North Coast Family Health Center ~ 721 River Drive, Suites A, B & C, Fort Bragg, CA 95437

PATIENT INFORMATION (Revised 7/2014)
Today’s Date: Doctor / NP: Marital Status (circle): S M W D Sep
Patient Name: Gender (circle): Male Female
First Middle Maiden Last
Date of Birth: Social Security #: Preferred Language:
Mailing Address: City: State: Zip:
Physical Address: City: State: Zip:
Home Phone: ( ) Work Phone: ( ) Cell Phone: ( )
Email Address:
Employer’s Name: Occupation:
Name of Spouse: Social Security #: Date of Birth:
Spouse’s Employer: Employer’s Phone:
Referred by: Phone #: ( )
Family Physician: Phone #: ( )
**Contact in Emergency (not spouse): Phone #: ( )
Primary Insurance: Insured’s Name:
ID #: Group #:
Secondary Insurance: Insured’s Name:
ID #: Group #:
NCFHC may share my health information by: Ethnicity (circle) Race (circle)
. . . 1 Hispanic or Latino |1 White 5 Other
0 rl;lzac\(]lir;]gea detailed message on home answering 2 Non-Hispanic/ 5 Black 6 Unknown
o Speaking with spouse/family member/caretaker Non-Latino 3 Natlye American/
(list names): 3 Unknown Eskimo/Aleut

4 Asian/Pacific Islander

INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS AND INFORMATION RELEASE

| hereby authorize examination and any other medical services deemed necessary by NORTH COAST FAMILY
HEALTH CENTER. I, the undersigned, authorize direct payment to NORTH COAST FAMILY HEALTH CENTER
of any insurance benefits otherwise payable to or on behalf of the undersigned for any services furnished to me by
the health care practitioners. | understand | am financially responsible for all charges whether or not paid by said
insurance company or third party involvement. I also authorize NORTH COAST FAMILY HEALTH CENTER to
release to my insurance company information concerning health care, advice, treatment or supplies provided to me.
This information will be used for the purpose of evaluating and administering claim benefits.

Patient Signature: Date:




Patient Intake Form: Family History

Patient Name:

Please indicate the age of onset for any of the following. Leave blank if not apllicable.

Adopted, no known history

£ > North Coast

Age at Onset

Diagnosis:

Mother

Father | Sister

Brother

MEPHY  Family Health Center
Date of Birth:
Age at Onset
Diagnosis: Mother | Father | Sister | Brother

ADD/ADHD

Hearing deficiency

Alcoholism

Hyperlipidemia

Allergies

Hypertension

Alzheimer’s Disease

Irritable Bowel Disease

Asthma

Learning Disability

Blood Disease

Migraines

CAD

Obesity

CAD — Premature

Osteoarthritis

Cancer

Osteoporosis

Stroke (CVA)

PVD

Depression

Renal Disease

Developmental Delay

Seizure Disorder

Diabetes

Other:

Eczema

Other:




™ North Coast
Patient Intake Form: Demographics | Occupation | Tobacco V7 Family Health Center

Adepanment of Mendocino Coast District Hospital

Patient Name: Date of Birth:

Address: Phone:

Occupation

Place of Employment: Phone: Ext:

Occupation:

Employment Status: __ Full Time __ Part Time __ Leave of Absence ___ Disability __ Retired __ Other:

Restrictions: Date Retired:

Smoking

Please complete the following, checking the appropriate boxes and dates.
Tobacco Use:

Uses tobacco: £ current € former € newer 0 unknown

Type: _ _ Unitsiday: _ _ Years used: _ _ Pack Years: _H_

Ever tried to quit? & ho € YEsS  Year quit: _H_ Longest tabacco free: _ _ Relapse reason:

Passive smoke exposure 7 " o O WES

Smoker Status
" Current evety day smoker i smoker, current status unknown " Former smoker
" Current some day smoker " Mever smoker ' Unknown if ever smoked



, . . y North Coast
Patient Intake Form: Demographics | Occupation | Tobacco ' Family Health Center

Patient Name:

Date of Birth:

Lifestyle
Sleep Patterns:
Changes in sleep patterns: £ Mo 7 ves

Lifestyle:
Activity level: |

Health club member: € Mow 0 Prewiously

™ Mewer

Type of exercise: _ . _

Exercise frequency: _ ] Hoursfweek: _ .

Hobbies/activities: | _

_ Hoursfwreek: _

Diet histary: | . |

Animals in the home: £ Mo € Yes

ReligioustSpiritual:

Do wouw hawve a reliqiows affiliation? © pMo 7 Yes
Do vou practice vour religion? £ Mo {7 Yes
Do wou hawe spiritual beliefs?  mMo O Yes

Home EnvirnonmentfSafety:

smoke detectors in home? € Mo
Carbon monoxide detectars in home? € Mo
Falls in the lastyear? € Mo
Radon in the home? ¢ Mo
Firearms at home? € Mo € yes

Recent Travel:

_| ot of state

T outor country

€ Yes
€ Yes
= Yes
€ Yes

Is religiondspiritualiby an important park of vour life? € po @ ves
Does patient agree to transfusion? £ Mo 7 ves

Poolfspa at home: £ Mo £ ves
[ Mumberfalls Seat belt use? € Mo € Yes

7 Treated  Untested Home heating: _






















M North Coast
Patient Intake Form: Current Symptoms- Female " Family Health Center

Patient Name:

Date of Birth:

Please indicate Yes or No if you are having current symptoms of the following:

Constitutional

Yes No

O OCihills

O OFatigue

O OFever

O Ogceneral Discomfort
O ONight Sweats
O Oweight Gain

O OWweight Loss
Other:

Head-Ears-Eyes-
Nose-Throat

Yes No

OEar Drainage
OEar Pain
OEye Discharge
OHearing loss
ONasal drainage
OsSinus Pressure
OSore Throat
OvVisual Changes
Other:

00000000

Respiratory

Yes No

O OcChronic Cough
O OcCough

O Oknown TB Exposure
O Oshortness of Breath
O OWheezing
Other:

Cardiovascular
Yes No

O OcChest Pain

(o] OO_‘mBU_Jo\__B_o_:@
O OEdema

O OpPalpitations
Other:

Gastrointestinal
Yes No
OAbdominal Pain
OBlood in stools
OcConstipation
ODiarrhea
OHeartburn
OLoss of Appetite
ONausea
OVomiting
Other:

00000000

Genitourinary

Yes No

O Oprainful urination
O OBlood in urine
O OExcessive urination
(o] OC::mJ\ frequency
O Olncontinence
O Ourinary retention

Other:

Reproductive

Yes No

O Oabnormal Pap

O OPainful intercourse
O OHot Flashes

O Oilrregular menses
O Ovaginal discharge
Other:

Integumentary

Yes No

OBreast discharge

OBreast lump

OBrittle hair

OBrittle nails

OHair loss

OExcessive hair
growth

OHives

OExcessive itching

OMole changes

ORash

OSkin lesion

Other:

00000 O0OO0OO0OO0OO

Neurological
Yes No

O ObDizziness
O ONumbness

(o] Omx:mB_Q weakness
O OGgGait disturbance
O OHeadache

O OMemory loss

O OsSeizures

O OTremors
Other:

Psychiatric
Yes No

O OAnxiety
O ObDepression
O Olnsomnia
Other:

Metabolic/Endocrine

Yes No

O Ocaold intolerance

O OHeat intolerance

O OExcessive thirst
O OcExcessive appetite

Other:

Musculoskeletal
Yes No

O OBack pain

O OdJoint pain

O OuJoint swelling
O OMuscle weakness
O ONeck pain
Other:

Hematologic
Lymphatic

O OEasy bleeding
O OEasy bruising

o O Enlarged lymph
nodes
Other:

Immunologic

Yes No

O OcContact allergy

O OEnvironmental
allergies

O OFood allergies

O Oseasonal allergies

Other:

Rev 2/21/2014



£ ™ North Coast

M H .
Patient Intake Form: Health History - Male " Family Health Center

Patient Name: Date of Birth:
Please indicate Yes or No if you are having current symptoms of the following:

o Cardiovascular Reproductive Psychiatric Hematologic
Constitutional Yes No Yes No Yes No Lymphatic
Yes No O OcChest Pain O  Okrectile dysfunction O OAnxiety

O OChills

O OFatigue

O OFever

O Ocgeneral Discomfort
O ONight Sweats
O OWweight Gain

O Oweight Loss
Other:

Head-Ears-Eyes-
Nose-Throat

Yes No

OEar Drainage
OEar Pain
OEye Discharge
OHearing loss
ONasal drainage
OSinus Pressure
OSore Throat
OvVisual Changes
Other:

00000000

Respiratory

Yes No

O OcChronic Cough
O OcCough

O Oknown TB Exposure
O Oshortness of Breath
O OWheezing
Other:

(o] OOSBE:Q:BU.:@
O OEdema

O OprPalpitations
Other:

Gastrointestinal
Yes No

O OAbdominal Pain
O OBlood in stools
O OcConstipation
O ObDiarrhea

O OHeartburn

O OlLoss of Appetite
O ONausea

O OVomiting
Other:

Genitourinary
Yes No

O ODribbling
O Opvrainful urination
O OBlood in urine
O OExcessive urination
O OsSlow stream

O Ourinary frequency
O Olncontinence

O Ourinary retention

Other:

O Oprenile discharge
O Osexual dysfunction
Other:

Metabolic/Endocrine

Yes No

O Ocaold intolerance

O OwHeat intolerance

O OExcessive thirst
O OcExcessive appetite

Other:

Neurological
Yes No

O ODizziness
O ONumbness

(o] Omx:mB_Q weakness
O OgGait disturbance
O OHeadache

O OMemory loss

O OsSeizures

O OTremors
Other:

O ObDepression
O Olnsomnia
Other:

Integumentary
Yes No
OBrittle hair
OBrittle nails
OHair loss
OExcessive hair
growth
OHives
OExcessive itching
OMole changes
ORash
OSkin lesion
Other:

00000 0O00O0O

Musculoskeletal
Yes No

O OBack pain

O OJoint pain

O OJoint swelling
O OMuscle weakness
O ONeck pain
Other:

O OEasy bleeding
O OEasy bruising

O O Enlarged lymph
nodes

Other:

Immunologic

Yes No

O OcContact allergy

O OEnvironmental
allergies

O OFood allergies

O Oseasonal allergies

Other:



MCDH

North Coast Family Health Center
Patient Intake Form: Medical & Surgical History

Patient Name: Date of Birth:

Please complete the following information about your Medical and Surgical History.

T] No relevant past medical/surgical history

Past Medical History:

Date

] Allergies [1 Depression [1 Hypertension [J Tobacco Use?
1 Anemia [0 Diabetes Type | [0 Irritable bowel (Please Circle)
] Angina (1 Diabetes Type Il disease Cigarettes, Cigar, Vapor
(] Anxiety ] Elevated Lipids, ] Heart attack and/or Chewing Tobacco
[ Arthritis Hyperlipidemia [ Osteoarthritis How Many Years?
] Asthma 71 Gallbladder disease 1 Osteoporosis Tried Quitting?
1 Atrial fibrillation ] GERD ] Peptic ulcer disease "} Former Tobacco
] Blood Clots [J Migraine headaches O Renal disease User?
[J Cancer: [J Heart Disease O Seizure disorder ) Current Tobacco
[ Cardiac Arrythmia [l Heart Valve [0 Stroke user?
] COPD Disorder 7] Thyroid disease [] Exposure to Second
1 Coronary artery 1 Hepatitis C [l Mammogram Hand Smoke?
disease [J Liver disease Date -
Past Surgical History: Gender Specific:
Date: Date: Date:
] Angioplasty (] Gastric Bypass [J  Augmentation
7 Angio w/stent [ Hernia Repair mammoplasty
] Appendectomy (] Hip Replacement (] Bilateral tubal ligation
[ Arthroscopy Knee ] Knee Replacement 1 D&C
[ Arthroscopy Wrist (] LASIK (] Hysterectomy
] Arthroscopy Elbow (] ORIF (Open Circle Type: Total Abd,
1 Back Surgery Reduction Internal Radical (Uterus and
] Blood transfusion Fixation) Cervix Only), Total
7 Coronary Artery 7 Small bowel Tubes and Ovaries,
Bypass and Graph resection Unilateral Tubes and

[

[ I B I

Cardiac Pacemaker

Carpal Tunnel (1 Tonsillectomy "I Mastectomy
Release ] Other Left[__]
i Right
Cataract extraction
Bilateral[__]

Colonoscopy
Cholecystectomy
Colectomy
Colostomy

Thyroidectomy

Ovaries, Vaginal

(1 Uterine fibroid removal




~>»~_ North Coast
MEHY Family Health Center

sst District Hospital

THE PATIENT PORTAL

DID YOU KNOW?

You can access your medical record through the Patient
Portal via your personal computer and Smart Phone?

Click on this icon in the upper right corner at mcdh.org to
access your Patient Portal 24/7:

WHAT FEATURES ARE AVAILABLE IN MY PORTAL?

1. Request an appointment

2. Review your latest lab results

3. Request a routine medication refill

4. Communicate with your provider AND they can communicate with you.
5. You can access your portal anytime of the day or night.

6. It's secure, your patient health information is safel

If yow are intferested, ask any NCFHC stoff member and we will be glad
to- assist yow n signing wp: Iy easy to- dol



MCDH Partner Pharmacies

Medication purchased at the following pharmacies can
benefit MCDH and North Coast Family Health Center.
150 S. Main Street

. cvs Fort Bragg, CA 95437

pharmacy® (707) 961-0464

# GooD

M) MENDOCINQ 390 Cypress Street
Fort Bragg, CA 95437
COAST PHARMACY (707) 962-0800

R I T E 490 S. Main Street
®

Fort Bragg, CA 95437
(707) 964-1848

You have choices when selecting a pharmacy.

These are some things to consider when choosing a pharmacy:
CONVENIENCE: Is the location close to home or work and do their hours fit your schedule?

CUSTOMER SERVICE: You want a pharmacy that will call your insurance company if there is a
problem, and one that will work with your provider on dosing and refill issues. Also, knowing the
name of at least one of your pharmacists is always a good thing. It is nice to have someone to ask
health questions without having to go to a doctor.

OVER-THE-COUNTER PRODUCTS: It is handy when your pharmacy also carries a wide variety
of over the counter (OTC) products.

INSURANCE: Ask if your pharmacy accepts your plan. If you are a Medicare recipient, verify that
your pharmacy accepts ALL Medicare.




\_ North Coast
Family Health Center

A department of Mendocing Coast District Hospatal

Patient Intake Form: Advanced Directives

Patient Name: Date of Birth:

Please complete the following information about your Advance Directive. If you do not have an Advance Directive document, please
indicate none.

[T Mane [T Refuse [T Do not resuscitate r Liwirg weill [T Donot place an life support [T Other directives
[T Intubation [ &ntibiotics [ Iv fluid and support [~ Tube feedings

[T Durable poweer of attorney [T Healthcare [alukaly

Relationship: Relationship:

Last name: First: Last name: First:
Address: Address:

_ [T address same as patient _ [T address same as patient
Address: Address:

City State: ZIF City State: ZIF
Hame phane: Haome phone:

_H ] - [T Home phone same as patient _H 1 - [T Home phone same as patient
Wark phane: Extension: Wark phane: Extension:

liy - | liy - |

Effective date of representation: Effective date of representation:

_ I _ !
Duration of representation: | Indefinitely Duration of representation: | Indefinitely




