
 

MONTANO 
WELLNESS LLC 
I n t e r n a l  M e d i c i n e  

 
 
 
Dear Patient  
 
 
We would like to take this opportunity to welcome you to our practice. This letter contains answers to some 
of the most commonly asked questions by patients entering our practice, as well as instructions on 
completion of our new patient packet. 
 
At Montano Wellness LLC, we practice preventative medicine as well as caring for your chronic and acute 
medical needs. Our practice philosophy is to try for early detection, early intervention, and prevention. 
Regularly scheduled office visits allow us to better assist you in identifying and managing any chronic health 
problems you may have. We believe this is in your short and long-term best interest. Being proactive about 
your health care can help us prevent and/or prolong the onset of future health problems as you age. We 
firmly believe, and our experience has shown it to be true, that those patients who are consistent in keeping 
their appointments have fewer episodes of acute illness, difficulty with unstable chronic illnesses, and 
generally continue to enjoy better health overall. 
 
Included with this letter is our new patient packet that we ask to be completed prior to your first appointment 
with us to ensure a timely visit. Please complete to the best of your ability: 

□ The medical history questionnaire 
□ Your demographic information 
□ Screening questionnaires 

 
A HIPPA privacy and release of information authorization will be signed upon arrival for your first visit. To 
add other individuals to your HIPPA authorization, please request an additional form. 
 
We utilize an automatic calling system that will call you 48 hours in advance of your appointment, as a 
reminder. Please bring with: 

□ Your health insurance cards 
□ Driver’s license or photo ID 
□ A list of your current medications 

 
Thank you for allowing us to assist you with your health care needs If you have any questions or concerns, 
please do not hesitate to contact our office. 
 
Sincerely, 
 

 
C. Brendan Montano M.D 
Owner, Medical Director 

 
160 West Street, Suite 1A 
Cromwell, CT 06416  (860) 632-0144  www.mdmontano.com 

 



 

MONTANO WELLNESS LLC 
Internal Medicine 

160 West Street, Suite 1A 
Cromwell, CT 06416 

P: (860) 632-0144 
F: (860) 632-7882 

 
 

DEMOGRAPHIC INFORMATION 

Name:    
First Middle Last 

Address: 

 
Street Address 

   
City State ZIP 

Date of Birth  SSN  Gender M     F 

 
CONTACT INFORMATION 

Home Phone  Email Address  

Cell Phone  Emergency Contact 
Name  

Work Phone  Emergency Contact 
Number  

□  I would like to receive text message reminders for appointments and balances 
 

MEDICAL INFORMATION 

Preferred Pharmacy   

Pharmacy Location 

Preferred Laboratory 
□ Middlesex Hospital 
□ Quest Diagnostics 
□ Other: ________________ 

Preferred Network 
for Specialist 
Referrals 

□ No Preference 
□ Middlesex Hospital Network 
□ Hartford Hospital Network 
□ UConn Network 
□ St. Francis Hospital Network 
□ Other: ________________ 

Do you have any 
allergies?  

Do you take any 
medications or over 
the counter 
supplements? 

 

 



 

MONTANO WELLNESS LLC 
Internal Medicine 

160 West Street, Suite 1A 
Cromwell, CT 06416 

P: (860) 632-0144 
F: (860) 632-7882 

 

Authorization for Access/Release of Information 

Legal Name: __________________________________ ______________________________________ __________ 
 (Last) (First) (M.I.) 

Date of Birth:  ______________ Phone:  _________________ Email: _____________________________________ 

Address: _______________________________________________________________________________________ 
 (street or box#, city, state, zip) 
 

This information is to be used for the purpose of: 
□ Personal Use 
□ Continuing Care 
□ Legal 

□ Disability 
□ Workers Comp 
□ Transfer of Care 

□ Other: ____________________ 
__________________________ 
__________________________ 

 
I hereby authorize Montano Wellness LLC and C. Brendan Montano M.D. to: 

□ RELEASE information from my medical record TO: □ OBTAIN information FROM: 

 

Name: ______________________________________________________________________________________________ 

Address: ____________________________________________________________________________________________ 
(street or box#, city, state, zip) 

Phone: __________________________________________ Fax: _____________________________________________ 
 

Medical Information Requested 
□ Complete Medical Record 

□ History & Physical Exam/HP □ Lab Results □ Stress Test 
□ Discharge Summary/DS □ Radiology Report □ Echocardiogram/EKG 
□ Emergency Visits/ED □ Pathology Report □ Pulmonary Function Test 
□ Operative/Procedure Report □ Immunization Record □ PT/OT/Speech Notes 

Date(s) of Service: □ All 
□ Specific Time Period: ____________ – ____________ 

 

 
***HIV-BEHAVIORAL HEALTH- DRUG/ALCOHOL INFORMATION contained within the medical records 

indicated above will be released through this authorization unless otherwise indicated below. 
Indicate which you do NOT want released with your records: 

□ HIV 
□ Substance Abuse (which includes 

Alcohol & Drug Abuse) 
□ Pregnancy Test 

□ Genetic Testing 
□ Behavioral Health/Psychiatric 
□ Sexually Transmitted Disease 

□ Other: _________________________ 
_______________________________ 
_______________________________ 

 
I understand that this authorization is valid for one year from the date below. I understand that after I have signed 
this form, I may change my mind and cancel (revoke) this authorization at any time by contacting our office in 
writing. Cancellation of the authorization will not apply to information that has already been released based on this 
authorization. 
 

___________________________________________________________________________________________________ 
Printed Name 

___________________________________________________________________ ______________________________ 
Signature Date 







 
Name: ______________________________________________________ Date: ______________________ 

 

 
 

 Question Response 

1 Have there been at least 6 different periods of time (at least 2 weeks) when you felt deeply 
depressed? □ Yes  □ No 

2 Did you have problems with depression before the age of 18? □ Yes  □ No 

3 Have you ever had to stop of change your antidepressant because it made you highly irritable or 
hyper? □ Yes  □ No 

4 Have you ever had a period of at least 1 week during which you were more talkative than normal 
with thoughts racing in your head? □ Yes  □ No 

5 Have you ever had a period of at least 1 week during which you felt any of the following: unusually 
happy; unusually outgoing; or unusually energetic? □ Yes  □ No 

6 Have you ever had a period of at least 1 week during which you needed much less sleep than usual? □ Yes  □ No 
 



Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and...  YES NO

2.  If you checked YES to more than one of the above, have several of these ever  
happened during the same period of time?    

3.  How much of a problem did any of these cause you - like being unable to work;  
having family, money or legal troubles; getting into arguments or fights?       

     No problems            Minor problem            Moderate problem            Serious problem

This instrument is designed for screening purposes only and not to be used as a diagnostic tool.
Permission for use granted by RMA Hirschfeld, MD

... you felt so good or so hyper that other people thought you were not your normal self or you 
were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found that you didn’t really miss it?

...you were more talkative or spoke much faster than usual?

...thoughts raced through your head or you couldn’t slow your mind down?

... you were so easily distracted by things around you that you had trouble concentrating or 
staying on track?

...you had more energy than usual?

...you were much more active or did many more things than usual?

... you were much more social or outgoing than usual, for example, you telephoned friends in 
the middle of the night?

...you were much more interested in sex than usual?

... you did things that were unusual for you or that other people might have thought were 
excessive, foolish, or risky?

...spending money got you or your family in trouble?

Mood Disorder Questionnaire

Patient Name ______________________________________  Date of Visit ________________

STABLE RESOURCE TOOLKIT



Many adults have been living with Adult Attention-Deficit/Hyperactivity Disorder
(Adult ADHD) and don’t recognize it.Why? Because its symptoms are often mistaken
for a stressful life. If you’ve felt this type of frustration most of your life, you may have
Adult ADHD – a condition your doctor can help diagnose and treat.

The following questionnaire can be used as a starting point to help you recognize the
signs/symptoms of Adult ADHD but is not meant to replace consultation with a
trained healthcare professional. An accurate diagnosis can only be made
through a clinical evaluation. Regardless of the questionnaire results, if you have
concerns about diagnosis and treatment of Adult ADHD, please discuss your concerns
with your physician.

Are you living with Adult ADHD?
The questions below can help you find out.

The 6-question Adult Self-Report Scale-Version1.1 (ASRS-V1.1) Screener is a subset of the WHO's 18-question Adult ADHD Self-Report Scale-Version1.1
(Adult ASRS-V1.1) Symptom Checklist.

ASRS-V1.1 Screener COPYRIGHT © 2003 World Health Organization (WHO). Reprinted with permission of WHO. All rights reserved.

N
ev

er

R
ar

el
y

S
o

m
et

im
es

O
ft

en

V
er

y 
O

ft
en

Date

Adult Self-Report Scale-V1.1 (ASRS-V1.1) Screener
from WHO Composite International Diagnostic Interview

© World Health Organization

Add the number of checkmarks that appear in the darkly shaded area. Four (4) or more checkmarks
indicate that your symptoms may be consistent with Adult ADHD. It may be beneficial for you to talk with
your healthcare provider about an evaluation.

Check the box that best describes how you have felt and conducted yourself over
the past 6 months. Please give the completed questionnaire to your healthcare
professional during your next appointment to discuss the results.

1. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

2. How often do you have difficulty getting things in order when you have 
to do a task that requires organization?

3. How often do you have problems remembering appointments or
obligations?

4.When you have a task that requires a lot of thought, how often do you
avoid or delay getting started?

5. How often do you fidget or squirm with your hands or feet when you
have to sit down for a long time?

6. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

This Adult Self-Report Scale-V1.1 (ASRS-V1.1) Screener is intended for people aged 18 years or older.



General Anxiety Disorder (GAD-7)

NAME

1. Over the last 2 weeks, how often have you been bothered by
the following problems?

Feeling nervous, anxious, or on edge

Not being able to stop or control worrying

Worrying too much about different things

Trouble relaxing

Being so restless that it's hard to sit still

Becoming easily annoyed or Irritable

Feeling afraid as if something awful might happen

Add the score for each column

(add your column scores)TOTAL SCORE

Not at
all sure

Several
days

Over half
the days

Nearly
every day

0

0

0

0

0

0

0

1

1

1

1

1

1

1

2

2

2

2

2

2

2

3

3

3

3

3

3

3

2. If you checked off any problem on this questionnaire so far,
how difficult have these problems made it for you to do
your work, take care of things at home, or get along with
other people?

Not
difficult
at all

Somewhat
difficult

Very
difficult

Extremely
difficult

0 1 2 3

DATE

GAD-7 developed by Dr. Robert L. Spitzer, Dr. K. Kroenke. et.al.



FEMALE PATIENT PACKAGE

Name: Date of birth:

Symptoms

Hot flashes

Sweating (night sweats or increased episodes of sweating)

Sleep problems (difficulty falling asleep, sleeping through 
the night or waking up too early)

Depressive mood (feeling down, sad, on the verge of tears, 
lack of drive)

Irritability (mood swings, feeling aggressive, angers easily)

Anxiety (inner restlessness, feeling panicky, feeling nervous, 
inner tension)

Physical exhaustion (general decrease in muscle strength 
or endurance, decrease in work performance, fatigue,  
lack of energy, stamina or motivation)

Sexual problems (change in sexual desire, sexual activity, 
orgasm and/or satisfaction)

Bladder problems (difficulty in urinating, increased 
need to urinate, incontinence)

Vaginal symptoms (sensation of dryness or burning in vagina, 
difficulty with sexual intercourse)

Joint and muscular symptoms (joint pain or swelling, 
muscle weakness, poor recovery after exercise)

Difficulties with memory

Problems with thinking, concentrating or reasoning

Difficulty learning new things

Trouble thinking of the right word to describe persons, places 
or things when speaking

Increase in frequency or intensity of headaches or migraines

Hair loss, thinning or change in texture of hair

Feel cold all the time or have cold hands or feet

Weight gain or difficulty losing weight despite diet and exercise

Dry or wrinkled skin

Total score

FEMALE HEALTH ASSESSMENT
Which of the following symptoms apply to you currently (in the last 2 weeks)? Please mark the appropriate box 
for each symptom. For symptoms that do not currently apply or no longer apply, mark “none”.

None
(0)

Mild
(1)

Moderate
(2)

Severe
(3)

Very severe 
(4)

Severity score: Mild: 1-20 / Moderate: 21-40 / Severe: 41-60 / Very severe: 61-80

160 West Street, Suite 1A
Cromwell, CT 06416

(860) 632-0144
www.mdmontano.com



MALE PATIENT PACKAGE

Name: Date of birth:

Which of the following symptoms apply to you currently (in the last 2 weeks)? Please mark the appropriate box 
for each symptom. For symptoms that do not currently apply or no longer apply, mark “none”.

Symptoms

Sweating (night sweats or excessive sweating)

Sleep problems (difficulty falling asleep, sleeping through  
the night or waking up too early)

Increased need for sleep or falls asleep easily after a meal

Depressive mood (feeling down, sad, lack of drive)

Irritability (mood swings, feeling aggressive, angers easily)

Anxiety (inner restlessness, feeling panicked, feeling nervous,  
inner tension)

Physical exhaustion (general decrease in muscle strength or 
endurance, decrease in work performance, fatigue, lack of energy, 
stamina or motivation)

Sexual problems (change in sexual desire or in sexual performance)

Bladder problems (difficulty in urinating, increased need to urinate) 

Erectile changes (weaker erections, loss of morning erections)

Joint and muscular symptoms (joint pain or swelling,  
muscle weakness, poor recovery after exercise)

Difficulties with memory

Problems with thinking, concentrating or reasoning

Difficulty learning new things

Trouble thinking of the right word to describe persons, places 
or things when speaking

Increase in frequency or intensity of headaches/migraines

Rapid hair loss or thinning

Feel cold all the time or have cold hands or feet

Weight gain, increased belly fat, or difficulty losing weight 
despite diet and exercise

Infrequent or absent ejaculations

Total score

Severity score: Mild: 1-20 / Moderate: 21-40 / Severe: 41-60 / Very severe: 61-80

None
(0)

Mild
(1)

Moderate
(2)

Severe
(3)

Very severe 
(4)

MALE HEALTH ASSESSMENT

160 West Street, Suite 1A
Cromwell, CT 06416

(860) 632-0144
www.mdmontano.com



 

 

160 West Street, Suite 1A 
Cromwell, CT 06416 

(860) 632-0144 

 

CONTROLLED SUBSTANCE POLICY 
 
The use of medications classified by the Drug Enforcement Agency (DEA) as controlled substances has the 
potential to cause addiction and/or abuse. They are closely regulated and monitored by the authorities, and 
misuse by either patient or prescriber may result in serious legal consequences. 
 
I have been informed by my prescriber and/or their staff that: 

• If I drink alcohol or use street drugs while taking this medication, I risk personal injury. 
• I may get addicted to this medicine, especially if I or anyone in my family has a history of drug or 

alcohol problems. 
• If I need to stop this medicine, I must do it properly under the guidance of my prescriber or I may 

experience withdrawal effects. 
 
Due to the aforementioned risk, the following agreements will apply: 

• I will not share medication with family members or friends. 
• I will not get controlled medications from other doctors unless it is clearly communicated to our 

office and the other doctor that this has been done. 
• I will not use illegal drugs while taking these medications. 
• I will maintain the visit schedule as per my prescriber’s instructions. 
• I will submit to routine urine drug screens as part of my treatment plan to assess for compliance and 

the presence of other medications/drugs. 
 
Prescription & Refills 
All prescriptions for controlled substances will be sent electronically directly to my pharmacy, as required by 
the State of Connecticut. Refill requests must be submitted at least 2 business days prior to when they will be 
needed in order to allow for adequate time to complete the request. Any changes to my prescription will 
require an office visit for thorough review with my prescriber. My prescription may not be replaced if it is 
lost, stolen, or used up sooner than prescribed. 
 
Termination of Agreement 
If I violate any of the above rules, or if my prescriber determines that the medication is hurting me more than 
helping me, the medication may be discontinued by my prescriber in a safe way. Additionally, termination 
from the practice may be considered following serious or repeat violations. 
 
 
I have discussed this agreement with my prescriber and/or their staff, and I understand and agree to the 
above rules. 
 

 
_______________________________________________________ ______________________ 

Patient’s Signature Date 

_______________________________________________________ ______________________ 
Prescriber or Designee’s Signature Date 
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