
3132 State Street
Suite 104

Medford, OR 97504  
Phone: (541)-414-0481  

Fax: (541) 414-0482

Last Name: First: Middle: 

Preferred Name: Date of Birth: Gender: Male     Female 

SS#: 

Race: 
 Asian  African American
 White 

Ethnicity:

Marital Status:
 Single  Married 

 

 City: State:  

Mailing Address: City: State:  

 Cell Phone: Work Phone: 

Email Address: 

Emergency Contact: Phone:   

Emergency Contact: Phone:   

 Phone:   

Mother: DOB: Phone:  

Father: DOB: Phone:  

Primary Insurance: Policy #:   

 DOB: SSN:   

 
Health & Wellness  

Health & Wellness  
 

Signature:  Date: 
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Health History

Name Date of birth 

Medical History (circle below if you have had any of the following):

Other problems not listed 

Have you had cancer (list type and treatment) 

Have you had any of the tests below:
Date Reason Where was the test done?

Heart Test 
Ultrasound 
CT Scan 
MRI 
Bone Density 
Colonoscopy 
Sigmoidoscopy 
Mammogram 

Past surgical history (include date or age you had the surgery):
Date Surgery Surgeon

Allergies/Hay Fever
Glaucoma
Hearing Loss

Visual Loss
Breast Lump
Breast Cancer
Arrhythmia

Heart Murmur

Artery Blockage
High Blood Pressure
High Cholesterol

Vascular Disease
Stroke
Eczema
Skin Cancer
Skin Problems
Diabetes

     Fibromyalgia
     Thyroid Problems

     Hernia

     Ulcer

     Abnormal Periods

Anemia
HIV/AIDS

Back Pain

Joint Pain
Epilepsy

Migraine
Edema

DVT

Bipolar Disorder
Depression

Asthma
COPD/Emphysema
Pneumonia
Tuberculosis



HEALTH HISTORY - Page 2 of 1

Tetanus/Tdap Flu Pneumonia Shingles 

Family medical history:
Medical problems Living or deceased Age at death

Father 
Mother 
Sibling 
Sibling 
Other 

Social history:

   
Have you served in the military Places you have lived 
Religious preference Is faith important to your health 
Do you consume alcohol Last drink 
How many drinks a week

 What drugs 
Do you or have you smoke(d) Age started Age quit Packs per day 

   

Weight Gain
Weight Loss
Night Sweats
Fever/Chills
Headaches
Visual Changes

Earache
Allergies

Ringing in Ears
Deafness
Sinus Problems
Cough
Irregular Heart Beat
Chest Pain

Swelling
Wheezing

Short of Breath

Abdominal Pain

Diarrhea

Changes in Bowel Habits
Heartburn
Impotence

Bloody Urine

Rash
Skin Changes

Seizures
Numbness

Muscle Pain/Weakness
Memory Problems
Back Pain
Joint Pain/Swelling
Change in Energy
Depression

Trouble Sleeping
Thoughts of Suicide

Women:

Number of pregnancies Deliveries Miscarriages  Ectopic pregnancies 
Age menses started Age menses stopped Last period Last PAP smear

Do you have:
Painful periods  Irregular periods  

 Using any type of birth control
What birth control have you used in the past
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Consent
Health & Wellness

 

  

 

  

 

  

  

  

 

 

Advanced Health& Wellness  
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3132 State Street
Suite 104

 Medford  OR 97504

 Phone: (541) 414-0481
Fax: (541) 414-0482

I hereby authorize (previous healthcare provider): To disclose to:

Name of disclosing party Name of Recipient

Address Address

City, State Zip City, State Zip

Phone Fax Phone Fax

Address Phone number

For the purpose of:

  (date).

 

and date.  

Signature: Date: 
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I,  
Health & Wellness

 Date 

 Date 

FOR CLINIC USE ONLY

Health & Wellness  

Date 

Date 

Date 

Date 

Date 



of

$50.00

dismissed


