

Blue Q Health & Wellness

Name:______________________________________________ Today’s Date:______________________
Address:__________________________________________ City/State/Zip:________________________
Insurance:______________________________________________ Date of birth: ___________________
Phone:____________________________  Email:_____________________________________________
Main Complaint/Reason for Visit: _________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
Area(s) of complaint (circle on diagram);   Please describe in the blank space to the right of the diagram: 
  [image: http://i626.photobucket.com/albums/tt348/42-42-564/body.png] 
Stiffness    Soreness   Numbness    Tingling      Weakness      Swelling      Dull      Achy      Sharp      Stabbing      Burning
If you are experiencing pain, please circle a number:    (No Pain)  0-1-2-3-4-5-6-7-8-9-10 (Severe)   When did your symptom(s) begin?_________________________________________________ How often do symptoms occur? (Circle One)     Occasional           Intermittent          Frequent           Constant     Is the complaint getting: (Circle One)     		Better  		Worse          Same/Not Changing	   N/A 
Affected Activities of Daily Living: _______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
What makes the problem(s) better?________________________________________________________  What makes the problem(s) worse?________________________________________________________ 
Medical History:
Have you treated elsewhere for this condition?     N     or    Y  	(Date of last visit: _______________)
	  Name/Location/ Phone: _________________________________________________________
Do you have a Family Physician:     N     or     Y    (Do we have your permission to contact them:  Y or N )
Name/Location: _________________________________________________________________
Have you been hospitalized last 5 yrs?     N     or     Y (explain) ___________________________________
Have you had Surgery last 5 yrs?     N    or     Y (explain) _________________________________________
Have you had a serious Accident/Injury last 5 yrs?   N     or     Y (explain) ___________________________
Do you have any Allergies?      N     or     Y (list) _______________________________________________
Are you currently taking any Medication?     N     or     Y (list)____________________________________
	WOMEN ONLY:                                                                                                                                                      Are you currently pregnant?     Y     or     N    (Yes, due date: _________________________________________) Date of Last Physical Exam: ________________ Where? _____________________________________________


REVIEW OF SYMPTOMS:  Which of the following conditions do you now have or have you previously had? (circle)     	Arthritis	Asthma		Sinus Issues 		Blood Clotts 	 Allergies 			Tuberculosis 	Diabetes      	Vertigo			ADD/ADHD	Epilepsy			Migraine/HA’s	Thyroid 	High BP			Low BP		Heart Trouble			Pacemaker	HIV/AIDS	Cancer        		Polio		Scoliosis			Mental/Emotional 		Prostate Trouble          	Hormonal 	Dislocation			Disc Herniation/Bulge		Rheumatic Fever	Bone Fracture    Osteoporosis 			Kidney Disease			Digestive Trouble	Acid Reflux	Sleep Disorder 
Family History:
	 
	Cancer
	Diabetes
	Blood Pressure
	Heart Attack
	Stroke
	Osteoporosis
	Arthritis
	Scoliosis
	Other

	Father
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mother
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Sibling (s)
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Child/Children
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Grandparent(s)
	 
	 
	 
	 
	 
	 
	 
	 
	 

	


Receipt of Notice of Privacy Practices Written Acknowledgement Form
I understand that my health information will remain private and will not be shared with anyone without my written or verbal approval.  I have received a copy of Blue Q Health and Wellness PLLC Notice of Privacy Practices.  I understand that Blue Q Health and Wellness PLLC has the right to change its Notice of Privacy Practices from time to time and that I may contact Blue Q Health and Wellness PLLC at any time to obtain a current copy of the Notice of Privacy Practices.  I authorize the sharing of my health information with the following party or parties listed below: 

____________________________________________________________________________________________
(List any names of lawyers, doctors, or family members who may contact us for your health information)

______________________________________ 		___________________
Patient Name	(or Guardian)					 Date

______________________________________ 		___________________
Representative of Blue Q Health and Wellness 		           	Date


                                    
2480 E. Bay Dr. #13, Largo, FL 33771
727-530-7778
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