BooneHealth

Thank you for choosing BooneHealth for your primary care needs. We look
forward to seeing you at your upcoming appointment. Please review the following
important information regarding your appointment.

1) Complete the enclosed paperwork and bring with you to your appointment.
Please do NOT mail or fax as this can delay processing.

2) Arrive 30 minutes early to process your check-in as a first-time patient.
3) Bring your insurance card and photo ID.

4) To ensure we have a complete medical history, please bring any existing
medical records with you, or complete the attached medical records
request form before your appointment.

5) Any copay or coinsurance is due at the time of service. We accept cash,
check, debit, or credit.

6) If you need to cancel or reschedule this appointment, please notify our
office at least 24 hours prior to your appointment.

If you have any questions, please do not hesitate to call us.

Sincerely,

BooneHealth Primary Care
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New Patient Questionnaire

All Questions Contained in this Questionnaire are strictly confidential and will become part of your medical record.

Name (Last, First, M.1.)

Date of Birth / / Age

Birth Gender (Circle) Male Female Identify as (circle) Male Female
Social Security Number:
Home Phone Preferred Pharmacy Name and Location
Cell Phone Primary Dentist
Email Address
Preferred Spoken Language:
O Bulgarian O Korean O Other, Please Specify
| Central Khmer | Polish
O Chinese O Portuguese
O English O Russian
| French | Somali
| German | Spanish/Castilian
O Haitian/Haitian Creole O Swabhili
| Hebrew | Thai
| Hindi | Urdu
| Italian | Vietnamese

What is your current marital status? Please circle.

Married Single Widowed Divorced Other
Religion
O Buddhism O Hinduism
O Catholic O Christian
O Islam O Other
Race:
O Alaskan Native O Native American
O Asian O Other
O Asian Pacific O Pacific Islander
| Black/African American | Unknown
O Hispanic O White/Caucasian (Non-Hispanic)
Ethnicity:
O Hispanic or Latino
O Not Hispanic or Latino

| Other
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Patient Name: Date of Birth:

Emergency Contact:
Name Relationship to Pt

Contact Phone Number

Please list all current medications, including over-the-counter and herbal supplements:

Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency
Medication Dose/Mg Frequency

Please list all current medication allergies:

Allergy Reaction
Allergy Reaction
Allergy Reaction

Non-medication allergies:

Allergy Reaction

Allergy Reaction

Allergy Reaction
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Patient Name: Date of Birth:

Past Medical History - Please check all that apply:

0 No Past Medical History

O Allergies O Gallbladder Disease
O Anemia O GERD (acid reflux)
O Angina (chest pain) O Hepatitis C
O Anxiety O Hyperlipidemia (high cholesterol)
O Arthritis O Hypertension (high blood pressure)
O Asthma O Irritable Bowel Disease
O Atrial Fibrillation O Liver Disease
O BPH (Prostate Problems) O Migraine Headaches
O Blood clots O Myocardial Infarction (heart attack)
O Cancer — specify type O Osteoarthritis
O Cerebrovascular Accident (Stroke) O Osteoporosis
O COPD O Peptic Ulcer Disease
O Coronary Artery Disease (CAD) O Renal Disease (Kidney Disease)
O Crohn’s Disease O Seizure Disorder
O Depression O Thyroid Disease
O Diabetes O Overactive
0 Underactive
O Other, Please Specify

Past Surgical History — Please list all prior surgeries and the approximate year they took place:

0 No Past Surgical History

Surgery: Year:
Surgery: Year:
Surgery: Year:
Surgery: Year:
Surgery: Year:
Surgery: Year:
Surgery: Year:
Surgery: Year:

Family Medical History

o0 Adopted, history unknown
Mother’s Age:
If Deceased, Age of Death:

Father’s Age:
If Deceased, Age of Death:

Brother/Sister (please circle) Age:
If Deceased, Age of Death:

Brother/Sister (please circle) Age:
If Deceased, Age of Death:

Health Problems:
Cause of Death:

Health Problems:
Cause of Death:

Health Problems:
Cause of Death:

Health Problems:
Cause of Death:
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Patient Name: Date of Birth:

Social History
Sexually active? Please circle.
Yes No with: Men Women Both

Do you drink alcohol? Please circle.
Yes No Formerly How often? How Many? >6

Beer Wine Liquor
Do you drink caffeine? Please circle.
Yes No Formerly

Do you use tobacco?
Yes No Formerly Start Quit How many/day?

What is your current smoking status? Please circle.

Current every day smoker Current some day smoker Former Smoker Never Smoked

Recreational Drug Use?
Yes No Formerly

Medical Marijuana?
Yes No Formerly

Preventative Health

Date of Most Recent Blood Tests (if known):

Lipid Panel [/ Cholesterol / / Glucose / /
PSA (males only) [/

Date and Location of Most Recent Health Screenings (if known):

Colonoscopy / / Location:

Bone Density [/ Location:

Annual Exam / / Location:

Prostate Screening (males only) / /___ Location:

Mammogram (females only) / / Location:

Pap Smear (females only) / / Location:
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Patient Name: Date of Birth:

Have you ever been diagnosed with diabetes? YES NO
If yes, please answer the following:

Date Test Provider

HbAlc

Foot Exam

Urinalysis with or without protein

Eye Exam

Immunizations

Date Immunization Provider

Pneumonia

Influenza

Tetanus

Other (please specify)

Covid Immunizations

Date(s) Brand (Pfizer, Moderna, J&J) Provider

This form was filled out by Relationship to patient

(print name)

Signature: X Date /[ /
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Patient Name: Date of Birth:

Please list previous primary care physician(s) and any specialist(s) you are currently seeing and/or have
seen in the recent past. If we need to obtain records from these providers, we will provide an
authorization form during your office visit.

Physician First and Last Name Practice Name and/or City, State
Physician First and Last Name Practice Name and/or City, State
Physician First and Last Name Practice Name and/or City, State

Physician First and Last Name Practice Name and/or City, State




Patient Health Questionnaire and General Anxiety Disorder

(PHQ-9 and GAD-7)

Date: Patient Name: Date of Birth:

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

answers.

Please Circle your

PHQ-9 Not
atall

Several
Days

More than half the
days

Nearly every
day

Little interest or pleasure in doing things.

1

2

Feeling down, depressed, or hopeless.

Trouble falling or staying asleep or sleeping too much.

Feeling tired or having little energy.

Poor appetite or overeating.
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Feeling bad about yourself-or that you are a failure or have let yourself
or your family down.
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7. Trouble concentrating on things, such as reading the newspaper or 0
watching television.

8. Moving or speaking so slowly that other people could have noticed. Or 0
the opposite-being so fidgety or restless that you have been moving
around a lot more than usual.

9. Thoughts that you would be better off dead, or of hurting yourself in 0
some way.

Add the score for each column

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or

get along with other people? (Circle One)

Not Difficult at all Somewhat difficult Very difficult

Extremely Difficult

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

your answers.

Please Circle

GAD-7 Not at all Several Over half Nearly every
sure Days the days day
1. Feeling nervous, anxious, or on edge. 0 1 2 3
2. Not being able to stop of control worrying. 0 1 2 3
3.  Worrying too much about different things. 0 1 2 3
4. Trouble relaxing. 0 1 2 3
5. Being so restless that it’s hard to sit still. 0 1 2 3
6. Becoming easily annoyed or irritable. 0 1 2 3
7. Feeling afraid as if something awful might happen. 0 1 2 3
Add the score for each column

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or

get along with other people? (Circle One)

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, 1999.




