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Patient Application/ Intake Form  
The purpose of this form is to make sure our practice is the right fit for you. 
  
Full Name: _________________________________ Date of Birth: ________________________  

Address: _______________________________________________________________________ 
______________________________________________________________________________  

Phone: _______________________   SS#________________________  

Email Address: ________________________________________________________  

Occupation: ___________________________________  

Referred by: _____________________________________  

Insurance: __________________________________________ ID_____________________________  

Secondary Insurance: _________________________________ ID_____________________________  

Previous primary care physician:  Do you want us to be your primary care physician?
___________________________________________________________  

How did you hear about us? ______________________________________________________________  

What medical problems do you have, if any? Please list diagnoses only. 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Please list the medications you take, if any, including current prescriptions, over-the-counter medications, and vitamins/supplements. 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

Do you take controlled substances or pain medication such as Hydrocodone, Xanax? Yes / No (circle)  




Please complete the form, fax it back or drop it off at our office.
4815 MacCorkle Ave SE
Charleston, WV 25304
Phone: 681-265-1693
Fax: 681-265-0990
 



Name: _________________________________________________DOB: ________________ 
Medication History Record


Phone (home): _______________________ (mobile) ________________________________
Gender:         Male	Female
 Current Diagnosis

Any Allergies

Family Medical History of Allergies and Any Notable Medical Conditions 


Occupation: __________________ 
Location: ____________________
Hobbies: ___________________
___________________________
Travel [image: ] Domestic   [image: ]  International
% of Travel Involved: _____________

Immunizations (last 5 years)  [image: ] TB ________
· Flu __________ [image: ] Pneumonia _________
Diet:  [image: ]  Balanced  [image: ]  Frequency ___________
Caffeine: [image: ] No  [image: ]  Yes amount _______ Source ____________
Tobacco: [image: ] No  [image: ] Yes amount________ # Years ___ Quit on ______
Alcohol: [image: ] No  [image: ]  Daily [image: ] Weekly [image: ] Monthly amount _______
Any recreational drugs or steroids used? 



Current Prescription Medications Used
Name of Medication         Dosage	    Frequency	Taken	        Taken	Allergic Reactions		Prescribed
					              last on?       Side effects		 

	Name of Medication         Dosage	    Frequency	Taken	        Taken	Allergic Reactions		Prescribed
					              last on?            Side effects		 
[image: ]
Prescription Medications not being used currently but used anytime in the past 3 months.
Source of medications:
[image: ] local pharmacy   [image: ]  mail order  
[image: ] Internet  [image: ]  Samples  [image: ] Foreign
[image: ]  Other (provide details below)
_____________________________
Any cost issues: [image: ] No  [image: ] Yes
____________________________
Any accessibility issues: [image: ] No [image: ] Yes
_____________________________
Medication storage location: 
____________________________
Are containers labeled? [image: ] No  [image: ] Yes
Are they accessible to children?
 [image: ] No  [image: ] Yes
Are expired medications discarded? [image: ] No  [image: ] Yes




	Any OTC Medications Used

	Symptom
	Medication & Dosage
	Frequency
	Started Taking On
	Last Taken On
	Side Effects

	Pain
	
	
	        /      /
	        /      /
	

	Diarrhea or Constipation
	
	
	        /      /
	        /      /
	

	Nausea
	
	
	        /      /
	        /      /
	

	Heartburn
	
	
	        /      /
	        /      /
	

	Cough
	
	
	        /      /
	        /      /
	

	Congestion / Sinus
	
	
	        /      /
	        /      /
	

	Allergies
	
	
	        /      /
	        /      /
	

	Sleeping Aid
	
	
	        /      /
	        /      /
	

	Skin Problems
	
	
	        /      /
	        /      /
	

	Weight Loss
	
	
	        /      /
	        /      /
	

	Anxiety
	
	
	        /      /
	        /      /
	

	Depression
	
	
	        /      /
	        /      /
	

	Menstrual Issues
	
	
	        /      /
	        /      /
	

	Menopause
	
	
	        /      /
	        /      /
	

	Vitamins / Herbs
	
	
	        /      /
	        /      /
	

	
	
	
	        /      /
	        /      /
	

	
	
	
	        /      /
	        /      /
	

	
	
	
	        /      /
	        /      /
	

	
	
	
	        /      /
	        /      /
	



Notes / Comments: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[image: ]Holistic, Inc.
4815 MacCorkle Ave SE
Charleston, WV 25304
Phone: 681-265-1693
Fax: 681-265-0990


Medical Records Release Form
Patient’s Name: _______________________________________________________________________
Social Security #: _______________________________________________________________________
Date of Birth: __________________________________________________________________________

Please release my medical records from the following physician(s):
Name: _______________________________________________________________________________
Address: _____________________________________________________________________________
City, State, Zip Code: ___________________________________________________________________
Phone #: ____________________________________________________________________________
Fax#: _______________________________________________________________________________

Name: _______________________________________________________________________________
Address: _____________________________________________________________________________
City, State, Zip Code: ___________________________________________________________________
Phone #: ____________________________________________________________________________
Fax#: _______________________________________________________________________________

The records of my records are for continuation of care. This document is to expire six (6) months from the date of signature.

_______________________________________
Patient’s Signature
______________________________________
Date

PRIVACY PRACTICES ACKNOWLEDGEMENT



ACKNOWLEDGEMENT FORM


I have received the Notice of Privacy Practices, and I have been provided with an opportunity to review it. 

Name: _________________________________ DOB: _________________
Signature: ____________________________________________________
Date: _________________



Office Staff Signature: _______________________________________
Date: __________________








Holistic, Inc. Consent for Use and Disclosure of Protected Health Information
With my consent, Holistic, Inc. may use and disclose protected health information (PHI) about me to conduct treatment, payment, and healthcare operations (TPO). A more complete description of such uses and disclosures can be found in the Notice of Privacy Practices for Holistic, Inc.
I have the right to review the Notice of Privacy Practices prior to signing this consent. Holistic, Inc. reserves the right to revise the Notice of Privacy Practices at any time. A revised notice may be obtained by forwarding a written request to the Privacy Officer at Holistic, Inc. 4815 MacCorkle Ave SE, Charleston, WV 25304
With my consent, a representative of Holistic, Inc. may call my home phone or other designated location and leave a message on an answering machine, voicemail, or in person to reference any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items, and any call pertaining to my clinical care, including laboratory results. 
With my consent, Holistic, Inc. may mail to my home address or other designated location any item that assists the practice in conducting TPO, such as appointment reminder cards and patient statements if they are marked Personal and Confidential. 
I have the right to request that Holistic, Inc. restrict how it uses or is disclosed by PHI to conduct TPO. However, the practice is not required to agree to my requested restrictions, but if it does, such uses, and disclosures are behind by this agreement. I have such requested restrictions as indicated below. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

By signing this form, I am consenting to Holistic, Inc. the use and disclosure of my PHI to conduct TPO. I may revoke my consent in writing except to the extent that the practice has already made disclosure in reliance to my prior consent. If I do not sign this consent, Holistic, Inc. may decline to provide treatment to me. By signing this form, I also acknowledge that I have received and reviewed the Notice of Privacy Practices for Holistic, Inc. 

Print Patient Name : _______________________________________ Date : ________________
Patient Signature : ________________________________________ Date : _________________
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