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Health History form

	Date:

	Name:

	Date of birth:

	Social Security Number:

	Your Address:

	City:                                                           State:                Zip code:

	

	Cell phone: 

	Work phone:

	Home phone:                                       (OK to leave messages? Yes    or NO    )

	E-mail: 

	

	Emergency contact:                                                    Relationship:

	Emergency contact phone:

	

	Your profession/student:

	Employer/school:

	Work address:

	

	

	Primary Insurance; 

	Primary insurance subscriber’s Name:  

	Primary subscriber’s Date of Birth:

	If secondary insurance please provide card at first visit.

	Member ID:                                                                 Group number:

	

	Primary health care provider/clinic:

	Phone number:


All medications currently taken, dosage, frequency and condition taken for:

	

	

	

	

	

	


Health conditions and ANY hospitalizations with dates and conditions:

	

	

	

	


Past health conditions: head injuries, liver or kidney problems, accidents, injuries, illnesses, surgeries with dates

	

	

	


Any other pertinent family health or mental health treatment information

	History of seizures:   self                    mother’s family               father’s family     

	Liver problems:         self                     mother’s family               father’s family          

	Kidney problems:      self                    mother’s family               father’s family     

	Cancer history:          self                    mother’s family               father’s family     

	Bipolar disorder:       self                    mother’s family               father’s family     

	Major depression      self                   mother’s family                 father’s family

	Suicide or attempts: self                    mother’s family                 father’s family     

	Family history of cardiac death, aneurysm, stroke under the age of 50? Yes   or  No

	Migraines:

	Neurological disorders:

	Sleep problems:

	Eating problems:

	Number of live births:



The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the provider. I understand that I am financially responsible for any balance. I also authorize Paula Alsept ARNP LLC or insurance company to release any information required to process my claims. I acknowledge receipt of Financial Agreement and Notice of Privacy Practices for Paula Alsept ARNP LLC. I understand that without 48 hour notice of cancelation, I will be billed $175 no show fee or late cancelation fee.








Printed patient name		                      Patient signature                                       Date











Paula Alsept, ARNP  PLLC (Revised 5/2016)
Page 1
Confidential patient information protected by HIPPA


