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Please fill out the following health history. This information is kept confidential and will not be released except when you
have authorized us to do so.
Name__________________________________________________ Date of Birth ____________________ Age__________ Date ____________________
Reason for Visit __________________________________________________ Family or Referring Physician ____________________________________
Social Security Number__________________________ Sex ______ Marital Status __________ Do you have an Advanced Directive ______________
Address__________________________________________________ City/Zip ______________________________ Phone ________________________
Occupation/Place of Employment __________________________________ Work Phone __________________ May we contact you there ________
Person to Notify ____________________________________________ Relationship ________________________ Phone ________________________
Alternative Person to Notify __________________________________ Relationship ________________________ Phone ________________________
1st Insurance Co. __________________________________ Policy Holder’s Name ____________________________ Date of Birth ________________
Address______________________________________________________ Sub # ______________________________ Group # ____________________
2nd Insurance Co.__________________________________ Policy Holder’s Name ____________________________ Date of Birth ________________
Address______________________________________________________ Sub # ______________________________ Group #

Medicare Questions Only Date of Retirement __________________________________ Veteran: q Yes q No Kidney Disease: q Yes q No
Black Lung Program: q Yes q No Work Comp.: q Yes q No Disability: q Yes q No If yes, date of disability ____________________
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Relationship Age Age at Death Current State of Health Cancer History Cause of Death
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No Pain Mild Pain Uncomfortable Distressing Intense Excruciation

No Fatigue
Worst Fatigue
Imaginable

No Distress
Worst Distress
Imaginable

Please mark the level of your pain, fatigue, and distress using the scales below.
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