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The HFM Zone

HEALTH - FITHESS - MOTIVATION
HARRISONVILLE FAMILY MEDICINE

Thank you for scheduling with The HFM Zone! We would like to give you an overview of what you can expect at your
initial visit with us.

The HEM Zone is a one-year wellness program focused on health, fitness, and motivation. This is where you come fo
assess your health and work to prevent serious chronic illnesses that are more common as we age, such as: heart disease,
diabetes, or cancer. Individual goals will be set and together we will work toward reaching those goals. What sets The
HFM Zone apart from other medical practices is our concentration on wellness.

Unlike traditional doctor visits, which are generally very shont, the initial The HFM Zone appointment will be extensive
and lengthy. Your visit will last approximately two and a halfto three hours, It will include a consultation with Dr.
Holden, during which you will discuss your previous medical history, any current health concerns, and he will listen to
goals you would like to reach within this year long program,

After seeing Dr. Holden, you will have the following tests performed:

Bioscan — A full body scan that shows body fat and muscle mass percentages to get an understanding of your body’s
composition, We will use this as the starting point and do this test again over the next 1 year to verily your body’s
compaosition is changing.

Antioxidant Sereen— This test measures antioxidants, the {irst line of defense against disease. It will show your
personalized Skin Carotenoid Score, which is a general indication ofyour overall antioxidant status, We will do thistest
again overthe next | year to verify your anti-oxidantscore is improving,

Bio-Energy Testing —— Bio-Energy Testing invalves the use of a device connected to a computer that is able to measure how much
oxygen the body uses and how much carbon dioxide the body is producing at a given time. A series of measurements are taken at rest
and during a progressively more difficult exercise program. This test will tell us your resting and maximal mitochondrial efficiencyand
your resting and maximal fat metaboilsm.

BKG - This is a noninvasive test that is used to reflect underlying heart conditions by measuring the electrical activity
of the heart. Information about many heatt conditions can be earned by looking for characteristic patterns on the EKG.

* *You will also have comprehensive labs drawn. These lab tests will require you to be fasting for 10-12 hours. *Itis ok to
drink water and take meds the morning of testing, * Please drink lots of water the day before so you will be well hydrated.

Please wear comfy clothes to your appointment. Also, please avoid wearing any metal on clothing, and no jewelry. (This
will save a little bit of time in the process.)**

1t will be necessary for yvou to read, complete, and return all paperwotk we have included in this packet.

We will schedule your follow-up appointments at each visit. Dr. Holden will see you back in two weeks to discuss all
your test results. You will receive his recommendations and treatment plan at this time. At this point, you can then decide
to continue with us or take his recommendation with no further commitment. How often you are scen after this will
depend on what treatment is recommended. For instance, patients focusing on weight loss will be seen more ofien than
patients being seen for hormone replacement therapy. You will alternate seeing Dr. Holden and Amy Gibbens-Nurse
Practitioner every other visit.

When you approach the end ofyour first year, you will be offered the opportunity to extend your commitment for ancther
year. We will collect the Yearly Scan Fee at that time. Should you decide to continue, a complete re-evaluation will be
done. We will see how close you are to meeting your goals. We will perform another full body scan and antioxidant
screening, along with a complete physical. These results will be side by side with those from your first visit, With a re-
evaluation, we can determine how to proceed as we continue yourjourney to great health,

We look forward to seeing you soon!



HARRISONVILLE FAMILY MEDICINE

Appointment Checklist

To ensure proper check-in, we have designed this checklist to help you remember what time to
check-in and what to bring with you to your first IEM Zone appointment.

** Arrive 80 Minutes Eady for Check-In ** (

1 Come Fasting 10-12 Hours (nothingto eat or drink besides water)

[ Please take all prescrption meds as normal bul hold vitamins and supplements
the day of only.

] Bring Your Photo ID and Insurance Card/Cards

[] Have Your Zone Payment of Ready at the Time of Service

L] Sign up for Our Patient Portal and join our Facebook Group

{lor quicker/ensier access, please sign up for our HFM Patient Portal. You can requestappointments and leave messuges
wl through the easy-fo-use patient portul.}

Tust go to harrisonvllefamilypmedicinecomn and the link to sign up is in the top right corner,*

To join our HEM Zone Facebool Group, please go @ htpsy/fwvw.facehook comfmonys/ 14454995308 11 55,

We car'’twail to see you at your appointment!

Please give us a call at {816) 380-3582 if you have any last minute questions!
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The HFM Zone

HEARTIE * FINESS ' MOTIVATION

HARRISONVILLE PAMILY MEDICINE

HFM Zone Financial Agreement

Thank you for choosing The HFM Zone for your health care needs. We are committed to providing the best
possible care. Please understand that management of your billing is Important in ensuring that we can
continue to take care of your health care needs. Please read the following information carefully and sign where
noted below,

By executing this agreement, you are agreeing to pay for all services that are received,

Many of the labs and tests done as part of the Zone program are for screening purposas. Thesa tests are
NOT considered medically necessary and therefore may not be covered by your insurance.

The $750 yearly program fee must be paid in full by the date of service, or you can set up a monthly payment
pian. Payments may be arranged but must be paid in full within 3 months of starting the program, If a balance
oceurs and Is not pald at the time of vislt, future visits wilf not be scheduled until the balanceIs paidin full.

By signing this agreement, | understand that | am completely and fully responsible to pay any halance that
my insurance company may leave to my responsibility and future visits will not be scheduled until the
balance is paid In full,

if there are any charges not covered by Medicare or Medicare replacement policies, | understand that | am
completely and fully responsible to pay any dmount that may be left to my responsibility.

Patlent Signature: Date:

Revised 3/25/21



Harrisonville Family Medicine, Inc.

Financial Policy
Effective Date: 7/1/2019
Thank you for choosing Harrisonville Family Medicine as your healthcare provider, Please read the following
information carefully. Thisis an agreement between Harrisonville Family Medicine, inc., as creditor, and the

patlent / debtor / responsible party, By executing this agreement, you are agreeing to pay for all services that
are recelved,

Contracted Insurance: You are expected to pay deductibles and co-payments at the time of service, You must
also pay outstanding balances prior to being seen in the office. If you are not able to resolve an putstanding
balance or pay the copay due before your next appointment, please be aware that your appolntment will
need to be rescheduled until your balance Is paid in full of reasonable payment arrangements are made, If
your appointmentisrescheduled due to non-payment at tima of check In there will be a $40 no show fee
applied. The deductible will be coliected until your yearly deductible has been reached. Itisyour responsibility
to know what is and what is not covered under your plan, it is the insurance company that makes the final
determination of your eligibility and coverage. You will be responsible for any and all chargesnot coverad by
youy insurance company,

Self-Pay Patlents; Paymentis expected atthe time of service, i you cannot pay at the time of service, ydur
appointment will be rescheduled.

Monthly Statements: If you have a balance of $10.00 or more on your account, we will send a monthly
statement. Please remember when you receive our statement you have already recelved quality care from
your physician, your insurance has been filed and any paymentor adjustment from your insurance company
has been applied, Tha balance on your account Is due and payable when the statement is issued,

Past Due Accounts: Balances that rernain on your account past 45 days are considered overdue and full
payment will be expected at future appointments unless a payment plan has been arranged and approved by
our hilling department, Accounts over 90 days In arrears will be sent to our collection agency. At that point, for
any new charges to be added to your account our office will require a credit card on file. Once an account has
been placed In collections, the physician/patlent relationship could be terminated, and your records will be
transferred to a physician of your cholce, If your balance Is pald aftar termination has taken affect,
reinstatement will involve a fee of $25. If a balance occurs on the account agaln, this will result in FINAL
TERMINATION and reinstatemant will not be an optlon.

Forms & Fees: Your portion of any form must be fllied out completely before submitting it to us, A fee will be
charged and collected when your form s returned to you or submitted on your behalf,

No Show Policy: A $40 fee will be charged for any missed appolntment without 24-hour notice. This Isnot
covered by Insurance and must be paid prior to your next appointment. Multiple no shows inany 12-month
pericd could result in termination from our practice.

Print Name: Signature: Date;

Revised 20/14/2021



As a'courtesy, to eur HFM Zohe patfen'{'s, the following poiloy will become
' effective Septembet 2, 2013 '

THE HFM ZONE
Late Appointment /Caricellation / No Show Policy

1
We nuderstand delays can happen, however, we must vy to keep other patients and the
doctor on dme, If you arelve 10 mimtes past you seheduled time, we wiil ask that yon

reschedule your appointment,

2. Appointment Cancellations

When you do not call to reschedule/cancel an appointment, you are preventing arother
patient from rectlaivmg tresfment.  Cofversely, the situation may arise where another
patient falls to cancel and we are unable to schedule you for a visit, dus to a seemingly "fll”
schedule. We aslc that you give at least 24 hours in advance notics io veschedule an
appointment,or for appointment cancellations.

3. No Show Appolniments ' s
If your appofntment ig rot cancelled AND you have previously “1o showed” more
flian one appointment, you will be, chavged n fifty dollar ($50) fee; this will not be
covered by your insurance company’ and.must be patd priof to ygur next appointment,

My signeture bulow dicates that 1 anderstand B shove cancellation/no shaw pelicy for my appolntisieats with D,
Holden through Tho HEM Zono program, [E] arh unable to keep my stheduled sppointget, Twil reschadule ox caneel
wlthin'24 howss, 1F1 aut & “wo-show nppolitment inord tan ance, [understand @ charge of $50.00, will be appiiad to Juy

arconnt,

' Patient Sienature ' Date’ ' .



HARRISONYILLE FAMILY MEDICINE INC + 2820 E RGCK HAVEN D STE 100, HARRISONYILLE $O 64701-4413

**Plaase review and update the Information below to the best of your abllity.**

Patient Registration
CURRENT PATIENT INFORMATION - PLEASK FRINT Guarantor Information (f0 whom statements are sont)
Last Nama; Naine;
Flrst Name: Addross: ’
Middle Name:
Address! Rolatlonship to patient;
Clty: State: Date of Blrth:
Zip: Sactal Securily No. '
Home Phone: Phone: { ) -
Work Phane: ' Emergeney Contact Tnformation
Moblle Phona: Name:
Sexs Relatlonship: .
Date of Birth: Phone: '
Saclal Securlly No.: ' Moblle Phone:{ ) -
Patient emall;
Required by govemmaent mandate [although you may refusa]: Lrnployer lnformatlon
Languaga; i Employer:
Ragce: Address:
Ethnicity: Phone;
Marital Status:
Other Pharmaey Information:

Pationt Referred by: Name:
Primary Gare Provider: Crossroads:
Contact Prelerence; Homa Phane / Worlk Phone { Moblle Phone / Phone!

Portal f Emall

Primary Insurance Information
{nsurance Plan Name:
Last Name:
First Name:
Middie Name:
Address;
City: State: ZIp:
Dals of Bldh: Sex (please clrole} Mor F
Employer Name:
Patient's ralatlonship to policy holder:

Secondnry Insturance Information
Insurance Plan Name:
Last Name:
First Name.:
Middle Name:
Address:
Cily: State: Zlp: -
Date of Biith: Sex {please clrole); M or F
Employer Name:
patieni's ralationship to polley holder:

To the best of my knowledge the above informatlon Is complote and acetrate.

Signed

Date:




HARRISORYILLE FAMILY MEDIGRHE (MG « 2820 E ROCICHAVEN 8D 5TE 100, HARRISONVILLE MO 647014413

*Blagse sign and date each ltem halow**

AGKNOWLEDGEMENT AND AUTHORIZATION:

» | have read and undoerstand the HIPAA/Privacy Pallcy for HARRISONVILLE FAMILY MEDICINE INC

Signod Date)

« | hereby assign my insurance benefits ta be paid directly to the healthcaro provider

Signed, Daie!

» | authorizo HARRISONVILLE FAMILY MEDICINE ING {o releasa medical Information required to process my claim

Signed Date:

« | have read and understand the Financlal Policy far HARRISONVILLE FAMILY MEDICINE ING

Signed, Dafa:

o | authorize HARRISONVILLE FAMILY MEDIGINE INC fo ablainfhava access to my madication history

Signed Date;

o 1authorlze my provider's office to contact me by mobile phone

Sligned Date;




Harrisonville Family Medicine, Inc,

Privacy Consent Form

(Check all that apply)
. Myself
Spouse: ___ _
Family Member:
__ ALL Adult Family Members
___ ONLY:
____ Parent or Family Member ( For Miner Child)
Mother:
Father:
__._Mayleavea detalled message on answering machine / voicemail
NO Details on answering machine / voicernail — Only to call office
Email: -
. ‘Congent to text {i.e, appt reminders, office closure due to
wealther ‘or holidays, etc.)
______ Other ' -
Note: It is your responsibility to notify HEM of any
changes that need to be made to this form.

| acknowledge that by signing below, that | authotize Harrisonville Farily
Medicine, Inc. to disclose any information related to my / my child’s care,
with the choices | have indicated above. [ also acknowledge that | have
received and read a copy of HFM Notice of Privacy Practices. '

Patjent / Personal Representative Date

Relationshlp Lo Patient Witness

REVISED 11/10/3016



Past Medical History Form

Gaslrointestingl
Ulcer

Colon Polyps
Colon Infeclions
Diverticulosis
Diverllzulliis

JAactd Reflux

Hepatlfis
Liver Disectse
liriable Bowel
Crohn's
Endoctine
Eleverbed Thyrold Levels
Low Thyrold Levels
Diabetes Type |
Diagbetes Type i
fuilmoenaly,
enviionmentat Allergies
Chtonic Lung Disease
Chionic Bronchitls
Chronlc Sinustls
Asthima
Sleep Apned
Musculosketetal
Low Back Pain
Gout
Rhoumaloid Arihiitls
Osteoporosls
Osteoarihdlls
ri‘ibromydlgla
Cardlovaseular
Coronary Artety Disease
Alital Horiliction
Previous Haart Attack
Hevated Blood Pressute
Hyperipldemla .
Blotd Clot
Congestive Hear Failure
Genltovrinary
Kidney Slones
Chionic Kldney Disease
Unnaty Tract Infections
NeuroPsych
selzute Disorder
stroke
Attention Deflelt Disorder
Depresslon
Amdety
Dementla
Azhelmer's
dlpolar Dlsoider
Migraine Headoche
Misceitaneous
Anenmld
HIV Infoction
Glaucomdad
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Social History
smoking Stajus

Cunent
How Often®
Former
Quif Date?

AlcoholUse

Male
Elevaied PSA

Eractile Disordes
Prostate Enlargemant

emale
LMP
Last Pap Smear
History of Abnl Paps
it of Pregnancies
Cenlfracepiion
sexually Aciive

Personal History of Cancer

i

inroin Cancer
Thyrold Cahcet
Breast Canecar
Colon Canhecor
Lung Cancaf
Prostate Cancef
Leukemia
Lymphorma

Ovarlan Cancer
Cemvical Cancet
Utarlne Cancer

Pasl surgicdl Hislory
Cardiovasculdr

Aneurysm Repair
Hecut Bypass Surgery
Carotld Artery Surgery
Hear! Valve Replacement
Pacamaker
Dellbrifiator

slent Placerment
Muscuioskelelal
Hip Replacement
Knee Suigery

Knee Replacement
shoulder Surgery
Rotaior Cuff Repalr
CarpejTunnel

Lower Back Surgeiy
Neck Surgery

~ Genitouringry
Kidney Removdl
Kidney Sfone Surgery
Vasectomy

Prostate Surgery

Gastrolnestinal

Appendectomy

Gailbladder Removal

Colectomy

Colostomy

lleostomy

Welght Loss Surgery

Hemorthold Surgety

Pancracs Surgety

Spleen Remaoval
Hernia Repdir

Selzura Disordet
Migraine Headaches
Sircke

Kidnoy Disease

[V
|

Kidney Cancer. inclstonal
_ Inguinal

Eamlily Medical Hislo Umbiliccl

’ gelgjlonship  [Abdominal

Heart Attack Olher

[High Blood Pressure Lung Surgery

Haarl Disease Thytold Surgety

Heort Fallure Cateract Surgery
slood Clots Eal Tubes

Asthina jronsilectomy

Chronle Lung Disedse ‘ Adenoidectomy
Cancer

Type!

Diabelas OB/G¥n

Depiession Tolal Abd, Hysietectomy
Anxlety Wilh Ovary Removal
Menial liness Vaglnagl Hysterectormy
Alcohollim Tubal Ligatien
Alzhelmer's Cesarean. Sectlon

Mastectomy
Lumpectomy

Breast Augmentatlon
Breasi Reduction

LU LU DOV CRCRLCEE LA AL T

Revisad 5-14-20



THE HFV) ZONE

Appointmant:

Name:

Rlgh bloed pressure

Health History Clrcia afl thot apply

Breast canger

Quarlan cancer

Surperies:
Galibladder -

Heart attack

Hedrt stant Prostate cancer Appendix
H%:art Dbypass surgery Calon cencer Cataracts
Atrtal fibrillation Fndometrial cancer sinus
Aneurysm . ~ Dther Cancers: Thyroid

Peripheral arterlal disease shoulder surgery

Carotld artary disease ' ’ rritable howel ) Knee surgery
Strake/TIA Interstitial cystitls Low back. SUrgery
-High cholestero! Floramyalgia Nack surgery
Dlabetes . Migralne headaches ' Hip surgery
" Sleep apnea ' Rysterectomy
Depressieh j Reflux 06 you still have ovaries? Y/N
Anxlety o ’ COPD ' Mastectomy ’
chranic kidney dlse.ase o Asthimia Carpal tunnel
Auto-tmimune disease Other: Barlatric surgery.
Biood clots
Liver disense . ' ]
Socla! Smoldng: current past naver ) ‘Alcohol: none / oceastonal / dally

Testing: Please provide date or approximate If unknown

Colohoscopy < Mammogram____ - Bone density _Pa}s Smaear

Eehocardlogram Stress Test PSA Carotld Dopple'r_ﬁ_m

Family History: circle all that apply
Colon cancer - Heari disease Dlabates Alzhalmers/dementla

Parkinson's disease Prostate cancer Breast cancer Mental Hinass

Other:



Symptoms

Fatlgué '

Fxcessive daytime sleepiness

. I(lo!d hands/feet

_ Cold Intolarance

Decreased body termnperature .
Chest paln

Shartness of hreath

Heart palpitations

Leg pafn with activity

- Swelling In legs

" Flutd retention

Puffy face in morning

Heartbum
Bloating
Nausea
Constipation

Dlarrhea

Trouble sleeping

Do yots spora?

_Do you stop hreathing at night?-

Y/ N
YN
Y/N
Y/N
¥./N
Y/N
VN
Y/N
Y/N
Y/N
Y/
Y/N

Y/ N
Y/N

Y/,

Y/ N

Y/N

Y'/N
Y/N
YN

© balr Loss !

THE HFM ZONE

Intake Form

Do you et up at night to urinate?

Fain on urfhation
urlnary incontinence

Recuerent urlnary Infecllons

Trouble with starting or stapplng stream:

lolnt palns

Muscle aches

Muscle cramp

Muscle weakness

Muscles decraasing In slae
tow back pain

Hip pain '

Leg aches

Knee pain

shoulder pain '

Ache

Dy skin :
Thin/brittle fingernalls

Thickened skin, especially haels

Dry or thinning fmlr

Loss of or thinning ayebrows.

Y/N
"viu
Y/

Y/N

YN

v/

Vi

Y/N

Y}N

Y/

Y/

v/

YIN

Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
¥/

——




THE HFVI ZONE

Symptoms {continued)

. Decreased coqcentrattorl ‘ Y/N Hot Flashes | : . Y/N
Memory concerner loss . Y/ - Nlght sweats YIN
i:flz.zlness . Y/ ) Decransed libldo/sex drive I Y/N
Headaches ' Y/N fraast tenderness YL
Numbnass In arms/legs/feat/hands Y/N Excessiva fackal of body halt . Y/ N
Towgling In ﬂrm.';/lags/feet/l)ands Y/N * Vaginal dry{we.ss S ‘ Y/N

‘ . Re[‘;\:lar menses Y/
Depressed nf;ood' . Y/N irrc_agulaa" menses Y/H
Anxlely Y/N © Mid-tycle bleeding .. Y/H
Agiltation ¥/ Hea\lﬁy menstrual bleg-,dlng YN .
Fesling nervous ‘ ¥/N post-meanopauss! o Y/N
Racing thovghts o YN Fibrocystic hreasts Y/N
Anger YIN ‘\rritable hefore menisos = YfN
Low self-estanin Y/ Emotlonal hefore menses ¥/N
Mood swings Y/N Welght gainfinabliity fo lose Y/ H
Hypersensitive/Overly emotlonal - ¥Y/N

»

4

Through The HEM Zane prograim, Dr. Holdlen's attention wili focus on wallness only. lssuas addressed withiln the Zone
program will inciude catdiac yisk reduictloli, diabetes, welght loss, fatigue, motivatlon, nutritlon and exerclse, along with

. blo-ldentical hormane replacement tharapy.

It is [mportant for you to have a primasy healtheare providar who will oversee your primbry care and any acute hoalth :

lssues. Typleal acute or primary health Issues may Includa; shnusttls, bronchitls, asthiny, low back paln, kneg paln, tu

symptoms, stomach virus, You should contact or schedule with your, primary care provider for any fraditlonat’
; :

heaithcara needs, ,

Telt us, wha Is your primary healtheare provides? N e .



Current Medication or Supplements List Pate:

Patient Name Date of Bivth:
medlation or Supploment Name Strength Dose Fraguency
Exarnple: Vita D3 1 Morping, 1 Eventug

5,0001u 2 tablats




Allergy to Medications List

Patient Name:

Dates

Date of Birth:

Name of Medication:
Bx: Amoxicifin

Reaction to Medication:
Ex. Rash




HARRISONVILLIE FAMILY MEDICINE
2820 IT, Rock Haven Road, 5t 100 .
' : Harrisonville, MO 64701
Phone (816) 380-358)  Wax (816) 380-6964

Pntivnt Name ) Soclal Security Number ) ) Date of Birth

Releasing records FROM: _

(physicim or organization nwne)

. {maiding address, phone and fi ntmber)

Releasing records TO!

v

e

A
{physiclan or ovganization nam)

v

(mniling address, phono and fax mmber)

Plesise sefect ontly ONE gf the following: I glve iy permission to release the followlng records te the

chova sinled endiy: (fucheds dutes where upproprinic) ’ '

" Confincd fo reeords for the thme period
of}

Confined to records vegarding the spocific
Infolmation; ' .

Al records withtnidt vegerd to Jnitations placed on datey, history of fliness, or dingnostle
and therapentie infornation, Meluding AIDS testing or dingousis, information or
frestment for alechol, drig abuso, and festing snd diagnosis of psychintrio illiess,

o

¥or fhe purpose oft

. +
t

Tlils ewghotizatlon fs voluntey, This suthurlzatlon will explse (¢ 60 dnys) fiom the date of my Sgnature below, 7
wnderstand fhal Tinay rovoks Jls authoteation st pny Hime by nofifylng the offies by witing, bt IF Lo, it will not hovs aay ¢ffest en
any netlons fnken prfor 1o recefying fho revoottion, T ageed 1o waivs abl dlatms agalnst lhr.ofﬂtc't’pr the relrast of the fenuasted
informanflon, Twderstaned Uit oree the fnfermation duseribed hestin Is disolased, fl may 1o langor b subject o the pivacy
protections affordsd by the office LE the reclpient of tha tnfarmatlon is not a health plaf, health nare provider, boalth slaringhanse, or
# Lissloess nspuclete tint bias a contrest with the offieo, Yundvistand Gt F must provide the offfee wilh af lanst 1wenty-for (24) honrs
notlve hefore ¢oming lo the faoliity Lo yovivw reantds, T nnderstend taat nter T haye reviewed the revords, Tanust provids the ntfios
with tiva £2) weorking days ndvanse nolice ol sy coples of the records et swaisld ks to pick up ot the offics, 1 upsdtpstand that i€
sequest thet reeprds be onpled and senl to ne tiatthe offite will seand those recoeds o me wikiiha ity (30) days, Tundessland hat I T
wish 16 have capies of reaurds raade, than the officaxll essess o fee for copylng e cecords, Tha Mollity wiil notify e of the tolul

, amount dus Eor sopying and shipplng of the requested records, J agreo that the offiec will oaly seat mo ths reguested dnfornatite onte
maymanl hes been recalvod n 2181 for thoxs cosls, | understind thet onos the requested sevotdr feave HEM, thoy oie the sespoasiililty
of Ui pationt! reofpleat, Tmiderstand Usal 1 have thu optiun Lo have these records.copled Lo u dals dise, arun elelrante copy can bu

+ made, The pn!lnut} reolpiont will be rrsponsiile for providing a Mlush deive-for thr slectronis copy,

.
1

Slgmatuns uf}’edcnl orLepal Representatlve Ao Dala

17 Blgned by Legol Represctathys, Rulatlonship to Polient . Stgnulates oF Wltness

.




Patiant Name: Patlent DOB: [/ Date:

Wellness Update

Do you experfance any of these symptoms? How often do you experience

these symptoms?
Yes  No
Nunny Nose
ltchy Nose 1 Oceaslonally (2-3 times per year)
Stuffy Nose r
hchy Eyes . I Over 8 times a year
Watery Eyas

[ A few long periods of time per year
Frequent Sneezing {Spring, Summer, Fall, Winter)

tchy Mouth/tUps/Throat

Post Nasal Drip [drainage down the back
of the throat, ¢learing throat)

1 Most of the year

Do you take prescription or over-the-counter (OTC) medications for the management of
your allergy symptoms? [T Yes{d No g

If yes, name of medication and last date taken:

Please indicate below symptoms/conditions you've experienced during the last 1 — 2 years

[7] Sinus related lssues [sinus prassure/pain, "I Restloss sleep, challenges steaping through the
headaches, sinusitis) night, snaring
[2) fe-occurring Seasonal Calds ] Conslstent or Re-occurring coughlng’

{0 Feelhﬁ; of fatigue, Irritability, & restlassness
L1 Chronic colds {lasting longer than 2 months) ‘
£1 Asthma

D Migraine Headaches , [ skin conditions {dry and/or ltehy skin, et...)

Patient/Guardian Signature: ‘ Date, [/ [

Patient Phone:

[ FOR PROVIDER USE ONLY:

order Allergy Test: [ ves [l no
Date of last ENTexam: ___ [/

Provider Signature: ' Date: . [ [

Weltnass Upduto 1.2




