
 
                            

Today’s date _______________ Prior Physician _____________________________________________ 

Who referred you to us? ____________________________________ Phone #: ___________________ 

Patient’s Name ________________________________________ DOB ______________ Age________ 

Mailing Address______________________________________________________________________ 

___________________________  Sex: Male ___ Female ___ Social Security # ____________________ 

Home Phone: _________________ Cell Phone:_________________ Work Phone:_________________ 

Email Address:______________________________________________________________________ 

Pharmacy Name: __________________________________  Pharmacy Phone # ___________________ 

Has any member of your immediate family been treated by us before? _______________________________ 

 
Who is financially responsible for this bill? _____________________ Employer: _____________________ 

Employer Address ____________________________Phone # _________ Occupation ______________ 

Driver’s License #____________________________ DOB _______ Social Security # _______________ 

Insurance Company _____________________________________ Policy #_______________________ 

Group # __________ Insurance Claims Address _____________________________________________ 

Secondary Insurance ____________________________________ Policy #_______________________ 

Group # __________ Insurance Claims Address _____________________________________________ 
 

 
Marital Status _________________ Spouse DOB ____________ Spouse SS # ______________________ 

Spouse Name ___________________________ Employer _______________  Phone #: _____________ 

Insurance Company _____________________________________ Policy #_______________________ 

Group #__________ Insurance Claims Address _____________________________________________ 
 
 
Emergency Contact Name _______________________Relationship___________  Phone #: ___________ 

Emergency Contact Name _______________________Relationship___________  Phone #: ___________ 



                                                      WE WELCOME YOU!  

 
 
We realize that time is as important to you as it is to us. We adhere to our appointment schedule as closely as 
possible. However, due to the unpredictable nature of medical care, unexpected delays may occur. We trust that 
you will understand. 
 
AUTHORIZATION TO RELEASE INFORMATION AND ASSIGMENT OF BENEFITS 
 I hereby authorize the release of any medical information required in the course of my treatment necessary to 
process insurance claims. I also, authorize payment of health benefits to Live Better Health Center for health 
services rendered in the course of my treatment. I understand that I am personally responsible for payment in 
full for all expenses incurred for services rendered. 
 
PATIENT SIGNATURE: _________________________________  
 
I authorize discussion of my general health condition and diagnosis (including treatment, payment and healthcare 
operations) with: (  ) spouse (  ) Children        (  ) Other 
Name(s): __________________________________________________________________ 
 
Please list the family members or significant others, if any, whom we may inform about your medical condition. 
ONLY IF AN EMERGENCY: 
Name: ____________________________________________ Phone #: ________________ 
Name: ____________________________________________ Phone #: ________________ 
 
Please indicate if you want all correspondence from our office sent in a sealed envelope marked, 
“CONFIDENTIAL” (  ) YES  (  ) NO 
 
I authorize the pick-up of my health records/prescriptions/test results by: 
(  ) spouse (  ) Children        (  ) Other 
Name(s): __________________________________________________________________ 
Please print the telephone number and/or email address where you want to receive messages about your 
appointments, lab, and X-ray results, or other health information; phone number: ____________________, 
and an email address if you prefer to communicate via email:_____________________________________ 
 
*I AM FULLY AWARE THAT A CELL PHONE IS NOT A SECURE AND PRIVATE LINE* 
 
Can confidential messages (i.e. appointment reminders) be left by voicemail?   (  ) YES (  ) NO 
  
text?  (  ) YES (  ) NO   email? (  ) YES  (  ) NO   
 
This authorization is only valid for the person(s) I have listed above. 
 
PATIENT SIGNATURE: _________________________________  DATE: ____________ 
 
WITNESS SIGNATURE: _________________________________  DATE: ____________ 
    (Staff employee) 
 
 



COMPREHENSIVE HEALTH HISTORY

General

Allergies

Social History

Family History

Women Only

Present Age or Age of Death

Medications

Hospital/Surgical History

Immunizations

Past Medical History: (check those that apply)

This important information is confidential. No one other than your healthcare provider will have access to knowledge of this informa-
tion without written consent. Thank you very much for taking the time to fill out this lengthy form. Completion of this history allows 
us to provide you the best health care possible. This form will be reviewed with you during your visit.

Name:        DOB:   SS#
Date of your last complete exam?     Date of your last chest X-ray?
Date of your last cholesterol screening?     Date of your last dental exam?
Date of your last eye exam?      Date of your last colonoscopy?
Women        Men
Date of your last mammogram?     Date of your last PSA?
Date of your last pap smear?      Date of your last rectal/prostate exam?
        Pneumonia   Date:  
Measles - Mumps - rubella (MMR)   Date:  Hepatitis B   Date:
Tetanus and diphtheria toxoids  (TD)   Date:   Influenza    Date: 

 AIDS or HIV+   Chicken Pox   Measles   Rheumatic Fever
 Blood or Plasma Transfusions  Epilepsy    Mumps   Scarlet Fever
 Cancer    Infectious Mononucleosis  Polio   Whooping Cough 

 Illness or Operation  Date    Illness or Operation Date
1)         4)
2)         5)     
3)         6)
          Please list any drug, food, contact, or environmental substances to which you had an allergic or bad reaction.

  Please list any prescription medications, over the counter medications, vitamins, herbs, or nutritional supplements that you are 
now taking. Please include the dosage amount and the times a day you take them.
1)     4)     7)
2)     5)     8)
3)     6)     9)

Occupation:       Marital Status:
Do you exercise regularly? YES     NO      What type?    How often?
Do you smoke?  YES     NO      I currently smoke      packs per day. I have smoked for  years.
I formerly smoked but stopped in:                (List yr)        Do you wear seat belts?     YES     NO      Do you drink alcohol?        YES       NO
Do you use other forms of tobacco?    YES    NO    Do you use ilicit drugs?     YES     NO      How often/how much
How often/how much          How often/how much
Do you have any risks factors for HIV infection?   YES    NO     Have you ever been exposed to anyone with tuberculosis?                  YES      NO
Have you had excessive exposure to the sun because your work or recreation?                         YES      NO
Are you currently experiencing unusual stress?       YES    NO    Explain:
Are there any environmental risks involved in your job or home environment?    YES    NO    Explain:                 
       Relationship                             Relationship                                     Relationship
     Anemia       Epilepsy              High cholesterol
     Asthma                      Glaucoma             Kidney disease
     Obesity       Leukemia          Thyroid disease
     Cancer       Depression       High Blood Pressure 
     Diabetes       Heart disease           Alcohol problems  
     Stroke        Lung disease           Bleeding tendency
        Mother:            Father: 
Sibling #1       Sibling #2            Sibling #3
        Menstrual Period Onset:               Regular?      YES    NO     Date of last period began: 
Age at menopause:   Difficulty w/ periods? YES    NO     Specify:
Pregnancies/No. of children:  Born alive: Cesarean:  Premature: Stillborn:  Miscarriages:
Describe complications: 

Do you have any pending medical procedures?  ______________________________________________________
If any pending medical procedures, please explain: __________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________



PLEASE CIRCLE EACH CURRENT SYMPTOM  YOU HAVE

General Questions
Weight loss
Weight gain
Change in sleep patterns
Change in activity capacity

Neurological and 
 Psychiatric
Anxiety
Headaches
Depression
Meningitis
Paralysis
Seizure
Stroke
Tingling
Tremors
Memory Loss
Faiting spells, dizziness
Head injuries
Blackouts or near blackouts
Change in sensation
    anywhere on your body
Localized weakness or    
    numbness

Ears, Eyes, Nose and Throat
Hay fever
Glaucoma
Polyps
Allergy
Cataracts
Goiter
Hoarseness
Double vision
Gum problems
Eye problems
Ear infections
Glasses/contacts
Ear discharge/pain
Frequent nosebleeds
Ringing in your ears
Sinus infection
Swollen glands

Cardiovascular
Angina
Leg cramps
Ankle swelling
Awakening at night short or   
   breath & getting out of bed 
Cardiac catherization
Cold hands or feet
Congenital heart defects
Dizziness when standing up
   quickly
Heart attacks
Heart failure
High or low blood pressure
Irregular heart rate
Purple fingers or lips
Leg pain that resolves w rest
Heart palpitations
Varicose veins
Chest pain
Murmurs

Respiratory
Pleurisy
Asthma
Breathlessness lying flat
Prolonged cough
Coughing up blood
Emphysema
Shortness of breath
Tuberculosis
Pneumonia
Frequent Infections (bronq.)
Wheezing

Skin
Abscess  Dry skin
Acne  Psoriasis
Boils
Hives
Lumps
Jaundice
Athletes foot
Excessive body odor
Excessive sweating
Fungal infections
Nail problems
Moles - irregular - change - new
Dandruff
Oily skin
Rashes

Kidney & Urinary Tract
Blood in urine
Brown in urine
Dribbling after urination
Painful urination
Excessive thirst
Involuntary urination/
   incontinence
Urinating frequently (day)
Urinating frequently (night)
Urine hesitancy
Weak flow
Frequent bladder infections
Kidney disease
Kidney stone

Endocrine
Diabetes
Abnormal body hair
Changes in skin texture
Cold intolerance
Heat intolerance
History of “borderline” diabetes
Increased loss of hair
Rheumatism
Thyroid disease
Sickle cell

Male & Female
Painful sexual intercourse
Loss of sexual interest
Unprotected sex
Groin itching
Sexually transmitted diseases

Males only
Hernia
Bloody ejaculation
Inability to complete intercourse
Lump on testicle
Penile discharge
Premature ejaculation
Problems maintaining or keeping  
   an erection
Prostate disease
Sores on penis or warts 
Testicular pain
Testicular swelling
Sterility

Musculoskeletal
Anemia
Back pain
Gout
Neck pain
Abnormal blood counts
Blood clots in legs/lungs
Bone marrow biopsy
Easy bleeding
Easy bruising 
Joint swelling
Morning stiffness
Muscle aches
Arthritis
Bursitis
Joint aches
Tendonitis

Gastrointestinal
Diarrhea
Reflux
Ulcers
Hepatitis
Abdominal pain
Anal fissures
Black tarry stools
Vomiting blood
Constipation
Nausea
Problems swallowing
Hiatal hernia 
Intestinal Obstruction
Liver disease
Hemorrhoids
Red blood after bowel 
   movements
Gallstones
Vomiting
Heartburn
Indigestion

Female only
D+C
Hernia
Abn. bleeding between cycles
Abnormal pap smear
Bleeding after intercourse
Complication w/ pregnancy
PMS
Endometriosis
Heavy bleeding during cycles
Discharge from breast
Ovarian cysts
Pelvic inflammatory disease
Postmenopausal symptoms
Vaginal discharge
Vaginal dryness
Vaginal warts
Hot flashes
Fibroids

   Provider notes____________________________________________________________
   _______________________________________________________________________
   _______________________________________________________________________
     _______________________________________________________________________
   _______________________________________________________________________
   _______________________________________________________________________
   _______________________________________________________________________      Provider Signature       Date



 
FINANCIAL POLICY 

 



 PATIE NT’S BILL OF RIGHTS AND RESPONSI BILITIES 







 

AUTHORIZATION FOR USE OR DISCLOSURE OF INFO 

 

 



 

 
EPWORTH SLEEPINESS SCALE (ESS) 

 
 

The following questionnaire will help you measure your general level of daytime sleepiness. 
You are to rate the chance that you would doze off or fall asleep during different routine 
daytime situations. Answers to the questions are rated on a reliable scale called the Epworth 
Sleepiness Scale (ESS). Each item is rated from 0 to 3: with 0 meaning you would never 
doze or fall asleep in a given situation; and 3 meaning that there is a very high chance that 
you would doze or fall asleep in that situation. 
 
How likely are you to doze off or fall asleep in the following situations, in contrast to just 
feeling tired? Even if you haven’t done some of the activities recently, think about how they 
would have affected you. 
 
Use this scale to choose the most appropriate number for each situation: 
 
0 = would never doze 2 = moderate chance of dozing 
1 = slight chance of dozing 3 = high chance of dozing 
 
 
 
 
It is important that you mark a number (0 to 3) for EACH situation. 
 
 
 
    SITUATION                   CHANCE OF DOZING 
 

Sitting and Reading 0 1 2 3 
 

Watching Television 
 

0 
 

1 
 

2 
 

3 
 

Sitting inactive in a public place (theater/meeting) 
 

0 
 

1 
 

2 
 

3 
 

As a passenger in a car for an hour without a break 
 

0 
 

1 
 

2 
 

3 
 

Lying down to rest in the afternoon 
 

0 
 

1 
 

2 
 

3 
 

Sitting and talking to someone 
 

0 
 

1 
 

2 
 

3 
 

Sitting quietly after lunch (with no alcohol) 
 

0 
 

1 
 

2 
 

3 
 

In a car, while stopped in traffic 
 

0 
 

1 
 

2 
 

3 
 
 

 
                                                                                       TOTAL SCORE: __________________ 

 
Patient Name: __________________________________________            Date: _______________ 
 


