Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

HEALTH HISTORY

Patient Name (PLEASE PRINT):

Today's date Family History:
Indicate if a family member has/had the
Marital status: following: (please use M, F, MGM, MGF, PGM,
Single _ Married  Committed PGF)
Engaged __ Divorced ___ Separated __ Allergies
Widowed__ Widower Diabetes
. Thyroid problems
Number of children: Lung problems
_ Heart disease
Interests: Stroke
High blood pressure
Mental or emotional problems
Cancer:
Cancer:
Hospitalizations and Surgeries: Cancgr:
YEAR REASON Other:
/o Other:
—_— Other:
1
1
1
1
Health Habits:
Do you smoke cigarettes? _ YES __ NO If yes, packs per day? How Long?
Do you use other forms of tobacco? _ YES _ NO If yes, how much?
Do you drink alcoholic beverages? _YES__NO
If yes: beers per week; glasses of wine per week, mixed drinks per week,

Do you exercise regularly _ YES __NO If yes, How often?

If yes, what type of exercise?
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Grace Clinic

“Passionate about Patient Care”

(500) 326-6474

Patient Name (PLEASE PRINT):

MEDICAL PROBLEMS: Give the YEAR you
had the problem or place an X if you have it
NOW.

Asthma / /

: Allergies [/ /

____Tuberculosis ___/ /
____Hearttrouble __ / /

____High Blood pressure ___/ /
____Bowel trouble / /

Liver trouble  / /

___ Gallbladder disease __ /|
Hernia / /

: Kidney or urinary troubles __ / /
Stroke / /

: Seizures / /

____Headaches __ / /
__ Arthritis/Gout ___/ /
Back or neck trouble / /

____Alcoholism/Drug Abuse /|
____Psychiatric/Emotional problem __ / /|
____Diabetes [/ |
____Thyroid problems [/ |
____Anemia / /

____Cancer [ |

____ Weight problem _ /[
___Breastmass [/ [
____ Menstrual problems /|
___ Prostatetrouble /[
____ Sexual dysfunction ___ /|

____Skindisease ___/ /

Other Medical Problems:

No. of Pregnancies:
No. of Deliveries:

Type of Birth Control:

SYMPTOMS: place an X if you currently HAVE
any of the following:

____ Persistent hoarseness
___Shortness of breath

____ Chest pain/discomfort
____Unusual heartbeat
____Frequent cough
____Swollen ankles
____Indigestion/Heartburn
____Abdominal pain

____ Diarrhea/Constipation
____Difficulty achieving erections
__ Difficulty controlling urine
____ Hot flashes

__ Weakness/Fainting

Other: (please specify)

Any concerns you would like to address:
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Grace Clinic
“Passionate about Patient Care”
(509) 326-6474

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Information:

BD: / / SS:

(Print name of patient)

Information to be released from:

Name of designated facility or provider

Address

Information to be released to: Grace Clinic
West 205 Indiana Avenue, Suite B
Spokane, WA 99205
P: (509) 326-6474
F: (509) 326-2565**

Information to be released:

The most recent 2 years of pertinent information (x-rays, chart notes, labs and special tests)
__X__ All medical records
Specific information (please specify)

Purpose for which disclosure is being made: (Please check one of the following)

Attorney _ X__ Medical provider Insurance Personal

Patient authorization:
I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS,
sexually transmitted diseases, drug or alcohol abuse, mental illness or psychiatric treatment. | give my
specific authorization for the release of these records.

* Exclude the following information from the records to be released: (please initial)

Drug/Alcohol abuse/treatment & diagnosis Sexually transmitted diseases
HIV/AIDS diagnosis/treatment/testing Mental illness or Psychiatric diagnosis/treatment
My Rights:

I understand that | do not have to sign this authorization to receive health care benefits (treatment, payment or
enroliment). | may revoke this authorization in writing. To view the process for revoking this authorization
please read the Privacy Notice to patients posted at the facility where your information if being released. |
understand that once the health information that | have authorized to be released reaches the noted recipient,
that person may re-disclose it, at which time it may no longer be protected under privacy laws.

SIGNATURE: DATE:
(Patient, *guardian or *authorized representative)
(* please provide proof of authority to sign on behalf of the patient)

** WE WOULD APPRECIATE IT IF YOU PLEASE DO NOT FAX RECORDS OVER 20 PAGES
IN LENGTH. THANK YOU FOR YOUR CONSIDERATION.

THIS AUTHORIZATION WILL EXPIRE 90 DAYS FROM THE DATE OF SIGNATURE
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