_CLINICARE 621 E. Front, Port Angeles 98362 (360) 452-5000

Reguest for Confidential Communication of Protected Health Information

Patient Name (Please Print or Type)
Has requested confidential communication of protected health information.
How Should We Contact You:

Mailing Address, Phone Number, Or Other Please Specify.

Who Can We Discuss Your Medical Care With:

Name of Person Other Than Yourself,(If No One Then Please Write Patient Only).

LN

What Can We Discuss? [ Labs/X-Rays
O Chart Nowes
U Billing Information
T Other
O All

Consent to Use and Disclosure of Protected Health Information
| Use and Disclosure or Your Protected Health Information. Your protected health information will be |
| used by CliniCare of Port Angeles, Inc. or disclosed to others for the purposes of treatment, obtaining !
| payment, or supporting the day-to-day health care operations of the practice.
| Notice of Privacy Practices. You should review the Notice of Privacy Practices for a more complete
| description of how vour protected health information may be used or disclosed. You may and should
| review the notice prior to signing this consent,
| Reservation of Right to Change Privacy Practices. CliniCare of Port Angeles, Inc. reserves the right to
| modify the privacy practices outlined in this notice,
| Signature. | have reviewed this consent form and give my permission to CliniCare of Port Angeles, Inc. to
| use and disclose my health information in accordance with it. -

Name of Patient (Print or Type) Date

Signature of Patient or Representative Relationship to Patient



Today's Date

HISTORY
PLEASE PRINT THIS INFORMATION BECOMES PART OF YOUR CONFIDENTIAL MEDICAL RECORD PLEASE PRINT
MAME
DRUG ALLERGY
1LAST FIRST MIDDLE INITIAL
ADDRESS
TYPE OF WORK,
PHONE REFERRED TOOURCLINICBY:

PAST HISTORY (GIVE NAMES AND DATES)

PREVIOUS SURGERY

PREVIOUS
HOSPITALIZATIONS
MAJDR-ILLNESS
COR INJUEY

1LY HISTORY AGE IF LIV- AGE AT PRESENT CONDITION QR CHECEK IF ANY
s aTORY ING DEATH CAUSE OF DEATH RELATIVES HAVE HAD

FATHER
MOTHER

BROTHERS:
NUMBER

SISTERS:
il ODESITY (OVER WEIGHT)
SUICIDE ... ...
CHILDREN: GLAUCOMA........
NUMBER: THYRMD TROUBLE
——— ASTIIMA | ALLERGIES......

NUMBER LIVING IN YOUR HOUSEHOLD

SMOKING ALCOHOL: COFFEE: SUBSTAMCE ABLUSE;
PACKS PER [34Y NEVER DCUASHINAL CLIPS PER DAY

DRUG

MO, OF YRARS MODERATE HEAWY
YEARS STOMPED ALCOHOL FEOBLEM:
FIPE CHIAR CHEW YES i)

ASTIRIN:

TABS FER DAY LAST LISE

WEIGHT CHANGE LAST YEAR: HEIGHT

GAINED LRSS L5 LES

LIST CURRENT DRUGS USED

SLELCPING PILL ITRANQUILIZER ANTEDEFRESSAMN
DIET FILL THABETH PILI CETROGEN TIORMONE
HIRTH CONTROL PILY INSTULIN CORTISONE

TIIYROID HEART PILL DIGITALES

MITROEH ¥ UFERIN e WATER PILL (00 IHLIRETIC) BLOOD MRCESURE PTLL
"HARD DRIUGE” LAXATIVE ANTAUTTIS
DECONGESTANT WA MING R

ARNTIBIITICS ASTIIMA PILLS OTHER (SFECIFY)

OVER




SYSTEM REVIEW:

HISTORY

CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING 5YMPTOMS OR FINDING TO AN UNUSUAL OR SIGNIFICANT DEGREE

HEADACHE ... oo O
FABHTINO o e 0
DIZEEINESS oo as oo O
SEIZURE . .. O
EAR TRIMIBLE ... D
SINUTS TROUBLE ..., O
STUFFY NOSE oo O
WOSE BLEEDS. ... ... oo O

ALLERGY

FLEURISY

WIGHT SWEATS.......

CUAITIS

LIVER DISEASE.........

TUMOR OR EWELLING

BACK FAIN

WARICOHE WEINS

LW BLOOD SUGAR PRI

TROURLE SLEEPING .

SUGAR INURINE_........

FRIGIDITY ... oo

DIFFICULTY URINATING

LAISS OF APFETITE o O
THIIIGESTION ... .
HEART BURN ... O
WEENOLUIE STOMACIL...

(7] 7 1 L R e L S

VEITING BLMID

FassiNG BLOE D D
ABIDSINAL PAIN e T D
TN ) o S ]
FNEUMONIA....

CHESTRARY e dsitie e io i |
DLARRHES oo .
ARBREA ey : 2
HEART TROUBLE ..o a
BUREITIS oo O
PILEBITIS. ..o O
DAABETES ... i O
KIDKEY TROUBLE ... . =
BLOOD N URINE O
TROUBLE SWALLUYWIENG E D
YELLOW TAUNDICE ¢TieeaTris) .. O

HEAFRT MUBMUR ..o O
RHEUMATIC FEVER.... ..o O
PAEPITATHIN .. D
IRKEGLILAR HEART BEAT ... |
TIRE EASILY .. |
L1 AP R s O
ENLARGED HEART ..o O
HIGH BLOOD PRESSURE ......._......... O
L D
TUBRRCLILCSEIS oo O
COUGITED TP BLOOD O
CONSTIFATION .o O
BLOOD DISORDER... ..o O
ANKLE SWELLING......coooooooeoes O
MUSCLE CRAMPS .. O
ABNDEMAL X-RAY D
DEPRTSSOD .. O
URINE INFECTION ... O
INFERTILITY ..o O
CHARGE [N BOWEL HABITS _...... O
AHBKNOEMAL ELECTREO-

CARIHCGRAM [EKG)...... O

FLULD RETERTION
WEAKNERS

MERVIHIS ...

IRBITABLE ...

WHEEZING ..o
SHORTHWESS UF BREATH ..
ARTHMA

HEMORREOMS

SKIN TROHIBLE.......

ARTIRRITIS ..o

HUMBNESS.... ... —....

HIGH BLOOD SUGAR

I'EE

PROGTATE TROIMBLE. ... ...

IMPOTENCE...

GALL BLADDER TROUBLE ...

ooooooDoDooo0opnDoOooDloRD

ACT
I

I

IVITY:

(CHECK ONE OR MORBE BOXES)
SEDENTARY LIFE WITH LITTLE EXERCISE

MILD EXERCISE WITH JOB, HOUSE OR
RECREATION (CLIMB STAIRS, WALK OVER 3

BLOCES: GOLE, BOWL. EPC.) . it st s e S ot

10 OUCASIONAL VIGOROUS ACTIVITY WITH

IV REGULAR VIGOROLUS EXERCISE PROGRAM
OR HARD WORK ....coovensvemssnrsserssenssesres gl e e e s |

FOR
WOMEN

DATE LAET

MEMRSTELUAL

PERIOD EVERY

ELNY

DAYS

ANY MERSTRUAL FROBLEMS?

HEANY PERIODS
INFREQUENT PERIODE

HPOTIING

YES

v

IRRFCAL AR PERICHNS
PAINFUL PERIODE
LHSCHARGE

NUMBER CFF

MLUMBER OF

DATE OF LAST

PREGHANCIES MISCARRLAGES PAP SMEAR
CHECK IF Y(H HAVE HAL»
D&C HYSTERECTOMY ITEEEMLA CESAREAN SFC
DITFICULTY WITH PREGNANCY WITIH LARBOR WITH DELTVERY

MALE /FEMALE

HIKTH CONTROL METHUEI (IF ANY )




