
PLEASE PRINT
Date:________/________/________ Home Phone: (______)_______-________

PATIENT INFORMATION
Name:_____________________________________________Social Security:_________________________
Address: ______________________________________________Cell Phone: (______)_______-_________
City:_______________________________ State:___________________Zip Code:_____________________
Sex: M [ ] F [ ] Age:________ Birth Date: ________/________/_________ Race: ______________________
Ethnicity:________________________ Preferred Language:______________________ Blind: [  ]   Deaf: [  ]

Married Widowed Single Divorced

Minor Separated Partnered for __________ years

Patient Employer/School: __________________________________ Occupation:_______________________
Employer/School Phone: (______)_______-_________ E-mail: ____________________________________
Whom may we thank for referring you?:_______________________________________________________
Emergency Contact:__________________________________________Phone:(______)_______-_________

PRIMARY INSURANCE
Person Responsible for Account:____________________________Relation to Patient:__________________
Birth Date:________/________/_________ Social Security #:______________________________________
Address:___________________________________________________Phone: (______)_______-_________
Person Responsible Employed by:__________________________ Occupation:________________________
Business Address:____________________________________Business Phone: (______)_______-_________
Insurance Company:_________________________________________Phone: (______)_______-_________
Member ID:______________________Group:___________________Subscriber:______________________
Names of other dependents covered under this plan:______________________________________________

ADDITIONAL INSURANCE
Is the patient covered by additional insurance? Yes [ ] No [ ]

Person Responsible for Account:____________________________Relation to Patient:__________________
Birth Date:________/________/__________Social Security #:______________________________________
Address:___________________________________________________Phone: (______)_______-_________
Person Responsible Employed by:__________________________ Occupation:________________________
Insurance Company:_________________________________________Phone: (______)_______-_________
Member ID:______________________Group:___________________Subscriber:______________________
Names of other dependents covered under this plan:______________________________________________

ASSIGNMENT AND RELEASE
I certify that I, and/or my dependent(s) have insurance coverage with ________________________________

Name of Insurance Company(ies)

and assign directly to Dr._________________________________. All insurance benefits, if any, otherwise will be
payable to me for services rendered. I understand  that I am financially responsible for all charges whether or not 
paid by my insurance. I authorize the use of my signature on all insurance submissions.

The above-named physician may use my health care information and may disclose such information to the above-
named insurance company(ies) and their agents for the purpose of obtaining payment for services and determining 
insurance benefits or the benefits payable for the related services. This consent will end when my current treatment
plan is completed or one year from the date signed below.

_____________________________________________________ _________________________
              Signature of Patient, Parent, Guardian or Personal Representative Date

_____________________________________________________ _________________________
        Please print name of Patient, Parent, Guardian, or Personal Representative     Relationship to Patient



Confidential Health History
Patient Name:________________________________________Today's Date:________/________/________
Age:__________Birth Date:________/________/_______Date of last physical:________/________/_______
What is your reason for this visit:_____________________________________________________________

SYMPTOMS
Check conditions you currently have or have had in the past year

General Gastrointestinal ENT Men Only

Chills Poor appetite Bleeding gums Breast lump

Depression Bloating Blurred vision Erectile dysfunction

Dizziness Bowel changes Crossed eyes Lump in testes

Fainting Constipation Difficulty swallowing Penis discharge

Fever Diarrhea Doubled vision Sore on penis

Forgetfulness Excessive hunger Ear ache Other

Headache Excessive thirst Ear discharge Women only

Loss of sleep Gas Hay fever Abnormal pap smear

Loss of weight Hemorrhoids Hoarseness Bleeding between periods

Nervousness Indigestion Hearing loss Breast lump

Numbness Nausea Nose bleeds Menstrual pain

Sweats Rectal bleeding Persistent cough Hot flashes

Muscle/Joint/Bone Stomach pain Ringing in ears Nipples discharge

Pain, weakness, numbness in: Vomiting Sinus problems Painful intercourse

Arms Hips Vomiting blood Vision - flashes Vaginal discharge

Back Legs Cardiovascular Vision - halos Other

Feet Neck Chest pain Skin Date of last period:

Hands Shoulders High blood pressure Bruise easily _________/_________/_________

Genito-Urinary Irregular heart beat Hives Date of last pap smear:

Blood in urine Low blood pressure Itching _________/_________/_________

Frequent urination Poor circulation Change in moles Date of last mammogram

Lack of bladder control Rapid heart beat Rash _________/_________/_________

Painful urination Swelling of ankles Scars Are you pregnant?    Y      N

Varicose veins Sores that won't heal Number of children:__________

CONDITIONS
Check the conditions you currently have or have had in the past year

AIDS Chemical Dependency High cholesterol Prostate problems

Alcoholism Chick pox HIV positive Psychiatric Care

Anemia Diabetes Kidney disease Rheumatic

Anorexia Emphysema Liver disease Scarlet fever

Appendicitis Epilepsy Measles Stroke

Arthritis Glaucoma Migraine headaches Suicide attempt

Asthma Goiter Miscarriage Thyroid problems

Bleeding disorders Gonorrhea Mononucleosis Tonsillitis

Breast lump Gout Multiple sclerosis Tuberculosis

Bronchitis Heart disease Mumps Typhoid fever

Bulimia Hepatitis Pacemaker Ulcers

Cancer Hernia Pneumonia Vaginal infections

Cataracts Herpes Polio Venereal disease
Medications: list medications you are currently taking:

_________________________  ___________________________  ___________________________
_________________________  ___________________________  ___________________________



Family History
Relation Age State of Health Age at

Death
Cause of Death Check if your blood relatives had any of the following:

Disease Relationship to you

Father __________ _____________ _________ _______________ Arthritis, Gout _______________

Mother __________ _____________ _________ _______________ Asthma, Hay Fever _______________

Brothers __________ _____________ _________ _______________ Cancer _______________

__________ _____________ _________ _______________ Chemical Dependency _______________

__________ _____________ _________ _______________ Diabetes _______________

__________ _____________ _________ _______________ Heart Disease, Stroke _______________

Sisters __________ _____________ _________ _______________ High Blood Pressure _______________

__________ _____________ _________ _______________ Kidney Disease _______________

__________ _____________ _________ _______________ Tuberculosis _______________

__________ _____________ _________ _______________ Other _______________

Hospitalizations Pregnancies

Year Hospital Reason for Hospitalization and Outcome Year of
Birth

Sex Complications if any

_______ _____________ ________________________________________

_______ _____________ ________________________________________ _______ _____ ___________________

_______ _____________ ________________________________________ _______ _____ ___________________

_______ _____________ ________________________________________ _______ _____ ___________________

_______ _____________ ________________________________________ _______ _____ ___________________

_______ _____________ ________________________________________ Health Habits
Check which you use and how often_______ _____________ ________________________________________

_______ _____________ ________________________________________ Caffeine _________________________

_______ _____________ ________________________________________ Tobacco __________________________

Have you ever had a blood transfusion?  [ ] Yes [ ] No
If yes, please give approximate dates:______________________

Street Drugs___________________

Other ________________________

Serious Illnesses/Injuries Date Outcome Occupational
Check if your work exposes you to:

_______________________ __________ ____________________

_______________________ __________ ____________________ Stress Hazardous Substances

_______________________ __________ ____________________ Heavy Lifting Other:______________

_______________________ __________ ____________________ Occupation__________________________

To the best of my knowledge, the above information is complete and correct. I understand that it is 
my responsibility to inform my doctor if I, or my minor child, ever have a change in health.

_____________________________________________________ _________________________
              Signature of Patient, Parent, Guardian or Personal Representative Date

_____________________________________________________ _________________________
        Please print name of Patient, Parent, Guardian, or Personal Representative     Relationship to Patient



Forte Family Practice Health Questionnaire-9 (PHQ-9)

Today's Date:________/________/________

Patient Name:________________________________________Date of Birth:________/________/________

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

Please circle your answer: Not at all
Several

days

More
than half
the days

Nearly
every
day

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself – or that you are a failure or have 
let yourself or your family down

0 1 2 3

7. Trouble concentrating on things, such as reading the 
newspaper or watching television

0 1 2 3

8. Moving or speaking so slowly that other people could have 
noticed? Or the opposite – being so fidgety or restless that you 
have been moving around a lot more than usual

0 1 2 3

9. Thoughts that you would be better off dead or or hurting 
yourself in some way

0 1 2 3

For Office Coding: _______+_______+_______+_______

= Total Score: _______  

If you checked off any problems, 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 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No permission required to
reproduce, translate, display, or distribute.



MEDICARE WELLNESS CHECKUP

Please complete this checklist before seeing your 
doctor or nurse. Your responses will help you receive 
the best health and health care possible.

Your name: _____________________________________

Today's date:____________________________________

Your date of birth:________________________________

1. What is your age?

 65-69  70-79  80 or older.

2. Are you male or female? 

 Male  Female

3. During the past four weeks, how much have you 
been bothered by emotional problems such as 
feeling anxious, depressed, irritable, sad, or 
downhearted and blue?

 Not at all
 Slightly
 Moderately
 Quite a bit
 Extremely

4. During the past four weeks, has your physical 
and emotional health limited your social activities 
with family, friends, neighbors, or groups?

 Not at all
 Slightly
 Moderately
 Quite a bit
 Extremely

5. During the past four weeks, how much bodily 
pain have you generally had?

 No pain
 Very mild pain
 Mild pain
 Moderate pain
 Severe pain

6. During the past four weeks, was someone 
available to help you if you needed and wanted 
help?

(For example, if you felt very nervous, lonely, or 
blue; got sick and had to stay in bed; needed 
someone to talk to; needed help with daily chores;
or needed help just taking care of yourself.)

 Yes, as much as I wanted.
 Yes, quite a bit.
 Yes, some.
 Yes, a little.
 No, not at all.

7. During the past four weeks, what was the hardest 
physical activity you could do for at least two 
minutes?

 Very heavy
 Heavy
 Moderate 
 Light
 Very light

8. Can you get to places out of walking distance 
without help? (For example, can you travel alone 
on buses or taxis, or drive your own car?)

 Yes  No

9. Can you go shopping for groceries or clothes 
without someone's help?

 Yes  No

10. Can you prepare your own meals?

 Yes  No

11. Can you do your housework without help?

 Yes  No

12. Because of any health problems, do you need the 
help of another person with your personal care 
needs such as eating, bathing, dressing, or getting 
around the house?

 Yes  No

13. Can you handle your own money without help?

 Yes  No

14. During the past four weeks, how would you rate 
your health in general?

 Excellent
 Very good
 Good
 Fair
 Poor



15. How have things been going for you during the 
past four weeks?

 Very well; could hardly be better.
 Pretty well.
 Good and bad parts about equal
 Pretty bad.
 Very bad; could hardly be worse.

16. Are you having difficulties driving your car?
 Yes, often.
 Sometimes.
 No.
 Not applicable, I do not use a car.

17. Do you always fasten your seat belt when you are 
in a car?

 Yes, usually.
 Yes, sometimes.
 No.

18. How often during the past four weeks have you 
been bothered by any of the following problems?

Falling or dizzy when standing up.

Sexual problems.

Trouble eating well.

Teeth or denture problems.

Problems using the telephone.

Tiredness or fatigue

19. Have you fallen two or more times in the past 
year?

 Yes  No
20. Are you afraid of falling?

 Yes  No
21. Are you a smoker?

 No.
 Yes, and I might quit.
 Yes, but I'm not ready to quit.

22. During the past four weeks, how many drinks of 
wine, beer, or other alcoholic beverages did you 
have? 

 10 or more drinks per week.
 6-9 drinks per week.
 2-5 drinks per week
 One drink or less per week.
 No alcohol at all.

23. Do you exercise for about 20 minutes three or 
more days a week?

 Yes, most of the time.
 Yes, some of the time.
 No, I usually do not exercise this much.

24. Have you been given any information to help you 
with the following:

Hazards in your house that might hurt you?

 Yes  No

Keeping track of your medications?

Yes  No

25. How often do you have trouble taking medicines 
the way you have been told to take them?

 I do not have to take medicine.
 I always take them as prescribed.
 Sometimes I take them as prescribed.
 I seldom take them as prescribed.

26. How confident are you that you can control and 
manage most of your health problems?

 Very confident.
 Somewhat confident.
 Not very confident.
 I do not have any health problems.

27. What is your race? (Check all that apply)
 White
 Black or African American
 Asian
 Native Hawaiian or other Pacific Islander
 American Indian or Alaskan Native
 Hispanic or Latino origin or descent
 Other

 
Thank you very much for completing your Medicare 
Wellness Checkup. Please give the completed checkup to 
your doctor or nurse.

The contents of this Medicare Wellness Checkup are derived from http://www.HowsYourHealth.org;Copyright© 
 2012 the Trustees of Dartmouth College and FNX Corporation. Reprinted with permission. Physicians  may

duplicate  for use in               their own practices; all other rights reserved . http://www.aafp.org/fp  m/2012/0300/p  11.html.
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The Alcohol Use Disorders Identification Test
(AUDIT)

Because alcohol use can affect your health and can interfere with certain medications and treatments, it is important 
that we ask some questions about your use of alcohol. Please read the following questions and record your answer.

1. How often do you have a drink containing 
alcohol?
(0) Never [skip to ?s 9-10]
(1) Monthly or less
(2) 2 to 4 times a month
(3) 2 to 3 times a week
(4) 4 or more times a week

2. How many drinks containing alcohol do you have 
on a typical day when you are drinking?
(0) 1 or 2
(1) 3 or 4
(2) 5 or 6
(3) 7, 8, or 0
(4) 10 or more

3. How often do you have six or more drinks on one 
occasion?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

Skip to Questions 9 and 10 if Total Score
for Questions 2 and 3 = 0

4. How often during the last year have you found 
that you were not able to stop drinking once you 
had started?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

5. How often during the last year have you failed to 
do what was normally expected of you because of 
drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

6. How often during the last year have you needed a 
first drink in the morning to get yourself going 
after a heavy drinking session?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

7. How often during the last year have you had a 
feeling of guilt or remorse after drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

8. How often during the last year have you been 
unable to remember what happened the night 
before because you had been drinking?
(0) Never
(1) Less than monthly
(2) Monthly
(3) Weekly
(4) Daily or almost daily

9. Have you or someone else been injured as a 
results of your drinking?
(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

10. Has a relative or friend or a doctor or another 
health worker been concerned about your drinking
or suggested you cut down?
(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

Total Score:



Patient’s Name:                                                                                              Date:                             

FOR IN OFFICE USE ONLY!

Instructions: Ask the questions in the order listed. Score one point for each correct 
response within each question or activity.

Maximum
Score

Patient’s
Score

Questions

5 “What is the year? Season? Date? Day of the week? Month?”

5 “Where are we now: State? County? Town/city? Hospital? Floor?”

3

The examiner names three unrelated objects clearly and slowly, then 
asks the patient to name all three of them. The patient’s response is 
used for scoring. The examiner repeats them until patient learns all of
them, if possible. Number of trials:                          

5
“I would like you to count backward from 100 by sevens.” (93, 86, 79,
72, 65, …) Stop after five answers.
Alternative: “Spell WORLD backwards.” (D-L-R-O-W)

3
“Earlier I told you the names of three things. Can you tell me what those
were?”

2
Show the patient two simple objects, such as a wristwatch and a pencil,
and ask the patient to name them.

1 “Repeat the phrase: ‘No ifs, ands, or buts.’”

3
“Take the paper in your right hand, fold it in half, and put it on the floor.” 
(The examiner gives the patient a piece of blank paper.)

1
“Please read this and do what it says.” (Written instruction is “Close
your eyes.”)

1
“Make up and write a sentence about anything.” (This sentence must
contain a noun and a verb.)

1

“Please copy this picture.” (The examiner gives the patient a blank
piece of paper and asks him/her to draw the symbol below. All 10 
angles must be present and two must intersect.)

30 TOTAL

(Adapted from Rovner & Folstein, 1987)


	Instructions: Ask the questions in the order listed. Score one point for each correct response within each question or activity.

