health care operations.  You have the right to revoke this consent, in writing, signed by you.  However, such a revocation shall not affect any disclosure we have already made in reliance on your prior consent.  The Practice provides this form to comply with the government regulations.

The patient understands that:

Protected health information may be disclosed or used for treatment, payment or healthcare operations.

The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review that Notice.

The Practice reserves the right to change the Notice of Privacy Practices.

The patient has the right to restrict the uses of their information by the Practice.  The Practice does not have to agree to those restrictions.

The patient may revoke this consent in writing at any time and all future disclosures will thus cease.

The Practice may condition receipt of treatment upon the execution of this consent.
Patient Name (Print): _______________________________________________________________

Patient’s Signature: _________________________________________________________  Date: ___________________

Witness: __________________________________________________________________ Date: ___________________
Please give a brief description of your daily dietary intake:
Breakfast: Consumed at what time? _____________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Lunch: Consumed at what time? _____________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Dinner: Consumed at what time? _____________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Snacks: Consumed how often, and at what time? __________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Additional information we should know about your diet?

__________________________________________________________________________________________________

__________________________________________________________________________________________________

