KC Wellness Center
MEDICAL INTAKE FORM

Date:____________________
Last Name:____________________________________ First Name:___________________________________ MI:___________
Date Birth:____________________Age:__________Social Security Number:_________________________________________ 
Address: ________________________________________________Cell Phone:_________________________________________

City:_______________________________________________State:________________________Zip:_______________________
Employer:___________________________________________EMail:________________________________________________
Please Circle:   Male   or   Female

Marital Status:___________________How Long:___________
Pharmacy:___________________________________________ Phone:_______________________________________
Incase of Emergency who to contact:

Name:_________________________________________________Phone:_____________________________________________

Please list Primary Physician(s) contact information:

Physican/Facility: ______________________________________________________Phone: _______________________________

Please list medical concerns in order of importance (chief complaint #1):

· ___________________________________________________________________________________________________


· ____________________________________________________________________________________________________
Medical History:  Please check all if you have or had any of these systems
· Arthritis

· Allergies (Hay fever)

· Asthma

· Alcoholism

· Blood Pressure

· Bronchitis

· Cancer

· Chronic Fatigue Syndrome

· Carpal Tunnel Syndrome

· Cholesterol-Elevated

· Circulatory Problems

· Colitis

· Dental Problems

· Depression

· Diabetes

· Diverticular Disease 

· Emphysema

· Eyes, Ears, Nose Throat

· Environmental Sensitivities

· Fibromyalgia

· Gastroesophageal Reflux

· Glaucoma

· Gout Heart Disease

· Infection, Chronic

· Inflammatory Bowel Disease

· Irritable Bowel Syndrome

· Kidney or Bladder Disease

· Liver or Gallbladder Disease

· Migraine Headaches

· Neurological Problems

· Sinus Problems

· Stroke

· Obesity

· Osteoporosis

· Sexually Transmitted Disease

· Seasonal Affective Disorder

· Skin Problems

· Ulcer

· Urinary Tract Infections

· Varicose Veins

· Thyroid
Other____________________ 

Operations: Please include year of operation
Appendectomy _____________
Tonsillectomy____________
Prostate___________
Hysterectomy (partial or total)_____________________
Cholecystectomy____________________

Other________________________________________________________________________________________

Preventative Care: 

Annual Physical:    Yes       No        Year:_________      Labs:   Yes     No    Year: _______  
Mammogram:         Yes       No       Year:_________      Pap Smear :   Yes    No    Year: _______      
Colonoscopy:          Yes       No       Year:_________      Last Menstrual Period: ​​​_____________________________
Bone Density Scan: Yes      No        Year:_________

Prostate Exam:        Yes       No       Year:_________      Other: _______________________________________________________
Allergies (please list): Please include reaction 
· ___________________________

· ___________________________

· __________________________​​​
· ___________________________

· ___________________________
· __________________________

Please list contact information for any physician(s) or facilities that have treated you for the condition that you are seeking treatment for (if applicable)…
Physican/Facility: ______________________________________________________Phone: _______________________________
Physican/Facility: ______________________________________________________Phone:_______________________________  
Please list any prescription medications, OTCs (over the counter medications), vitamins, minerals, supplements you are taking.  Please list the amounts (i.e. 500 mg tablet 2x/day), when you take them (schedule) and why you are taking them.  If you need more room, you can attach a list or use the back of this page.

1 _________________________________________________  2 _________________________________________________
3 _________________________________________________  4 _________________________________________________

5 _________________________________________________  6 _________________________________________________

7 _________________________________________________  8 _________________________________________________

Physical History:  Please check all if you have or had any of the systems.

Head:

· Headaches-one sided
· Confusion, Brain Fog
· Blurred Vision
· Other____________________
· Headaches-involves back of neck
· Dizziness, Unsteadiness
· Headaches-associated with light sensitivity
· Headaches-interfere with work
· Change in memory

Eyes

· Itching

· Glaucoma

· Sensitive to light

· Dryness

· Cataracts

· Corrective Lenses

· Puffy under eyes

· Dark circles

· Other____________________

Ears:

· Hearing Loss 

· Drainage

· Ringing/Roaring

· Other____________________

· Pain

Nose:

· Itches

· Runs

· Blood streaked mucous

· Sneeze

· Requires nose drops/spray

· Other___________________

· No sense of smell

· Sinus infection

Mouth and Throat

· Snore 

· Wears dentures

· Neck glands swell

· Bad breath

· Hoarseness

· Difficulty swallowing

· Sore throats

· Grind teeth in sleep

· Other__________________

Cardiac and Respiratory

· Wheeze
· Rapid heart beats
· Non-productive cough
· Ankle swelling
· Bronchitis
· Chest pains
· Skipped beats
· Short of breath
· Murmur
· Productive cough
· Cough up blood
· Night sweat

Gastrointestinal/Digestion

· Heartburn
· Cramping
· Stomach aches
· Rectal bleeding
· Belching frequently
· Indigestion
· Mucous in stool
· Anal pain
· Diarrhea
· Blood in stool
· Nausea/Vomiting
· Bloating
· Excess gas
· Constipated
· Other___________________

Urinary and Genitalia:

· Frequent urination
· Kidney stones
· Yeast infection
· Unsatisfactory sexual relations
· Painful urination
· Weak stream
· Difficulty starting urination
· Burning
            



· Pass blood
· Genital herpes
· Lumps, pain swelling testicles

· Vaginal Dryness

· Painful Intercourse

· Irregular Bleeding

· Present or previous cancer of the kidneys or urinary tract


       

Endocrine

· Fatigue

· Heat intolerance

· Crave sugar

· Reaction time slowed down

· Feel puffy or swollen all over your body

· Sleepiness in the afternoon

· Light headed upon standing

· Difficult getting out of bed

· Deepening of voice

· Cold intolerance

· Crave salt

· Catch colds or infections easily

· Decreased libido

· Weight gain for no apparent reason

· Feel cold, chilled-hands, feet all over for no apparent reason

Musculoskeletal

· Muscle weakness

· Morning stiffness

· Back pain

· Numbness/tingling of hands and feet

· Other____________________

· Muscle cramps

· Joint swelling, pain or stiffness

· Increased redness, warmth of joint

· Decreased strength

· Muscle twitching

· Parts of the body feel tender, sore, sensitive to touch

Physical History:  Please check all that apply.
Skin:

· Eczema

· Easy bruising

· Brittle nails

· Hives

· Dry skin

· Other___________________

· Rash

· Oily

Psychological:

· Often unhappy

· Difficulty falling asleep

· Misunderstood by others

· Unable to concentrate

· Use tranquilizers

· Considered a nervous person

· Easily flare in anger

· Frequently keyed up and jittery

· Am a workaholic

· Extremely shy or sensitive

· Difficulty staying awake

· Other____________________

Social History:  Please circle all that apply.

Children:  Yes    No
If yes, how many_________

Cigarettes:  Yes    No
If yes, how much/day__________How many years__________


Cigars:  Yes    No

If yes, how many/day__________or week_______

Alcohol:  Yes    No
If yes, drinks/day or week__________

Coffee:  Yes    No
If yes, cups/day__________
Chewing Tobacco:  Yes    No

PMI/FH:

Have you or any of your family members had any of the problems listed in this chart?  Please indicate by checking the appropriate box.

	 
	Father
	Mother
	Grandparents
	Siblings
	Children

	Alcoholism
	 
	 
	 
	 
	 

	Anemia
	 
	 
	 
	 
	 

	Arthritis
	 
	 
	 
	 
	 

	Asthma
	 
	 
	 
	 
	 

	Cancer
	 
	 
	 
	 
	 

	Diabetes
	 
	 
	 
	 
	 

	Emphysema
	 
	 
	 
	 
	 

	Heart Disease
	 
	 
	
	 
	 

	High Blood Pressure
	 
	 
	 
	 
	 

	Osteoporosis
	 
	 
	 
	 
	 

	Mental Illness
	 
	 
	 
	 
	 

	Thyroid Disorders 
	 
	 
	 
	 
	 

	Others-List
	 
	 
	 
	 
	 


READ THOROUGHLY BEFORE SIGNING
PATIENT ACKNOWLEDGEMENT OF 

RECEIPT OF PRIVACY NOTICE

I hereby acknowledge receipt of the Notice of Privacy Practices for KC WELLNESS CENTER regarding my health information.  I have been informed and understand the manner in which my health information shall be maintained, utilized and disclosed by Clinic and my respective rights contained there in.  I also understand that the Notice furnished to me is subject to change at any time.  I am aware that I may obtain a current copy of this Notice at any time by contacting KC WELLNESS CENTER, 1412 NW Vivion Road Kansas City, MO 64118.
ACKNOWLEGEMENT OF FEES
I hereby acknowledge receipt of notice that KC Wellness Center does NOT file health insurance claims at this time. I understand that I am personally responsible for payment in full for the care that I receive at the time of service. Once a service has been rendered the fees paid are non-refundable. KC Wellness Center will provide you with documentation to submit to your insurance carrier so that you may be reimbursed for your medical expenses directly. I further understand and agree that if KC Wellness Center must take any action to collect an outstanding balance on my account, I will be responsible for payment of and will reimburse this office for all costs of such collection efforts, including but not limited to staff expenses at a rate of $25 per hour, court costs, postage and attorney fees. I agree to the following fee schedule. 





Initial Consultation is Free





New Patient evaluation fee $250 





Established Patient follow up visit fee $65






Medical Weight Loss- Varies based on medical necessity






ONLINE REVIEWS

We very much appreciate honest reviews posted on social media and online search engine pages. By signing this agreement, you give your expressed permission to KC Wellness Center and or its officers and providers to respond appropriately to any review(s) you may post. 
OFFICE WAITING AREA POLICY

KC Wellness Center, Inc. is a small medical office with very limited space for guests waiting. We have to ask our patients to limit the amount of guests with them to one guest. We apologize for the inconvenience and appreciate your understanding. Additionally there are no foods or drinks other than water permitted in the waiting area.  By signing this, you are agreeing to honor these office policies. 
CONSENT TO TREAT
I hereby authorize the Doctor’s to treat my case as they deem appropriate.
Patient Signature:_____________________________________             Date:______________________________________

****   STAT PATIENT WAITING IN OFFICE ****

PERMISSION TO RELEASE MEDICAL RECORDS

I, 



______________________
, request the release of my medical records:

Please indicate what information you would like released:
ANY AND ALL TREATMENT AND DIAGNOSTIC RECORDS

Said records are to be sent to:

KC Wellness Center
1412 NW Vivion Road
Kansas City, MO 64118
Office: 816-214-5276 / Fax: 816-841-4801
I recognize the material requested is part of my permanent medical record and now hold harmless,

 _____________________________________, from any and all claims resulting from this release.

Patient Signature






Date

Social Security Number






Date of Birth

Witness Signature






Date
NOTE: Your health information will be kept strictly confidential.  Any information that we collect about you on this form will be kept confidential in our offices.  
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