Personal Information (please print)

INTEGRATED MED!CA];DF FAIRFIELD

Patient Intake Form

Name:

D.0.B.:

Last, First, Middie Initial

Address:

City: State:

Home Phone:

Cell Phone:

Zip:

Email Address:

Gender: DMaIe EFemaie

Medical Condition{s)

Please select the condition{s) for which you are see

[:] Headache

D Facial / Nerve Pain

I:] TMJ with Headaches

D Qsteoarthritis of the Spine/Degenerative
Joint Disease

D Fibromyatgia

Chronic Neuropathic Pain with Degenerative
Spinal Disorders

D Sciatica/Pain running down one or both legs
D Post Laminectomy Syndrome
D Failed Neck or Back Surgery

I:I Severe Rheumatoid Arthritis

D Damage to the Nervous Tissue of the Spinal
Cord

[:I Complex Regional Pain Syndrome

king a medical marijuana certification for:

Parkinson's
Amvyotrophic Lateral Sclerosis
Ulcerative Cotitis

Osteogenesis Imperfecta

Amyotrophic Lateral Sclerosis

OOooatn

Cerebral Palsy

D Terminal lflness Requiring End-Of-Life Care
D Uncontroled Intractable Seizure Disorder
E] Post-Traumatic Stress Disorder {PTSD)

D Post Herpetic Neuralgia

D Hydrocephalus with Intractable Headache

D Other:

OO0 OooOonOon

Cystic Fibrosis
Glaucoma
Muscular Dystrophy

Crohn's Disease

Sickle Cell Disease
Wasting Syndrome
Cachexia

HEV/AIDS

Muitiple Sclerosis

Cancer

Epilepsy

What previous treatments have you tried for the above-mentioned condition{s)?

Is anyone else treating you, or diagnosed you with any of the conditions mentioned above?

Have you ever been preseribed medical marijuana?

D Yes g No

Patient Signature

Date




Patient Name

HEALTH HISTORY

Confidential

Age Birthdaie

Date of last physical examination

Today's Date —

What is your reason for visii?

SYMPTOMS Check () symploms you currently have or have had in ihe past year. )

GEMERAL
[] Chills
L1 Depression
[] Dizziness
L] Fainting
[ Fever
[ Forgatiulness
LU Headache
[1 Loss of sleep
] Loss of waight
[! Nervousness
1 Numbness
[ Sweats

MUSCLEMOINT/BOME

L] Arms [ 1Hips
{1 Back [liegs
(1 Feet ) Neck
[} Hands L1 Sheulders

GENITO-URINARY
[ Bload in urine
[ Frequent urination
] Lack of bladder control
[ Painfus urination

Pain, weakness, numbnass in:

GASTROINTESTINAL
O Appetile poor
T Bloaling
{1 Bowel changas
(] Constipation
[1 Diarrhea
[ Excessive hunger
[ Excessive thirst
L1 Gas
(1 Hemorrhoids
L1 indigestion
] Nausea
1 Rectal bleeding
L1 Stomach pain
("] Vomiting
[} Vemiting blood

CARDIOVASCULAR
[J Chest pain
L1 High blood prassure
L1 \rregular heart beat
1 Low blood pressure
[ Peor circulation
L] Rapid heart beat
"] swelling of ankles
{1 varicose veing

EYE, EAR, NOSE, THMROAT
L] Bleeding gums
U Blurred vision
[] Crossed eyes
L1 Difficulty swallowing
(7 Doubie vision
L] Earache
[J Ear discharge:
[ Hay fever
[ Hoarsenass
[ Loss of haaring
L] Nosebleeds
[ Persistent cough
U] Ringing in ears
[ Sinus problems
{1 vision ~ Flashes
(1 vision — Halos

SKIN
[[] Bruise easily
[ Hives
[ ktching
{1 Change in moles
[L] Rash
L Bcars

] Sore that won't heal

MEN oraly
[] Breast lump
[ Erection difficulties
L1 Lump in testicles
[} Panis discharge
I sore on penis
[} Other

WOMEN only
[J Abnormal Pap Smear
] Bleeding beiween periods
[ ] Breast lump
] Extreme menstrual pain
[] Hot flaghes
{1 Nipple discharge
{] Painful intercourse
[} Vaginal discharge
(1 Other
Date of last
menstrual period .
Date of last

Pap Smear
Have you had

a mammogram?
Arg you pregnant?
Number of children

CONDITIONS Check (v) conditions you have or have had in the past.

Claips

[1 Alcoholism
[ Anemia

[] Anorexia

1 Appendicitis
[ Arthritis

[} Asthma

[} Bleeding Disorders
[.1 Breast Lump
'] Bronchitis
L1 Bulimia

{1 Cancer

{1 Cataracts

[Z] Chemical Dependency
[} Chicken Pox
[} Diabetes

[ Emphysema
[ Epilepsy

[ Glaucema

(] Goiter

[J Gonorrhea

[] Gout

[l Heart Disease
] Hepatitis

L1 Hernia

] Herpes

1 High Cholesterol
{1 HIV Positive

L] Kidney Disease
(] Liver Disease

[ Measles

L] Migraine Headaches
O Miscarriage

['1 Mononucleosis
I Multiple Sclerosis
I Mumps

3 Pacemaker

[J Pneumonia

1 Polio

L1 Prostate Problem
] Psychiatric Care
[] Rheumatic Fever
[} Scarlet Fever

[] stroke

[] Suicide Attempt
LT Thyroid Prablems
[ Tonsillitis

[ Tuberculosis

[ Typhoid Fever

L1 Ulcers

] vaginal Infections
[l Venereal Disease

MEDICATIONS Lisi medications you are currently taking.

| Pharmacy Name

Phone

(Vers.M255504)
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| FAMILY HISTORY Fillin health information aboul your immediale family.

Al information Is stricily eonfidential

Refation | Age %égfﬂ'a% %%ia?am Cawvse of Doath Chesk 7)1 your ?B@Mi rofivs had %%e z muifijﬂit‘!m
F’%ﬂlﬁ%% Arihrﬁ%s, Gout
Mother Asthma, Hay Fever
Bnmhm’s Cancer
Chemical Dependency
Diabetes
Heart Disease, Sirokes
Sigters High Blood Pressure
Kidney Disease
Tubercuiosis
Other ,
HOSPITALIZATIONS PREGNANCY HISTORY
Year Hospital Reason for Hospitalization and Culcoms | B850 S48 Complications i any

HEALTH HABITS Check {«) which
substances you use and describe how

much you use.

Caffeine
Have you ever had a blood transfusion? [yes L[INo Tobacco -
if yes, please give approximate dates. Street Drugs
SERIOUS ILLNESS/INJURIES DATE OUTCOME Other
OCCUPATIONAL CONCERNS

Check (v} if your work exposes you to

the foliowing:

Stress

Hazardous Substances

Heavy Lifting

Other

Your occupation;

To the best of my knowledge, the above informalion is complete and corract. | understand that it is my résponsibility tc inform my docter it 1, or my minor child, ever have a

change in health.

Signature of Palient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Palient

Reviewsd By

Date



Date:

Name:

Use the body diagram below to indicate the location of any of the sensations listed. Mark the areas

on the drawings with the symbol that best describes the sensation that you feel.

Ache Burning Numbness Pins & Needles Stabbing Other
AAAA === OO000 | s XXHX
AAAA e QOO0 | /177 KKK

Instructions: Please citcle the number that is associated with each complaint.

no pain

0o 1 2

3 4 5

What is your pain RIGHT NOW?

6 7 8

9 10

severe pain

0 1 2

3 4 5

9 10




527 Tunxis Hill Rd, Feirfield, CT 04825
T203.333-7788 F 203.346-75066
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" INTEGRATED MEDICAL OF FAIRFIELD

Patient OQuestionnaire

Patient Name Date

i. Do you currently experience any numbness/tingling/pins and
needles in to your arms & hands or legs & feet?

Yes / No
2. Do you experience any numbness or tingling at any time
during the day and/or during the night when in bed?

Yes / No

3. How long has it been since you have experienced any of
these symptoms?




L tgge S

INTEGRATED MEDICAL OF FAIRFIELD

527 Tunxis Hill Road
Fairfield, Connecticut 06825
203.333.7788
Fax: 203.366.7566

Print Facility Name, Phone Number, Fax Number and Contact Person

I, the undersigned hereby authorize the release of my Medical Records to Integrated
Medical Centers in order to help in my diagnosis and / or treatment.

I understand that Integrated Medical Centers will protect my privacy in accordance with
the government’s rules and regulations stated in their Notice of Privacy Act which is
available upon my request.

Print Patient Name Date

Patient Signature



INTEGRATED MEDICAL.@§: FAIRFIELD
327 Tunxis Hill Road
Fairfield, CT 06825
203.333.7788
Fax: 203.336.7566

LT
: a@@.m @-s.._.__

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

1 understand that, under the Health Insurance Portability & Accountability Act of 1996
(“HIPPA™), 1 have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and

indirectly.
e Obtain payment from third party payers.

e Conduct normal healthcare operations such as quality assessments and physician
certifications.

I have received vour Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. I understand that this organization
has the right to change its Notice of Privacy Practices from time to time and that I may
contact this organization at any time at the address above to obtain a current copy of the
Notice of Privacy Practices.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement of this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:




