
Northwest Family & Functional Medicine

1232 Whitefish Stage Rd, Kalispell MT 59901

406-751-6833

Date:

Name:

Address:

Phone:

Gender: Marital Status:

Guardian/Emergency Contact Name:

Email:

Allergies:

Health conditions/Complaints/ Problems:

Age:

City/State:

Cell:

Occupation:

Date of Birth:

_ Zip:

Ok to leave message? Yes or No

Phone:

Ok to email messages? Yes or No

Year Age

Medication / Supplements / Herbs / Etc: Dosage Duration

Have you ever been exposed to Chemicals, Solvents, Heavy Metals, Herbicides, or Pesticides?

If yes, explain:

Home Water Source: City Well Other:

NORTHWEST FAMILY AND FUNCTION MEDICINE IS COMMITTED TO PROVIDING ALL OF OUR PATIENTS WITH

EXCEPTIONAL CARE. WHEN A PATIENT CANCELS WITHOUT ENOUGH NOTICE, IT PREVENTS ANOTHER PATIENT

FROM BEING SEEN. PLEASE CALL (406)751-6833 48-HOURS PRIOR TO YOUR SCHEDULED APPOINTMENT TO

NOTIFY US OF ANY CHANGE OR CANCELLATIONS. TO CANCEL A MONDAY APPOINTMENT, PLEASE

CALL OUR OFFICE BY 12:00PM FRIDAY. IF PRIOR NOTIFICATION IS NOT GIVEN, YOU WILL BE CHARGED

A $75 NON-REFUNDABLE FEE FOR FOLLOW UP 60 MINUTE APPOINTMENTS. ALL OTHER APPOINTMENTS

LONGER THAN 60 MINUTES WILL BE CHARGED 50% OF THE VISIT COST. THIS MUST BE PAID IN FULL

PRIOR TO SCHEDULING ANOTHER APPOINTMENT.

Signed: Date:



Northwest Family & Functional Medicine

1232 Whitefish Stage Rd, Kalispell, Montana 59901

Regular Smoker: Yes/ No/ Past Chew Tobacco: Yes/ No/ Past

Alcohol:

How many per week?

Yes/ No / Past Exercise Regularly:

How many times per week?

Yes/ No / Past

Recreational Drug Use: Yes/ No/ Past Stimulant / Diet Pills: Yes/ No/ Past

Current Weight: Healthiest Adult Weight:

Other Healthcare Providers You See:

And Why

Previous Hospitalizations:

And Approximate Year

Family Medical History

Age Disease(s) Cause of Death

Father

Mother

Sibling 1) _

Sibling 2)

Sibling 3) _

Sibling 4)

Spouse -

Child 1) _

Child 2) _

Child 3) _

Maternal Grandmother_

Maternal Grandfather _
Paternal Grandmother

Paternal Grandfather
_



NW Family & Functional Medicine

1232 Whitefish Stage Rd, Kalispell, Montana 59901

*Acknowledgement of receipt of Notice of Privacy Practices*

I acknowledge that I have received a copy of The Bridge Medical Center's Notice of Privacy Practices. I understand

that the Notice of Privacy Practices describes how The Bridge Medical Center may disclose and use my protected

health information.

Patient Name:

Signature:

Date of Birth:

Date:

*Designation of Personal Representative for Health Information*

The Health Insurance Portability and Accountability Act of 1996 ("HIPAA") gives you the right to have one or more

individuals act as your Authorized Personal Representative to make decisions regarding the use of and sharing of

your Protected Health Information ("PHI"). This form provides that Authorized Personal Representative

information to The Bridge Medical Center. You can limit the information to be provided to your Authorized

Personal Representative and you can cancel this designation at any time.

Designation Section:

_ hereby name the following person to act as my

Authorized Personal Representative with respect to decisions involving the use and/or sharing of my Protected

Health Information.

(Printed name of Representative)

(Printed name of Representative)

Information Limits: Please Check One

_My Personal Representative(s) is able to be given all of the privileges that would be given to me with

respect to my Personal Health Information

_ My Personal Representative(s) is acting on my behalf only for the following functions:

I understand I may cancel this designation at any time by signing the revocation section of my copy of this form

and returning it to Northwest Family and Functional Medicine. I understand that any cancellation can only apply

to future disclosures or actions regarding my Personal Health Information and cannot cancel actions taken or

disclosures made while the designation was in effect.

Signature:

Revocation of Personal Representative:

Date:

I no longer want this person(s) to act as my personal representative.

Signature: Date:



CIRCLE ANY SYMPTOMS THAT YOU HAVE EXPERIENCED IN THE LAST 6 MONTHS:

Patient Name:

Generals & Metabolic:

Fatigue

Difficulty Gaining Weight

Difficulty Losing Weight

High Appetite

Low Appetite

Feel Chilled / Cold Easy

Feel Hot Easy

Ear Nose And Throat:

Vision Changes

Dry Eyes

Memory Loss

Anxiety

Depression

Irritability

Insomnia

Low Blood Sugars

Need Snacks Frequently

Runny Nose

Sinusitis

Sore ThroatPuffy Eyes

Watery Eyes Horsiness

Hearing Loss Tonsillitis

Ear Pain / Infections Throat Mucus

Ringing in Ears

Cough

Gastrointestinal:

GERD/Acid Reflux Constipation

Stomach Ulcers

Stomach Pain

Gas/Bloating

Nausea

Have You Had A Colonoscopy

Genitourinary:

Urinary Tract Infections

Incontinence/Dribbling

Frequent Urination

Nighttime Urination

Cardio Vascular:

Chest Pain/Angina

Palpitations

High Blood Pressure

Swelling Of Feet, Ankles, Hands

Respiratory:

Wheezing

Asthma

Chronic Or Frequent Cough

Post Nasal Drip

Diarrhea

Hemorrhoids

Blood In Stool

Vomiting

Yes/No

Burning With Urination

Blood In Urine

Kidney Stones

Sexual Difficulties

Shortness Of Breath

Heart Trouble

Leg Pain When Walking

Shortness of Breath

Spitting up blood

Date:

Musculoskeletal:

Joint Pain

Joint Swelling/Stiffness

Muscle Pain

Muscle Weakness

Integumentary:

Skin Rashes

Skin Itching

Changes in Skin Color

Changes in Hair/Nails

Neurological/Psych:

Previous Head Injuries?

If Yes, When?

Frequesnt Headaches

Light Headed / Dizzy

Convulsions / Seizures

Tremors

Nerve Injuries

Confusion

Endocrine:

Back Pain

Cold Hands/Feet

Muscle Cramps

Difficulty In Walking

Varicose Veins

Breast Pain

Breast Lumps

Breast Discharge

Yes/No

Memory Loss

Nervous/ Anxious

Depression Irritability

Anger

Insomnia

Glandular / Hormone Problems

Excessive Thirst or Urination

Change in Hat or Glove Size

Loss of Head Hair

Loss of Body Hair

Dry Skin

Heat/Cold Intolerance

High/ Hard To Control Hunger

Loss of Appetite

Poor Wound Healing

Hemo/Lymph:

Bleeding Or Bruising Tendency

Blood Clots

Anemia

Enlarged Glands

High Blood Pressure

High Iron Disease In Family

Are You Currently Pregnant: Yes / No






