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e . : PATIENT QUESTIONNAIRE
Name: _° Today's Date:
W (Niddie) SR s
Date of Birth: Age: Occupation;
Home Address:
City: State: Zip:
Home Phone: Cell Phone; Work:
Email Address:
How did you hear ut us? o Patlent (Name: } o Event( )
o Practiti (Name: ) o Phammacy (Name: )
o Social (Type: ) | oTV (Station: ) 0 Radio (Station: )
o Web Searched: ) ©Signage (__ ) o Print (Ad seen in: )
In Case of Emergency Contact: Relationship:
Cell Phone: Home Work:
Pharmacy Name: Phone:
Address:
Primary Care Physinlrn’s Name: Phone:
Address:
OBGYN Physician’s Tdama: Phone:
Address:
May we share your clinical information with your PCP/Gyn? 0 Yes oNo
MEDICAL HISTORY
Weight: Menstrual Period: Hysterectomy? ( ) No ( ) Partial () Full
Have you ever had issues with anesthesia? ((|)Yes ( )No
Do you smoke? ()Yes ( )No ( )aQ How much? How often? Age started?
Do you drink alcohol ()Yes ( )No ( )Q How much? How often? Age started? ==~
Any known drug allergies: ( )Yes ( )No Ify please explain:
Current Medications and dosage:
Nutritional/Vitamin plements:
Gurrent Hormone Replacement Therapy: Past HRT:
Surgeries, list all and|\when:
Other Pertinent Infortation:
Do you have a family history of? ( ) Heart Disease

( ) Cancer ( ) Diabetes ( ) Other
Do you have a perso ply.

Preventative Medieal Birth Contro : { )Blood ciot and/for a pulmonary emboli.
{ ) Medical/GYN Exam in last year. { )Menopause, { )Arrhythmia,
{ ) Mammogram in the Ia 12 months. {) { ) Any form of Hepatitis or Hiv,

() Bone Density in the last 12 months. { ) Tubjgl L
{ ) Pelvic ultrasound In last 12 months.

High Risk Past Medical/Supgical History:

{ )Lupusor other auto immune disease,

{ )Fibromyalgia.

{ )Trouble passing urine or take Flomax or Avodart.

{ )Chronic liver disease {hepatitis, fatty liver, cirrhosis).

{ )Breast Cancer. { )Diabetes,

{ ) Uterine Cancer. 0) { )Thyroid disease.

() Ovarian Cancer. { ) Hes ( )Arthritis.

{ ) Hysterectomy with of ovaries, { )Hig ] { ) Depression/anxiety,

{ ) Hysterectomy only. ( ) Hygertension. { ) Psychiatric Disorder.

{ }Oophoractomy of Ovaries. 0) ! { )Cancer Type: Year:
F () and/ar heart attack.




What this s all about: |Specifics . there are rules ang mmmmmmorbemﬁﬂadomemmHémhmfomﬂﬂon
(PHI). These restri 00 not include the normaj nge of information nmwmmyauwlmmw HIPPA
provides certain iid protections to you as the Webalanceﬂmemadsuﬁthourgonlofprmmmgmwnhquaﬁty
professional service g . Additional lnfonnamlsavallablefmmﬂw USS. Department of www.hhs,
gov.

We have adopted the g policies:

1. Client informatio Mﬂbauptmnﬂdenﬂaiasisnmssarytomwdewmortoemuuﬁmtaﬂadmmisuam
matters related to your care are handled appropriate .Thlsspeciﬂcallyhdudesﬂuesharhgof with other
healthcare p PVIfers as necessary and appro late for your care, Patlantﬂhsmaybummnomnﬂhmchandwlllnot
mniainany g which identifies 2 ondition or i knﬂahadyamtw-ofwbntmmw.m
nonna!cmmmmgcmmmms ch remrdsmaybelefr,atleastumpmrlly.lnaﬂ areas such as the
front office, exami room, etc. Those s will not be available other than office staff, You agree to the
normal procedure utilized within the office handlmgufcharrs,cﬂemwds,mlandom«d or
information,

2. Itisthe policy o office to remind clients of t appointments. Wemaydoﬁﬂsbyﬂhphom,mﬂ.USmamtext,orany
means convenient for practice and/or as wu.Wemaysendyauammmmunlcaﬂonsi g you of
changes to offica policy and new technology, as our office promotional Material that you might fing valuable or
informative,

3, Thepracﬁaeutll a number of vendors in th uct of business, Thesevmdorsrmyhaveammm,butmustagm
to abide by the ¢g denﬂalityuﬂesofH{PPk

4. You understang : d agree to pific andmvlewofdoamemwhidamyhtmdemlbygmnmm
agencies in normg performmofﬂtelrduues.

5. You agree to bring any concerns or complaints regard gpﬂvacytaotmmnoftheoﬂhmnagerormedoaw

6. We agree to client's access to their recorgs ammdanmwtthstateandfederallaws

7. We may or modify any of e provisions to semthenaedsofboththepmumandﬂmecﬂmt,

8. You have the right restrictions in the se of your protected health and to request change in certain
policies used withi; theumoemmemlngwur LHowmmamnOtOhHgamdmaltwlmmalpuﬁd_smconfoﬁnto
your request. .

by date do hereby consent angd
ae my ent to the terms set forth in mnmmmmwmmmminm
policy. | understand mmummmmmmm

Signature;
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Ter of Liability for COVID-19
i/IgM Antibody Blood Screening

willingly chosen to participate in M
Screening,

by the FD
infection,

molecular diagnostics should be co

required.

exclude SARS-CoV-2 infection or to

he test is to detect CO\
and is used as a screeni
articularly in those who

esults from antibody scr
i

aric
ﬂl[>-19 I8G/IgM antibodies. This te

nsidered to rule out infection and additional
eening should not be used as sole basis to di

, acknowledge that | have
19 Rapid Antibody

st has not been reviewed
tool. Negative results do not rule out SARS-CoV-2

ave been in contact with the virus. Follow-up testing with

testing may be
agnose or

be due to past

such as coronavirus HKU1, NL63,

opa Wellness Center’s COVID-

form infection status. Positive results may
V-2 coronavirus strains,

rformed by a trained healthcare professional.

employees, and agents from liability
s a result of my participation in the COVID-19 Rapid Blood
se willingly and of my own volition without coercion of

p all rights whatsoever to recover

19 Antibody Rapid Screening. |

ice social distancing and other

he CDC.

or present infection with non-SARS.
OC43, 229, or others not mentione
| understand the screening will be p
| hereby rejease Maricopa Wellness Center and its officials,
for injury or death which may occur
Screening| | sign this waiver and relslg
any kind. | uinderstand that by signing this form | giveu
damages from injury or death arising out of the CoviD
understang that regardless of resuits | should still pract
recommengdation set by healthcare rofessionals and t
Print
Signature

Date



- Financial Responsibility

Maricopa Wellness Center does not a cept health insurance. There is a fee of $100 for today’s office
visit. Office pisit fee does not guarantee|COVID-19 lab testing. This fee is non-refundable and must be
paid in full prior to your visit. You ma ersonally submit the $100 office visit fee to your health
insurance for reimbursement. We do not guarantee reimbursement and cannot submit this for you.
There is no charge through Maricopa Wellness Center for COVID-19 lab testing or Rapid Antibody
Screening. COVID-19 testing may need to be sent to a private lab. Maricopa Wellness Center will
forward your health insurance informatjon to the lab. The lab is responsible for billing.

There is alsp a $50 fee for appointments canceled without a 24 hour notice or for no show
appointments that must be paid before|your next scheduled appointment.

Thank yoy for choosing Maricopa Wellness Center.

Print Name

Signature Date




