Integrative Health Partners

Linda Dagenais, N.D.

4500 9th Ave NE.  3rd Floor,  Suite #22, Seattle WA 98105 ( Tel: 206-903-6111 ( Fax 206-903-6125 ( www.IntegrativeHealthPartners.com
Name:____________________________________________

Date of Birth:  ___________
Date:_____/_____/______


Patient Information
Thank you for choosing our office!  In order to serve you properly, we ask that you fill out the following information.  When filling form online – please highlight in bold.  Otherwise please print and complete form in ink.  All information will be confidential and if you have any questions or concerns, do not hesitate to ask for assistance.  We will be happy to help.

Patient Name: ​​_________________________________________________________________________       Date: ______________​​​​​​​​_________  nature of patient or parent if minorrwise payable to ng and administering claims for insurance benefits.  I 
Address: __________________________________________________ City: ______________________  State: _______  Zip: ______________

SSN: _________________________________            Gender:    О  Female     O  Male                        Date of Birth:  _______________________

Check or highlight appropriate box:       O Partner       O Single        O Married        O Divorced        O Widowed        O Separated
O Partner


Phone:       Home:  __________________      Work: ____________________      Cell: ____________________Fax: ​​_________________ 

Number easiest to contact you to leave messages:  ___________________      Email address:___________________________________
HIPAA regulations require permission to leave detailed messages.  Is it ok to leave this kind of patient and/or billing information? Yes(NO(  

Which number is best for this? ____________________________________________________

Which email is best for this? _______________________________________________________  If same as above (
Spouse/Partner or parent’s name: __________________ _____________________________  Phone: _____________________________  
Patient’s or parent’s employer:  ____________________ ________________________  Occupation:  ______________________________

Business Address:  ____________________ ___________________________ City: __________________  State: _____    Zip: _______

If patient is a student, name of school/college:  ________________________  City: ___________________  State: _____  Zip:  __________

Whom may we thank for referring you?  _____________________________________________________________________________________

Person to contact in case of an emergency:  _________________________________________________  Phone: ___________________

Responsible Party  
Name of person responsible for this account:  _____________________________________________  Relationship: __________________

Address: __________________________________________________________________________Home Phone:  __________________

Driver’s license #: ___________________________  Birthdate: ____________________  Financial Institution: _______________________

Employer: _________________________________________________________________________  Work Phone: _________________

Is this person currently a patient at our office?

O  Yes

O  No

Insurance Information

Insured’s name: _________________________________________________________  Relationship to patient: _________________________   
Date of Birth: _____________ID #:  ___________________________Group ID #:  _____________Social Security Number: ___________________

Insurance company: ____________________________________________________________   Phone: _______________________________

What is your deductible? _$____________________Copay:_____ ______  
How much have you used? ____________________________

Do you have any additional insurance?

O  Yes

O  No
If yes which one:   ______________________________________
I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits.  I also hereby authorize payment of insurance benefits otherwise payable to me directly to the doctor.

X_____________________________________________


Date: _________________________

                                 Signature of patient or parent if minor
HEALTH HISTORY
	Place of birth


	Education


	Date of last Eye exam


	Date of last full bloodwork



	Relationship status
	Occupation 


	Date of last Dental Exam
	Date of last Mammogram
	Date of last colonoscopy

	Who is your Primary Care Provider:  
	Date of last Physical Exam


	Date of last PAP or Prostate exam
	Date of last Bone Density testing

	                                                                                  Height:        
	Current Weight:                       Weight 1 year ago                   Maximum Weight:  

	List all serious illnesses, surgeries, hospitalizations you have experienced and indicate year these occurred:     (  None


	Describe all serious accidents, severe injuries, head injury, fractures or broken bones (include date occurred):   (  None



	
	

	
	

	
	


CHIEF COMPLAINTS:  Please list (in order of importance) the present health concerns, symptoms, or problems you are experiencing:

	1.
	4.

	2.
	5.

	3.
	6.


MEDICATION (Include everything you have taken or are taking: pills, tablets, liquids, ointments, suppositories, etc)
	Antacids
	Antibiotic/Antifungal
	Antidepressants
	Antidiabetic/Insulin 

	Aspirin/Tylenol
	Chemotherapy
	Cortisone
	Anti-Inflammatories 

	Heart Medications
	High Blood Pressure
	Hormones
	Laxatives 

	Lithium
	Oral Contraceptives
	Radiation
	Recreational Drugs

	Relaxants/Sleeping Pills
	Thyroid
	Ulcer Medication
	Other 


OTHER MEDICATIONS, VITAMINS, MINERALS, HERBS, DOSES

	
	
	
	

	
	
	
	


CIRCLE /identify if you have:


	Drug allergies:
	
	Exposed to chemicals at work or home: Y N

	Food allergies:
	
	Are under excessive stress:  

	Environnemental Allergies
	
	Diet Often

	Have or had an eating disorder
	
	Smoke or chew tobacco:  


List typical foods consumed on a regular basis:
	Breakfast:  

	Midmorning snack

	Lunch:

	Mid-afternoon snack

	Dinner:

	Evening snack:

	Fluids:

	Alcohol:  how many beers, glasses of wine, or cocktails?  □ none    □ 1-2 a month       □   1-2 a week    □  1-2 a day   □  3 or more a day

	Caffeine:

	How much dairy do you consume?  □  Milk              □  Cheese                □  Yogurt

Are you lactose intolerant?  Does milk upset your stomach or cause diarrhea?  □  yes       □ no
	Do you regularly drink or consume (1x per week or more)?

□ luncheon meats   □ margarine   □ saccharine or aspartame

□ fried foods   □ carbonated beverages   □ fast food meals 

	Are you most likely to reach for or find hard to resist (check all that apply):

□ salty foods    □ fatty foods    □ sweets (candy, chocolate or ice cream?)    □  crunchy foods    □ alcoholic beverages    □  soda pop    □  cheese

□ “carbs” – chips, popcorn, pretzel, bagels, bread, pasta, crackers, potatoes, corn, rice, fries, etc    □ Other:  ___________________________________________


YOUR CURRENT & PAST MEDICAL CONDITIONS

	Condition
	
	
	Status & Notes
	Condition
	
	
	Status & Notes

	AIDs or HIV+
	Yes
	No
	
	Low Blood Pressure
	Yes
	No
	

	Alcohol Abuse
	Yes
	No
	
	Lung disease
	Yes
	No
	

	Anemia
	Yes
	No
	
	Lupus
	Yes
	No
	

	Anorexia
	Yes
	No
	
	High Blood Pressure
	Yes
	No
	

	Asthma
	Yes
	No
	
	High Cholesterol / Triglycerides
	Yes
	No
	

	Binge Eating
	Yes
	No
	
	Mitral Valve Prolapse 
	Yes
	No
	

	Bipolar disease
	Yes
	No
	
	Osteoporosis
	Yes
	No
	

	Blood Transfusions 
	Yes
	No
	
	Osteoarthritis
	Yes
	No
	

	Bulimia
	Yes
	No
	
	Polycystic ovarian syndrome
	Yes
	No
	

	Cancer – What type?
	Yes
	No
	
	PMS
	Yes
	No
	

	Chronic Fatigue Syndrome
	Yes
	No
	
	Polio
	Yes
	No
	

	Depression
	Yes
	No
	
	Pulmonary Hypertension
	Yes
	No
	

	Diabetes
	Yes
	No
	
	Rheumatic Fever
	Yes
	No
	

	Drug Abuse
	Yes
	No
	
	Rheumatoid Arthritis
	Yes
	No
	

	Epilepsy
	Yes
	No
	
	Sleep Apnea
	Yes
	No
	

	Fibromyalgia
	Yes
	No
	
	Stroke
	Yes
	No
	

	Gallstones
	Yes
	No
	
	Thyroid disease
	Yes
	No
	

	Glaucoma
	Yes
	No
	
	Tuberculosis
	Yes
	No
	

	Gout
	Yes
	No
	
	Venereal disease (STD)
	Yes
	No
	

	Heart Attack / Angina 
	Yes
	No
	
	OTHER: please list
	Yes
	No
	

	Heartburn
	Yes
	No
	
	
	Yes
	No
	

	Hepatitis
	Yes
	No
	
	
	Yes
	No
	

	Hernia
	Yes
	No
	
	
	Yes
	No
	

	Kidney Disease
	Yes 
	No
	
	
	Yes
	No
	


FAMILY MEDICAL HISTORY: (**Please note if father’s [P] or mother’s side [M] of the family) 

	
	WHO
	
	WHO

	Alzheimer’s Disease
	
	High Cholesterol
	

	Alcohol or Drug Problem
	
	Kidney Disease (kidney stones, infections)
	

	Allergies
	
	Leukemia
	

	Anemia
	
	Mental Illness
	

	Ankylosing Spondylitis
	
	Migraine Headaches
	

	Arthritis
	
	Multiple Sclerosis
	

	Asthma
	
	Overweight/Obesity
	

	Autoimmune disorders
	
	Osteoporosis
	

	Cancer – type?
	
	Parkinson’s
	

	Chronic Lung Disease
	
	Pelvic (fibroids, ovarian cysts, endometriosis)
	

	Celiac Disease
	
	Polyps in Colon or Nose
	

	Diabetes
	
	Polycystic Ovarian Syndrome (PCOS)
	

	Epilepsy
	
	Psoriasis
	

	Emphysema
	
	Rheumatoid Arthritis
	

	Glaucoma
	
	Stroke
	

	Gout
	
	Thyroid Disease (hypothyroid, Graves)
	

	Heart Disease
	
	Ulcers (peptic, gastric)
	

	High Blood Pressure
	
	Other
	


	
	Present age /or Age of death
	If living, health (good, fair, poor)
	If deceased, cause of death

	Father
	
	
	

	Mother
	
	
	

	Siblings
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Spouse
	
	
	

	Children
	
	
	


Do you have a Living Will or Advance Directive

yes 

no 
(would you like some information? Y / N)

