PATIENT DEMOGRAPHICS

Last Name: First: Middle:
DOB: Sex: M/F SSN: - - Race: Marital Status:

Driver's Lic#:

Address: City: State: Zip:
Phone: Home: Work: Cell:

Email:

Have you completed a living will or durable power of attorney for health care? [ Yes [1 No

Preferred Pharmacy: Phone:

HEALTH HISTORY FORM

Your answers on this form will help your health care provider better understand your medical concerns and conditions better. This form
will not be put directly into your medical chart. If you are uncomfortable with any question, do not answer it. If you cannot remember
specific details, please provide your best guess. Thank you!

Depression Screening: In the past month, have you had little interest or pleasure in doing things, or felt down, depressed or
hopeless or had thoughts about hurting yourself? [ Yes [1 No

MEDICATIONS: Prescription and non-prescription medicines and vitamins. Please bring all your medications with you to your
appointment.

Medication Dose (e.g. mg/pill) How many times per day

Allergies or reactions to medications:

Date of your most recent IMMUNIZATIONS:

Hepatitis A Hepatitis B Influenza (flu shot) Hepatitis A MMR
Pneumovax (pneumonia)
Meningitis Tetanus (Td) Varicella (chicken pox) shot or Illness Tdap (tetanus & pertussis)
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HEALTH MAINTENANCE SCREENING TESTS:

Colonoscopy Date: Abnormal [] Yes [ No
Women: Mammogram Date: Abnormal [] Yes [J No

Pap Smear Date: Abnormal [] Yes [J No

DEXA Scan (osteoporosis) Date: Abnormal [ Yes [] No
Men : PSA (prostate) Date : Abnormal [ Yes [ No

PERSONAL MEDICAL HISTORY: Please indicate whether you have had any of the following problems

[] Heart disease 1 High blood pressure [ Thyroid problem
] Asthma/Lung disease [ Diabates J Cancer:
1 High cholesterol [ Kidney disease [ Other:

SURGICAL HISTORY: Please list all prior operations

FAMILY HISTORY:
Alcoholism: High cholesterol:
Cancer, specify type: High blood pressure:
Heart disease: Stroke:
Depression/suicide: Bleeding or clotting disorder:
Diabetes: Asthma/COPD:
Other:
SOCIAL HISTORY
Tobacco Use
Cigarettes: [] Never [ Quit Date Safety:

[ Current Smoker: packs/day # of yrs
Other Tobacco: [J Pipe [J Cigar [J Snuff [J Chew
Are you interested in quitting? (] No [ Yes

Is violence at home a concern for you? L1 Yes [1 No

Have you fallen or currently sustaining falls at home? [J Yes [J
No

Alcohol use Have you ever been abused? [] Yes [J No

Do you drink alcohol? [ No [ Yes #drinks/week
Is your alcohol use a concern for you or others? [ No [ Yes

Drug Use
Do you use any recreational drugs? [J No [ Yes
Have you ever used needles to inject drugs? [ No [ Yes
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AGREEMENT TO RECEIVE MEDICARE ADVANCED PRIMARY CARE MANAGEMENT
(APCM) SERVICES

Medicare covers Advanced Primary Care Management (APCM) services provided monthly by physician practices. I understand that my
primary care physician is assuming responsibility for all my primary care services and will be a continuing focal point for all my needed
health care. In agreeing to receive APCM, I understand that my physician and Getwell internal medicine team are willing to provide
such services to me, including the following.

Access and continuity of care
e 24/7 access to the care team for urgent needs.
e The ability to get successive, routine appointments with a member of the care team.
e  Alternatives to traditional office visits (for example, home visits or expanded clinic hours)

Comprehensive Care Management

Needs assessment, including medical and psychosocial

Helping ensure I receive recommended preventive services.

medication management and support.

A personalized care plan that outlines my health goals and needs and is regularly reviewed and updated.
A copy of my care plan is accessible to me, my caregivers, and members of my care team.

Care Coordination
e Coordinating my care across settings, such as:
o Referrals to other physicians and health care providers.
o Communicating with home-and community-based providers, community-based service providers, hospitals, and skilled
nursing facilities others.
e Follow-up care after emergency department visits or discharge from a hospital, skilled nursing facility, or other health care
facility.

Enhanced Communication Opportunities
e Additional ways for me and my caregivers to communicate with my physician and care team, such as patient portals, secure
messaging, and e-visits.
I also understand that I can revoke this agreement at any time (effective at the end of a calendar month) and can choose, instead, to
receive these services from another health care professional after the calendar month in which I revoke this agreement. Medicare will
only pay one physician or health care professional to furnish me APCM services within a given calendar month.

I understand these APCM services are subject to the usual Medicare deductible and coinsurance applied to physician services.

My signature authorized my primary care physician to electronically communicate my medical information with other treating providers
as part of the care coordination involved in APCM.

This designation is effective as of the date below and remains in effect until revoked by me

Patient Name: Signature: Date:
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