IRIE Natural Center for Health

GENERAL HEALTH HISTORY QUESTIONNAIRE

Name

Heignt

What is your MATOR symptom/problem?
1. '

. ACCIDENT INFORMATION:

. Is your condition due to an accident? oNo oYes Date:
v Home o Other_ I
MEDICATIONS (AII PAIN medlcahon) _

PATIENT CONDITION

1.
2.
3.
4
5.

; 6.
. Cirel

- (No pain}0 1 2 3 4 5 6 7 8 9 10 (severe pain)
. Circle below the maximum severity of pain experienced on a scale of 0-10
.(Nopain)0 1 2 3 45 6 7 8 9 10 (severe pain)

I Weight L Age

Have you ‘had this pr‘oblem before?

 DOSAGE & FREQUENCY  RESPONSE (none, short term, helps)

| YEAR SYMPTOMBEGAN |

Type of accident? o Automobile o Work ,

= Yes = No
Is your condition getting progressively worse? - Yes o No

Is the problem: - Constant -Comes and goes - worse in am : worse in pm =stiffness in: am or pm

How does it feel? o Burning o Sharp - Shooting o Dull cAching o $tiff o Tingling o Throbbing
= Swelling -Cutting -Knifelike - Excruciating cNumbness = Pins and needles - Bone pain oPressure

o Stabbing o Tight band =Sore oBruised oOther
Joint noises? o clicking -grinding —popping - locking - swelling? :
Headaches? Yes or No. Frequency? -1-2 per week, = 3-4 per week, nmore? Duration? - 4-6 hours cDays |

low the s

What makes your condition better?
What makes your condition worse?

W=

Does it interfere with your - Work o Sleep ~Daily Routine -Recreation o Sports cHobbies o Other |
What activities/movements are painful te perform: - Sitting - Standing -Woalking -Bending - Lying .
down oGetting up o Turning neck/trunk oWhen still or moving —Kneeling/squatting ~Driving oLifting

5. What treatment or therapies have you tried? o Physical therapy - Chiropractor cAcupuncture

uPain injections -Massagec Other

| PLACE A MARK WHERE IT HURTS
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Did it help? Y/N -Short term

DR. SONYA M. JOHNSON




IRIE Natural Center for Health

PatentName " pee

PASTHEALTH ey -
" Have you been diagnosed with o . Cancer - High Blood Pressure o Diabetes - Kidney disorder= Liver disorder

. Any Surgeries related fo current issue? -Yes - No Type: What year:

. Any major accidents?c Y cN What year:

| Any fractures? 2= Y oN What location What year:

| Have you had any imaging o X-rays o MRT = CT = Ultra Sound - LABs Results: -~ Normal ors Abnormal
Last blood work? o Normal or- Abnormal

. Any Allergies to medication? = ¥ “N What medication?
~ Any seizure history? o Y cN
- Are you currently taking anticoagulants such as Aspirin, Warfarin or Coumadin? - Y oN

SOCIAL HEALTH HISTOR‘I

Do you smoke ctgureﬁes‘P =Y oN  #perday _ Former Smoker? -

Do you drink alcohol? o ¥ uN occasionally

© Are you currently working? = ¥ cN Occupation?

' Do your job duties include = desk job - standing = lifting cstoopings kneeling = twisting of bodyo turning of
_neck o bending neck.

Do job duties involve, lifting up to____lbs x __per week

- How many hours a night do you sleep? Does your pain interfere with your sleep?oYes oNo
. Energy level:(Pieasecircle) 0 1 2 3 4 5 6 7 8 9 10 (10/10 is feeling best)
. Cannabis Experience: otNew -Moderate  -Experienced

| If this a renewal has MMJ: o Improved quality of life -Decreased pain oImproved sleep ~Improved mood
Since last visit is your pain? -About the same -A little: better or worse -A lot: _betterorworse

OEGAN S?STEM REVIEW DO 'IOU HAVE ANY OF THE FOLLD\VING’ I K AI.L THAT )

" General: oChills cFever =Weight loss =Night sweats = Night pain =AM stiffness -Rashes oPuffy
. ~Poor appetite -
"Head: © Ear ringing - =Headaches - Blurry vision - " Glaucoma -Nasal fractures -Tooth pain -Jaw pam
. aVertigo o Tongue pain oMacular degeneration o Facial paralysis o Vision loss o
" Musculoskeletal: ~Neck pain -~ Back pain - Weakness -Muscle/joint pain or stiffness - Paralysis -Limitation of
a movement o Arthrms =Fibromyalgia - Muscle atrophy = Muscle spasms o Pain bending cPain lifting
"Cardio: - Chest pain ~Murmurs - Cardiac disorder —High Blood Pressure -Angina = Abnormal EKG ‘s
_JCangeshve Heart Failure -Heart Attack -Kidney Disorder -Arrhythmia ~Pacemaker/def|brlllator :

Lungs: -Shoriness of breath hAsfhma DCOPD :Emphysema o Lung Cancer o Respiratory disorder
. Abdomen: o Crohn's disease o Hepatitis C - Nausea - Yomiting - Decreased appetite -Constipation

- obiarrhea  oRectal Bleeding o Bowel dysfunc‘non 5 Bladder dysfunction BM's per/day
. Any pain with urination? oY 0N 2Heartburn -Ulcers -Hemorrhoids Bleeding? o ¥ cN
Male = Prostate cancer = “Testicular cancer -Low sex drive - . Weight gain o Sexual dysfuncflon

| = Fatigue oProblems reaching climax -Urinary urgency/frequency oEnlarged prostate .
| Female: -PMS -Heavy Bleedmg cPelvic pain - Vaginal discharge -Low sex drive - Fahgue -Insomnia :
! aUrinary incontinence o Fibroids oUterine/cervical cancer - Severe menstrual cmmps nHeavy periods
- Abnormal breast exam -Endometriosis ~Pain with intercoure -Abnormal pap Gyne,colgo:cai surgery
_Date of last menstrual cycle — e ... Are you pregnant? . Y SN T
- Breast: o Cancer o Prior surger'y/blopsy Last mammogrom
. oChemo Radiation -Nausea -Weight loss - Breast pain -Breast implants
" Neuro: cMS mEp:lepsy = ALS © Alzheimer's o Fainting oDizziness o Nutmbness o nghng/bur'nmg
| 5Tremors ©Stroke - Seizures :: Headaches -Motor/verbal tics !

Hemg‘ Ifymph :oLymph node enlar'gemem‘ or Tenderne,ss o Ankle swellmg, = Bleedm_g dlSOrder “aConcer

Psych: LPTSD cAnxiety oDepression cPanic Attacks oBipolar - Schizophrenia 2ASD 2 ADD/ADHD
_oInsomnia_-Personality DO

DR. SONYA M. 3OHNSON




mmMMf ARIZONA DEPARTMENT
F OF HEALTH SERVICES
| LICENSING

MARIJUANA PROGRAM PATIENT ATTESTATION

l, , attest that:

| will not divert marijuana to any individual who or entity that is not
allowed to possess marijuana pursuant A.R.S. Title 36, Chapter 28.1 and
that the information provided in the application is true and correct.

Signature Date Signed
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IRIE Natura} Center for Health $80-341.9490 Fx 1-423-221-0118

Patient Information

Today's Date:
Patient Name:
(First) (Last)
Date of Birth: Gender: Male Female

Please circle one Arizona Driver’s License / Arizona I.D./ Passport ID/DL #

Arnizona Driver’s License Arizona L.D. or Passport Issue date:

Residence Address:

City: Zip: County

Mailing Address (only if different):

City: Zip: County

***Phone: ( )

*kkEmail Address:

What is your medical condition? Please circle all that apply: Chronic Pain/ Nausea/ Seizures/
Mauscle Spasm/ HIV/Crohn’s/ Alzheimer’s/Cancer/ Glaucoma/ Hep C/ PTSD/ Migraine

Name of Primary Care Doctor of Facility?

Are you currently taking any prescription pain medication? Y or N

Have you had any surgeries related to this condition? Y or N

Any side effect from the pain medication? Y or N

Do you receive Food Stamps/ SNAP? Y or N Do you receive Disability (SSDI)? Y or N

Are you a Veteran? Y or N Are you over 65 years old? Y orN
Would vou like to be notified of any medical marijuana clinical studies? Y orN




IRIE Natural Center for Health
Dr. Soaya M. Johmson, ND
Infsrmcd Comseat Form

1 understand that the evaluation, diagnosis and treanent by Dr. Jolmson af IRIE Natwral Health Center,
may inchide, but is not limited to:
e Intake
Bimidemticz tommome replacemendt ey
Homeopathic remedies
Nutritional Medicine {nutritional supplements, intravenous (IV) micronutrient therapy and intramuscular {iM)
injection therapy)
Dietary Counseling
Acuspundure and Cupping
Presaription medication to be filled at phanmacy
Over- the counter medications

As with all forms of medicine, 1 understand I am informed that there are risks and benefits with evaluation,
diagnosis, and treatment, inchuding but not limited to:

Potontial Risks: s or mimer brofsing fom Avmpemctre or copping: allonie reaction o presombed herde,
sapplomenis, or prescription medicing: a temporary aggravation of procxising symploms.

Potential Benefits: restoration of the body’s optimal functioning capacity, relief of pain and/or disease symptoms,
assistance in discasc or injury recovery, and prevention of discase progression of FeCUITCINS.

Notice to Pregaant Women: all fumale paticnts must alert Dr. Jobmson if they know or suspect thai they ane pregmnant.,
as certain therapics could pose a risk (o pregmemcy. Inciuding modical marijoana aud te potential dangeors to feimses
caused by smoking or ingesting marijuana while pregnant or to infants while breastfeeding.

By signing below, I (print name) acknowledge that [ have
bemmmdﬂmﬂewmnymrﬁdm&m,uﬂmnlmbmrudmmIWdMﬁmmy
rmmsibmtymmpmﬂmlk_ldmmmhmaﬂmﬂapmmﬂmmmmym:stMgm

intended from the treatment

Furthermore. I acknowledge and agree that in the event of a medical emergency or when urgent medical
careknmwy,[wiﬂseekmgmtmmgommcmmagmcymlmdfummfmm
to cover the entire course of the treatment for my present condition, as well as any future conditions for
which I may seek treatment at IRIE Nainral Health Center.

FEES ARE DUE AT TIME OF SERVICE

Every effort is made to keep fees low and affordable. Maximum clinic visit fees are as follows:
General heditice: kol nlake 5245, FnSow-u visks $125

Bip-adertical Honmone replacement therapy oosauliation 5245

1 Therapy Myers CookixE Wirsmin mimers] infuson 5755150 oy be higher for spegieizes protsosis

B i 45 finr $29, Fay tnamig injiection #8 $33, Wagnesium imipcion $25 , Testosiamone injaicn 525

Hormone Safiva or Blood Spot Home lab test $150-5329

Acupuncture and cupping initial/Follow-up 599/565

Botanical tinctwres 10z/20z $20/$35

N Pt MM Cevtification (S300/ $225), Physician Certification [$65), Phwysical Exam (565}, Processing (520)

e Mimor Paiens MK Canification (SS85/ S510}, Physicen’s Centification ($150, Piysic Bam (365 Pronessing {($20)
Renewal Minor Patient MM] Certification (55207 $445), Physician’s Cestification ($130), Physical Bxaen {$20)Processing (520}
MM Evaluation ($65)

AZDHS Processing only, Replacement lost/stolen cand, Change of address {$35)

Sigmamre of partiemt or g Datie




