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Patient Medical History
Patient Name: _____________________________________________	DOB: ____________
Medication Allergies: __________________________________________________________
Environmental/Other Allergies: ___________________________________________________
Primary Care Physician: ________________________________________________________
Gender: _______________________________ 
Pregnant:  Yes       No       Breastfeeding:  Yes       No           Last Menstrual Period: _________
Current Medications (prescription, over-the-counter, vitamins, supplements)
	Medication
	Dose/Strength
	Medication
	Dose/Strength

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Past Medical History (make an X next to conditions you currently have or have had in the past)
	Condition
	Current
	Past
	Condition
	Current
	Past

	Heart Disease
	
	
	High Blood Pressure
	
	

	High Cholesterol
	
	
	Liver Disease
	
	

	Cancer _______________
	
	
	Anemia/Blood Disorder
	
	

	Diabetes
	
	
	Thyroid Disease
	
	

	Stroke
	
	
	Seizures
	
	

	Headaches/Migraine
	
	
	TB (Tuberculosis)
	
	

	Mental Health Disorder
	
	
	Nerve Impairment
	
	

	Spinal Disorder
	
	
	Sleep Apnea
	
	

	Lung Disease (Asthma/COPD)
	
	
	Chronic Skin Condition
	
	

	GI Disorder (Reflux/Heartburn)
	
	
	Kidney/Bladder Prostate
	
	

	Other Conditions:
	
	
	
	
	



Surgical History
	Surgery
	Approximate Date

	
	

	
	

	
	

	
	



Patient Name: _____________________________________________	DOB: ____________
Family History 
	Condition
	Mother
	Father
	Sister
	Brother
	Daughter
	Son
	Grand-mother
	Grand-father

	Heart Disease
	
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	
	

	Cancer_______________
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	

	Headaches/Migraine
	
	
	
	
	
	
	
	

	Mental Health Disorder 
(Anxiety/Depression/Bipolar) 
	
	
	
	
	
	
	
	

	Spinal Disorder
	
	
	
	
	
	
	
	

	Lung Disease (Asthma/COPD)
	
	
	
	
	
	
	
	

	GI Disorder (Reflux/Heartburn)
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	

	Liver Disease
	
	
	
	
	
	
	
	

	Anemia/Blood Disorder
	
	
	
	
	
	
	
	

	Thyroid Disease
	
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	
	

	TB (Tuberculosis)
	
	
	
	
	
	
	
	

	Nerve Impairment
	
	
	
	
	
	
	
	

	Sleep Apnea
	
	
	
	
	
	
	
	

	Chronic Skin Condition
	
	
	
	
	
	
	
	

	Kidney/Bladder Prostate
	
	
	
	
	
	
	
	

	Deceased/Age at Death
	
	
	
	
	
	
	
	

	Other Conditions:
	
	
	
	
	
	
	
	



Social History
	Do you:
	Current
	Past
	Never

	Smoke Cigarettes
	
	
	

	Chew Tobacco
	
	
	

	Smoke Marijuana
	
	
	

	Use Vaping Device
	
	
	

	Drink Alcoholic Beverages
	
	
	

	Drink Caffeine
	
	
	





Patient Demographics 



Name: __________________________________________________________________  Birthdate: ________________________

Street: __________________________________________ Apartment: ________   City: __________________________________	                                    

State: _______ Zip: ___________ Home/Cell: _____________________________________________________
		                       	
Home e-mail: ________________________________________ Other  e-mail:  __________________________________________

Preferred Pharmacy: _________________________________________________ 



EMERGENCY CONTACT

Contact name: __________________________________________________	Relationship: ________________________________

Street: ________________________________________________ Apartment: ______ City: ________________________________

State: _______ Zip: ___________ Home/Cell: _____________________________________




EMPLOYMENT INFORMATION FOR DISTRICT EMPLOYEE

Employer: _____________________________________________ Employee phone: ___________________ Ext: ____________

Occupation: _____________________________________________________  Relationship to Employee ___________________

Title: ________________________________________________  Work e-mail: ____________________________________________








Acknowledgement of Receipt of The Privacy Practices/HIPAA

The privacy practice is/was provided so that I can make an informed decision whether to allow release of the information.
I understand that I do not have to sign this authorization in order to receive treatment from Consiglio Wellness Center. In fact, I have the right to refuse to sign this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. I have the right to revoke this authorization in writing except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted to the privacy officer at:

Consiglio Wellness Center
1501 NW Jefferson St
Blue Springs, MO 64015-7242

Signed by:	____________________________________________	_________________________________
	Signature of Patient or Legal Guardian	Relationship to Patient

	____________________________________________	_________________________________
	Print Patient’s Name	Date

	_____________________________________________________________
	Print Name of Patient’s Legal Guardian (if applicable)

I authorize the staff at Consiglio Wellness Center to release health information to the following individual(s) or medical practice(s):
______________________________________________________________________________________________________________________________
Name			Relationship
______________________________________________________________________________________________________________________________
Medical Practice Name/Provider Name		Fax Number



NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
This CWC is required by law to provide you with this Notice so that you will understand how we may use or share your information from your Designated Record Set.  The Designated Record Set includes financial and health information referred to in this Notice as “Protected Health Information” (“PHI”) or simply “health information.” We are required to adhere to the terms outlined in this Notice. If you have any questions about this Notice, please contact Sherri Bennett. 
UNDERSTANDING YOUR HEALTH RECORD AND INFORMATION
Each time you are admitted to our CWC, a record of your stay is made containing health and financial information. Typically, this record contains information about your condition, the treatment we provide and payment for the treatment. We may use and/or disclose this information to:
· plan your care and treatment 
· communicate with other health professionals involved in your care
· document the care you receive
· educate health professionals 
· provide information to public health officials 
· evaluate and improve the care we provide  
· obtain payment for the care we provide
Understanding what is in your record and how your health information is used helps you to: 
· ensure it is accurate 
· better understand who may access your health information 
· make more informed decisions when authorizing disclosure to others 
HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU
The following categories describe the ways that we use and disclose health information. Not every use or disclosure in a category will be listed.  However, all of the ways we are permitted to use and disclose information will fall into one of the categories.  
· For Treatment.  We may use or disclose health information about you to provide you with medical treatment. We may disclose health information about you to doctors, nurses, therapists or other CWC personnel who are involved in taking care of you at a CWC.  For example, a doctor treating you for a broken leg may need to know if you have diabetes because diabetes may slow the healing process.  In addition, the doctor may need to tell the dietitian if you have diabetes so that we can plan you meals. Different departments of a CWC also may share health information about you in order to coordinate your care and provide you medication, lab work and x-rays.  We may also disclose health information about you to people outside the CWC who may be involved in your medical care after you leave a CWC.  This may include family members, or visiting nurses to provide care in your home.
· For Payment.  We may use and disclose health information about you so that the treatment and services you receive at CWC may be billed to you, an insurance company or a third party.  For example, in order to be paid, we may need to share information with your health plan about services provided to you.  We may also tell your health plan about a treatment you are going to receive to obtain prior approval or to determine whether your plan will cover the treatment. 
· For Health Care Operations.  We may use and disclose health information about you for our day-to-day health care operations.  This is necessary to ensure that all patients receive quality care.  For example, we may use health information for quality assessment and improvement activities and for developing and evaluating clinical protocols.  We may also combine health information about many patients to help determine what additional services should offer, what services should be discontinued, and whether certain new treatments are effective.  
OTHER ALLOWABLE USES OF YOUR HEALTH INFORMATION
· Business Associates. There are some services provided in our CWC through contracts with business associates. Examples include Cooperating Plan Management, attorney, and clinic CPAs. When these services are contracted, we may disclose your health information so that they can perform the job we’ve asked them to do and bill you or your third-party payer for services rendered. To protect your health information, however, we require the business associate to appropriately safeguard your information.
· Providers.  Many services provided to you, as part of your care at our CWC, are offered by participants in one of our organized healthcare arrangements.  These participants include a variety of providers such as physicians (e.g., MD, DO, Podiatrist, Dentist, Optometrist), therapists (e.g., Physical therapist, Occupational therapist, Speech therapist), portable radiology units, clinical labs, hospice caregivers, pharmacies, psychologists, LCSWs, and suppliers (e.g., prosthetic, orthotics).  
· Treatment Alternatives.  We may use and disclose health information to tell you about possible treatment options or alternatives that may be of interest to you.  
· Individuals Involved in Your Care or Payment for Your Care.  Unless you object, we may disclose health information about you to a friend or family member who is involved in your care.  We may also give information to someone who helps pay for your care.  In addition, we may disclose health information about you to an entity assisting in a disaster relief effort so that your family can be notified about your condition, status and location.
· As Required By Law.  We will disclose health information about you when required to do so by federal, state or local law.
· To Avert a Serious Threat to Health or Safety.  We may use and disclose health information about you to prevent a serious threat to your health and safety or the health and safety of the public or another person. We would do this only to help prevent the threat.
· Military and Veterans.  If you are a member of the armed forces, we may disclose health information about you as required by military authorities.  We may also disclose health information about foreign military personnel to the appropriate foreign military authority. 
· Reporting Federal and state laws may require or permit the CWC to disclose certain health information related to the following:
· Public Health Risks.  We may disclose health information about you for public health purposes, including:
· Prevention or control of disease, injury or disability
· Reporting births and deaths;
· Reporting child abuse or neglect;
· Reporting reactions to medications or problems with products;
· Notifying people of recalls of products; 
· Notifying a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease;
· Notifying the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence.  We will only make this disclosure if you agree or when required or authorized by law.
· Health Oversight Activities.  We may disclose health information to a health oversight agency for activities authorized by law.  These oversight activities may include audits, investigations, inspections, and licensure.  These activities are necessary for the government to monitor the health care system, government programs, and compliance with civil rights laws.
· Judicial and Administrative Proceedings:  If you are involved in a lawsuit or a dispute, we may disclose health information about you in response to a court or administrative order.  We may also disclose health information about you in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting the information requested.  
· Reporting Abuse, Neglect or Domestic Violence:  Notifying the appropriate government agency if we believe a patient has been the victim of abuse, neglect or domestic violence.
Law Enforcement.  We may disclose health information when requested by a law enforcement official: 
In response to a court order, subpoena, warrant, summons or similar process; 
To identify or locate a suspect, fugitive, material witness, or missing person; 
About you, the victim of a crime if, under certain limited circumstances, we are unable to obtain your agreement; 
About a death we believe may be the result of criminal conduct; 
About criminal conduct at the CWC; and 
In emergency circumstances to report a crime; the location of the crime or victims; or the identity, description or location of the person who committed the crime.  
Coroners, Medical Examiners and Funeral Directors.  We may disclose medical information to a coroner or medical examiner.  This may be necessary to identify a deceased person or determine the cause of death.  We may also disclose medical information to funeral directors as necessary to carry out their duties.  
· National Security and Intelligence Activities.  We may disclose health information about you to authorized federal officials for intelligence, counterintelligence, and other national security activities authorized by law.  
· Correctional Institution:  Should you be an inmate of a correctional institution, we may disclose to the institution or its agents health information necessary for your health and the health and safety of others.
OTHER USES OF HEALTH INFORMATION
Other uses and disclosures of health information not covered by this Notice or the laws that apply to us will be made only with your written permission. If you provide us permission to use or disclose health information about you, you may revoke that permission, in writing, at any time. If you revoke your permission, we will no longer use or disclose health information about you for the reasons covered by your written authorization. You understand that we are unable to take back any disclosures we have already made with your permission, and that we are required to retain our records of the care that we provided to you.
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU
Although your health record is the property of the CWC, the information belongs to you.  You have the following rights regarding your health information:
· Right to Inspect and Copy. With some exceptions, you have the right to review and copy your health information.
You must submit your request in writing to Sherri Bennett. We may charge a fee for the costs of copying, mailing or other supplies associated with your request.  
· Right to Amend.  If you feel that health information in your record is incorrect or incomplete, you may ask us to amend the information.  You have this right for as long as the information is kept by or for the CWC.  
You must submit your request in writing to Sherri Bennett.  In addition, you must provide a reason for your request.  
We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we may deny your request if you ask us to amend information that:
Was not created by us, unless the person or entity that created the information is no longer available to make the amendment;
Is not part of the health information kept by or for the CWC; or
Is accurate and complete.
Right to an Accounting of Disclosures.  You have the right to request an "accounting of disclosures".  This is a list of certain disclosures we made of your health information, other than those made for purposes such as treatment, payment, or health care operations. 
You must submit your request in writing to Sherri Bennett.  Your request must state a time period which may not be longer than six years from the date the request is submitted and may not include dates before April 14, 2003.  
Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice of Privacy Practices even if you have agreed to receive the Notice electronically.  You may ask us to give you a copy of this Notice at any time.
You may obtain a copy of this Notice at our website, www.totalhealthcampus.com.  
To obtain a paper copy of this Notice, contact Sherri Bennett. 

CHANGES TO THIS NOTICE
We reserve the right to change this Notice.  We reserve the right to make the revised or changed Notice effective for health information we already have about you as well as any information we receive in the future.  We will post a copy of the current Notice in the CWC and on the website.  The Notice will specify the effective date on the first page, in the top right-hand corner.  In addition, if material changes are made to this Notice, the Notice will contain an effective date for the revisions and copies can be obtained by contacting the CWC administrator.  
COMPLAINTS
If you believe your privacy rights have been violated, you may file a complaint with the CWC or with the Secretary of the Department of Health and Human Services.  To file a complaint with the CWC, contact Sherri Bennett.  All complaints must be submitted in writing. You will not be penalized for filing a complaint.
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