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LIFE HEALTH CENTER               INTEGRATIVE HEALTH SERVICES                    PATIENT PACKET
Life Health Center 1624 N. Jessup Street (Lower Level) Wilmington, DE 19802



WELCOME LETTER TO LIFE HEALTH CENTER: General Description of Services
We welcome you to the Life Health Center (LHC). LHC is an integrative Primary Care Health practice established in 2009 as a 501(3)c (non-for-profit organization).  Our mission at LHC is to develop wellness for individuals, families, and communities through quality healthcare service delivery. We aim to achieve this by centering our services around health equity, elimination of stigmas, and whole-person healthcare (mind, body, spirit and community). 
The integrated approach allows LHC to increase health outcomes using a health team approach (physical health, mental health, and social health). Your Health Team draws from an array of service providers: physicians, nurses, social workers, counselors, front desk and administrative staff.  This team provides Primary Health Care (PCP), Primary Out- Patient mental health therapy & counseling (OPT), Psychiatric services, Women’s Health, Medicine, Assisted Treatment for substance use disorders (MAT), and linkage with social service resources.  We do this by universally screening for physical health, mental health, substance use, and resource access. In addition to these services, we provide STD testing, immunizations, vaccinations, social service referrals, health education, and assist with accessing Medicaid coverage. Our services at our Primary Care facilities are offered to the whole family.  LHC also, provides School-Based Wellness services in four school locations in Wilmington and Dover, Delaware. These services are offered at the pre-school, elementary, and middle school levels, in partnership with local school districts and the Delaware Department of Education. We work in partnership with faith-based and other non-for-profit organizations in collaborative partnerships in the community. Our goal is to reach across the entire family to participate in a community of health services which optimize your overall quality of life and sense of personal & community health. 
LHC understands that our patients have rights, including the right to confidentiality, the right to understand our financial policies, the right to know how to access healthcare information, and the right to understand how patients & family members partner with the provider in healthcare services.  Please visit our Notice of Privacy Practices form, HIPAA compliance form, and Patient Bills of Rights form for more details.  A copy of each will be provided for your records.  If you have questions about visits or scheduling, please contact us directly at 302-552-3574 or for more information about LHC please visit our website at www.lifehealthcenterde.org.  As always, please feel free to inquire with any staff about thoughts or questions. First time patients should plan to attend intake appointments 15 minutes early to allow time for paperwork completion.  For prescription refill requests, you can contact your LHC site.  Our conscientious and caring front desk staff is always happy to speak to you as a first contact for many of your questions and comments. To let us know how we are doing, LHC asks that all patients complete a satisfaction survey after each visit.  Your honest and frank responses about our services, presentation, and spaces help us to better serve you as an essential community service. Your responses can be made anonymously. LHC follows HIPAA and other federal, state, and local polices related to protecting your protected identifying information (PII) and protected health information (PHI). Thank you for choosing LHC as your healthcare provider. We are proud to work for you as your selected healthcare provider.
We hope to cultivate a quality relationship with you and be your good neighbor. Your presence is your invitation. 
Sincerely,
	Norwood Coleman, Jr., LCSW-S, ACSW
	 
	

	Executive Clinical Administrator Integration, Mental Health & Training
	
	 



Keep a copy for your records.
PATIENT BILL OF RIGHTS
In the spirit of the Core Values of the Life Health Center, we believe that our patients and clients are people with real lives, loves, and joys, first, and our role is to help you participate, as best you can, in the experience of health and wellness.  In doing so, it is our duty to inform you about your rights.  Please read or ask for assistance in reading the list of Patient Rights that follows: 
YOU HAVE The RIGHT…:
 To safe, considerate and respectful care, provided in a manner consistent with your beliefs and respectful of you culture;
 To expect that all communications and records pertaining to your care will be treated as confidential to the extent permitted by law;
 To receive information necessary for you to give informed consent prior to receiving or sharing protected identifying information (PII) and protected health information (PHI) prior to sharing and communicating information or data related to your health services at Life Health Center. Exceptions will be made in the case of a life-threatening emergency or mandatory government reporting;
 To know the physician, clinicians, social workers, nurses and other appropriate healthcare staff are responsible for coordinating your care at the Life Health Center;
 To receive complete information about diagnosis, treatment, and prognosis from the primary healthcare provider (medical, mental, or integrative team) in terms that are easily understood. If it is medically inadvisable to give such information to you, it will be given to a legally authorized representative;
[bookmark: _Hlk121567958] To receive information necessary for you to give informed consent prior to procedure or treatment, including a description of the procedure or treatment, any potential risks or benefits, the probable duration of any incapacitation, and any alternatives. Exceptions will be made in the case of an emergency;
 To receive routine and share services updates if hospitalized when a consent form is signed. Complicating chronic conditions will be noted, explained in collaboration with hospitals and reported to you in culturally responsive and respectful ways. 
 To know in advance what appointment times and physicians/clinicians are available and where to go for continuity of care provided by the Life Health Center;
 To receive appropriate assessment of and treatment for medical and mental concerns, illness, and health; 
 To refuse to participate in research & to refuse treatment to the extent permitted by law, and to be informed of the health consequences of these actions, including possible dismissal from the study and discharge certain from the Life Health Center. If discharge would jeopardize your health, you have the right to remain under Life Health Center care until discharge or transfer is medically advisable or seek services of your preference;
 To be referred to another provider when your participation in the Life Health Center services or research is terminated; 
 To expect that a medical summary, from the Life Health Center will be sent to your referring provider with your permission;
 To designate additional physicians, clinicians, or service organizations at any time to receive medical updates.
[bookmark: _Hlk121674099] To make a complaint verbally or in writing, without fear of intimidation or retaliation, about concerns in your healthcare services, staff, facilities, LHC policies and procedures, or LHC activities. Please direct concerns, question, or other comments Jessup Street Site Administrator  at 302-552-3574. 
Keep a copy for your records.

FINANCIAL POLICY (page 1 of 2)
Dear Patient, Welcome to our practice!
This information is being provided so that you can better understand our billing process and payment policy.
If you have any questions about your bill or the policy explained in this information, you may call our billing department between 8:00am- 5:00pm., Monday through Friday at (302)552-3574.
When you arrive for your first appointment, you will be asked to complete a patient registration form. It is very important that you provide us with an accurate name, date of birth (DOB), address, phone, e-mail, insurance information and other pertinent information for accurate and efficient financial transactions.  Please notify our office of any changes as they occur. We will also need to make copies of any insurance card(s) and legal identification card.
MEDICARE
We will file your claims directly to Medicare and your secondary insurance. If you do not have insurance, your 20% coinsurance and any remaining Medicare deductible is due at the time of service.
MEDICAID
We currently accept Delaware Medicaid, Diamond State Partners, Highmark BC/BS Health Options, and United Health Care Community Plan upon verification of eligibility.
INSURANCE
We are participating providers for Highmark BCBS of Delaware, United Healthcare, Cigna HMO, Aetna HMO just to name a few. If we do not participate in your particular plan, we will make every effort to inform you prior to your appointment, however, it is your responsibility as the patient to verify prior to scheduling an appointment.
APPOINTMENTS
Beginning July 07, 2014, we will be assessing a $25.00 fee for each missed appointment. We require a 24-hour notice to cancel or reschedule appointments. After 3 consecutive no-shows, you will no longer be able to schedule future appointments without consultation with an Administrator or the provider. Any no-show fees must be paid at the time of return to service.
COPAYS & DEDUCTIBLES
To avoid being charged a possible statement fee, copays, coinsurance, and deductibles must be paid at time of service.
AUTHORIZATION & REFERRALS
If your insurance requires prior authorization or referral from your primary care physician, we will make every effort to obtain this prior to your appointment. If we are unable to obtain this information, you will be responsible for the visit.
**Please go to the next page and complete ALL the information.  Once the packet is complete, please bring a Picture ID and your Insurance Card(s) to the receptionist.  Thank you.**

Keep a copy for your records.


FINANCIAL POLICY (page 2 of 2)
SELF PAY
If you are a “Self-Pay” patient, full payment is due when services are rendered. If you are experiencing financial hardship, you can request information about a SLIDING SCALE, which may require proof of income. 
WORKER’S COMP & LIABILITY
If you are injured on the job or in an automobile accident, we will file your claim if you have provided us with the necessary information to do so. If we do not receive payment within 45 days, you will be held responsible for the payment for those services that was rendered.
PATIENT STATEMENTS
Patient statements are mailed on or around the 10th of each month. Payment is due upon receipt. If you have a question regarding your bill, you must contact our billing department immediately.
PAST DUE ACCOUNTS
If your balance is not paid within 30 days and you have not contacted our office to arrange payment, your account is considered past due. Our office will make every effort to assist you with settling your account. If, however, all efforts fail and you choose to ignore your obligation, we will have no choice but to pursue further action against you.
RETURNED CHECKS
If your check is returned from the bank due to “INSUFFICIENT FUNDS”, you will be notified immediately. In addition to the amount of the check, you will be charged a $25.00 returned check processing fee. Payment in the form of cash, money order, or credit card must be received within 10 business days. Failure to pay your debt may result in litigation.
ACCEPTED METHOD OF PAYMENT
Our office accepts cash, personal checks, MasterCard, Visa, and Discover.

 





Keep a copy for your records.

NOTICE OF INFORMATION PRACTICES AND PRIVACY STATEMENT & POLICY
How We Collect Information About You: The Life Health Center (LHC), its employees, and volunteers collect data through a variety of means including but not necessarily limited to letters, phone calls, emails, voice mails, and from the submission of applications that is either required by law or necessary to process applications or other requests for assistance through our organization. In accordance Del. Code Ann. tit. 11, § 1335(a)(1-4) and federal law, any unlawful eavesdropping, surveillance, or recording [audio, video, digital]  is strictly prohibited on LHC property unless authorized by LHC management and consented by participating parties in writing and signed/witnessed by designated LHC manager.
What We Do Not Do With Your Information without your written consent: Information about your financial situation, medical conditions, and care that you provide to us in writing, via email, on the phone (including information left on voice mails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest confidence. There are special health and legal conditions which may cause LHC to forgo confidentiality such as risk of imminent danger for the patient or others and certain legal investigation purposes. 
We do not give out, exchange, barter and rent, sell, lend, or disseminate any information about clients who apply for or actually receive our services that is considered patient confidential, is restricted by law, or has been specifically restricted by a patient/client in a signed HIPAA consent form.
How We Do Use Your Information: Information is only used as is reasonably necessary to process your application, to provide you with health or counseling services, or health & social welfare research which may require communication between LHC, other healthcare providers, medical product or service providers, pharmacies, insurance companies, other providers necessary, public health agencies, or health research entities.  Information shared is used to verify that your medical information is accurate; determine appropriate types of medical supplies; determine best healthcare services you need including, but not limited to obtaining or purchasing any type of medical supplies, devices, medications, and insurance. Information used for social service research is shared using no patient identifiable information-sharing. 
If you apply or attempt to apply to receive services through us and provide information with the intent or purpose of fraud or that results in either an actual crime of fraud for any reason including willful or un-willful acts of negligence whether intended or not, or in any way demonstrates or indicates attempted fraud, your non-medical information may be shared with legal authorities including police, investigators, courts, and/or attorneys or other legal professionals, as permitted by law.
Information We Do Not Collect: We do not use cookies on our website to collect data from our site visitors. We do not collect information about site visitors except for one hit counter on the main index page (www.yourwebpage.org) that simply records the number of visitors and no other data. We do use some affiliate programs that may or may not capture traffic data through our site. To avoid potential data capture that you visited a diabetes website simply do not click on any of outside links.
Limited Right to Use Non-Identifying Personal Information From Biographies, Letters, Notes, and Other Sources: Any pictures, stories, letters, biographies, correspondence, or thank you notes sent to us become the exclusive property of LHC. We reserve the right to use non-identifying information about our clients (those who receive services or goods from or through us) for fundraising and promotional purposes that are directly related to our mission.
Medical Records: Medical records can be requested in writing to LHC by requesting a Patient Request for Health Information form. Please note that certain mental health information, such as mental health progress notes are not a part of the medical record and are not provided to patients, as they are the sole property of LHC. Mental health progress notes can be viewed and reviewed through a consultation with the provider. There may be other restrictions and provisions for sharing health information based on federal, state, and local laws and policies related to public health and legally required disclosure.   
Clients will not be compensated for use of this information and no identifying information (photos, addresses, phone numbers, contact information, last names or uniquely identifiable names) will be used without client’s express advance permission. LHC complies with all full disclosure requirements for any authorized use of this information by federal, state, and local policy. 
Keep a copy for your records.
PATIENT PACKET SIGNATURE FORM
ID# _____________
[bookmark: _Hlk121663033]Welcome Letter to Life Health Center: General Description of Services:
By signing this document, I attest that have received the Welcome Letter to Life Health Center: General Description of Services and understand it: 
	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date



Patient Bill of Rights Policy Signature:
By signing this document, I attest that have received the Patient Bill of Rights policy and understand it: 
	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date



Financial Policy Signature:
[bookmark: _Hlk121660618]By signing this document, I attest that have received the Financial Policy Statement and understand it: 
	[bookmark: _Hlk121660496][bookmark: _Hlk121660527]______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date


						   

Notice of Information Practices and Privacy Statement Signature:
By signing below, I attest that have received the Notice of Information Practices and Privacy Statement policyand understand it: 
	[bookmark: _Hlk121663312]______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date


[bookmark: _Int_hZJKGye7]**Please go to the next page and complete ALL the information.  Once the packet is complete, please bring a Picture ID and your Insurance Card(s) to the receptionist.  If you need assistance with completing any of the questions, please know that our staff is here to assist. Thank you.**

HEALTH INSURANCE AUTHORIZATION OF DISCLOSURE FORM
[bookmark: _Hlk121677748]ID# _____________
I,____________________________DOB:___________ hereby authorize the use or disclosure of my protected health information (PHI), including diagnosis, treatment, medication history, claims payment, and other related healthcare service information, and Personal Identifiable Information (PII), including name, address, social security number, phone number and member ID number, with   ____________________________________ (Health Insurance Carrier) from The Life Health Center.  All of these except the following information about me can be provided: ___________________________________________________________________________________
The purpose of sharing PHI and PII with your insurance carrier helps in care coordination, claims resolution, and health benefit coverage considerations & issues. If I am not available to answer by phone or email, please ❑leave or ❑don’t leave (select one) a message. I am aware that my personal information or other information released to the person or organization identified above may be subject to re-disclosure by such person/organization and may no longer be protected by applicable federal and state privacy laws. All past, present, and future periods of my healthcare information may be shared. This authorization is voluntary, and I understand that I have a right to revoke this authorization by providing written notice to The Life Health Center. However, this authorization may not be revoked if The Life Health Center employees have taken action on this authorization prior to receiving my written notice. My refusal to sign will not affect my eligibility for benefits, enrollment, or payment for coverage of services. I also understand that I have a right to have a copy of this authorization.
By signing below, I represent that I am the Legal Representative of the Member identified above and will provide written proof (e.g., Power of Attorney, living will, guardianship papers etc.) that I am legally authorized to act on the Member’s behalf with respect to this.
Print Name of Member: _____________________________________________DOB:____________________
Signature of Member: ______________________________________________Date: _______________________

By signing below, I represent that I am the Legal Representative of the Member identified above and will provide written proof (e.g., Power of Attorney, living will, guardianship papers etc.) that I am legally authorized to act on the Member’s behalf with respect to this.
Name of Legal Representative: ________________________________________ Date: ________________________
Signature of Legal Representative: ______________________________________Date: ________________________
[bookmark: _Hlk127386806]Relationship to Member: ___________________________________ |_| Verification of relationship documents on file. 
LHC Witness: ______________________________________________________Date: ________________________

[bookmark: _Hlk144313547]PATIENT DEMOGRAPHIC INFORMATION FORM (page 1 of 2)
ID# ____________

Last Name                        			First Name                     		MI                            

Date of Birth               				Age

Patient’s Home Address                                       City                          		State /Zip Code                				
Home Phone Number                              	Work Phone Number                               Cell Phone Number

Email Address

Social Security Number                             	Driver’s License Number & State

[bookmark: _Hlk121666316]Languages Spoken: ❑ English ❑ Spanish ❑ French ❑ Other: __________________________________	
Languages Written (if different):   ❑ English ❑ Spanish ❑ French ❑ Other: ______________________
Marital Status: ❑ Married ❑ Widowed ❑ Single ❑ Other: - Gender: □ Male □ Female □ Nonbinary	
Ethnicity/Race: ❑ Black/Afr. Amer. ❑ Amer. Indian ❑ Asian ❑ Latinx ❑ White ❑ Other ❑ Decline
Do you require Assistive Technology for a disability? ❑ Yes ❑ No If “Yes,” please tell us your needs below:
_____________________________________________________________________________________

Occupation/Retired                                                        Employer:

Spouse’s Full Name                      	Date of Birth             	Age           	    Phone Number         

Spouse’s SS#

Emergency Contact (If Unable to Reach Patient):

Name                                                    Relationship to Patient                                      Phone Number
If Patient is a Minor, Please Complete:

Person Responsible/Guardian                  Date of Birth                  	Social Security # 	       Phone # 

Person Responsible/Guardian’s Home Address                         	City               State 	     Zip Code

Physician Information:

Primary Care Physician Name                                                       	Phone Number

Address                                                   			City                             	State/Zip Code                              				


PATIENT DEMOGRAPHIC INFORMATION FORM (page 2 of 2)
Client Name: ____________________________________ DOB: __________ ID# ______________
Pharmacy Information:

Preferred Pharmacy                      						Phone Number

Address                                                  		City                             		State/Zip Code                                 			
Primary Insurance Information:

Insurance Carrier                                Policy Number                           		Group Number

Policy Holder Name                             	Social Security #                                       Date of Birth

Secondary Insurance Information

Insurance Carrier                                   Policy Number                            Group Number

Policy Holder Name                             Social Security #                                             Date of Birth


The above information is correct.  Any changes to my information will be provided as soon as I am notified of the change.
[bookmark: _Hlk121663408]
	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date






 






MEDICAL HISTORY FORM 
ID# __________
Patient’s Name: ___________________ Today’s Date: ____/ ____/____ Date of Birth: ___/____/____
Reason for visit today: ________________________________________________________________
Sex Assigned at Birth: 	|_| Male |_| Female	
What gender do you best identify?      |_|  Male    |_|  Female   |_|  Other, describe ________________________

PAST MEDICAL HISTORY
Do you have a Department of Corrections Medical Records? |_|  Yes   |_| No, Institution: ______________________
Do you have Military Medical Records? |_|  Yes   |_| No, Branch: ________________________________________
Do you have Mental Health Medical Records? |_|  Yes   |_| No, Institution: ________________________________
Do you have Substance Abuse Medical Records? |_|  Yes   |_| No, Institution: ________________________________

Please list all past hospitalizations, in-patient admissions,  and surgeries with the approximate date. 
	Procedure/ Hospitalization/Mental Health/Substance Abuse Treatment Centers
	Date 
	Reason(s) for Admission and Treatment. 

	 
	 
	

	 
	 
	 

	 
	 
	 


  (You may attach additional page as needed to this document)                                          

Do you have any allergies to medications or other substances (pets, food, etc.)? |_|  Yes   |_| No If yes, please list allergies and reactions (including rash, hives, throat swelling, anaphylaxis): 
	Allergies
	Reactions

	
	

	
	

	
	



 Please list ALL of your current medications, including over the counter medications, supplements, and herbs: 
	Medication Name 
	Dose 
	Reason
	Prescribing Provider
	Start and End Date
	Is it Effective?

	 
	 
	
	
	__/__/__ to __/__/__
	□ Y □ N

	 
	 
	
	
	__/__/__ to __/__/__
	□ Y □ N

	 
	 
	
	
	__/__/__ to __/__/__
	□ Y □ N

	 
	 
	
	
	__/__/__ to __/__/__
	□ Y □ N

	 
	 
	
	
	__/__/__ to __/__/__
	□ Y □ N


(You may attach additional page as needed to this document)                                          





(Medical History-page 2 of 4)                                                Client Name: ______________________     ID# __________

Vaccine History: please include date of completion of each vaccine (if known) in space provided.    
Hepatitis A: ________    Td/Tdap: _________   Varicella: _________   Flu: __________________
Hepatitis B: __________    MMR: _________       HPV: ____________         Other: _______________
Last Tuberculosis (TB) Screening? _________________ Result of TB screening:  |_|  Positive   |_| Negative 

(Please check the following: “self” for you or “family” for any biological (blood) relatives and place their relation to you on the line labeled “Notes”.)
	Please place and “X” next to all that apply to Your Health History

	|_|
	Weight loss/ Gain
	|_|
	Stroke
	|_|
	Cancer (type) __________________

	|_|
	Headaches/ Migraines
	|_|
	Eating more/less
	|_|
	Epilepsy/ Seizures

	|_|
	Heart Disease
	|_|
	Insomnia
	|_|
	Arthritis/ Joint Pain

	|_|
	High Blood Pressure
	|_|
	Tobacco Use Products
	|_|
	Anxiety/ Depression

	|_|
	High Cholesterol
	|_|
	Alcohol Misuse/Abuse
	|_|
	Sleep Problems

	|_|
	Respiratory (Lung) Disease
	|_|
	Urinary Infection
	|_|
	Grief and Loss

	|_|
	Bowel Disease
	|_|
	Anemia/ Blood Disorder/ Blood clots
	|_|
	Chronic pain

	|_|
	Kidney Disease
	|_|
	Diabetes
	|_|
	Suicidal thoughts or attempts

	|_|
	Osteoporosis
	|_|
	Thyroid Disease
	|_|
	Substance Misuse/Abuse and Type:


	|_|
	Other (describe):



Do you have any health problems not listed above?   |_|Yes   |_|No      If yes, please describe in the space below
____________________________________________________________________________________________________________________________________________________________________________________________________

	Please place family relation (mother, father, sister, etc.…) next to all that apply to your FAMILY  History

	|_|
	Weight loss/ Gain
	|_|
	Stroke
	|_|
	Cancer (type) __________________

	|_|
	Headaches/ Migraines
	|_|
	Eating more/less
	|_|
	Epilepsy/ Seizures

	|_|
	Heart Disease
	|_|
	Insomnia
	|_|
	Arthritis/ Joint Pain

	|_|
	High Blood Pressure
	|_|
	Tobacco Use Products
	|_|
	Anxiety/ Depression

	|_|
	High Cholesterol
	|_|
	Alcohol Misuse/Abuse
	|_|
	Sleep Problems

	|_|
	Respiratory (Lung) Disease
	|_|
	Urinary Infection
	|_|
	Grief and Loss

	|_|
	Bowel Disease
	|_|
	Anemia/ Blood Disorder/ Blood clots
	|_|
	Chronic pain

	|_|
	Kidney Disease
	|_|
	Diabetes
	|_|
	Suicidal thoughts or attempts

	|_|
	Osteoporosis
	|_|
	Thyroid Disease
	|_|
	Substance Misuse/Abuse and Type: 


	|_|
	Other (describe):



SUBSTANCE USE 
CAGE-AID Questionnaire
1. Have you ever felt that you ought to cut down on your drinking or drug use? |_|Yes   |_|No      
2. Have people annoyed you by criticizing your drinking or drug use? |_|Yes   |_|No      
3. Have you ever felt bad or guilty about your drinking or drug use? |_|Yes   |_|No      
4. Have you ever had a drink or used drugs first thing in the morning to steady your nerves or to get rid of a hangover? |_|Yes   |_|No     
==================================================================================== 
(Medical History-page 3 of 4)                                                
                                                                                                 Client Name: ______________________     ID# __________

5. Have you used opioids in the past or currently using them whether they were prescribed by a doctor or not?
 |_|Yes   |_|No      
6. Have you ever used methadone? |_|Yes   |_|No      
7. Have you been or currently in a substance abuse treatment program for opioids, alcohol, or other substances?
|_|Yes   |_|No, If “Yes”, please specify: ________________________________________
8. Do you attend Alcoholics Anonymous (AA) or Narcotics Anonymous (NA)? |_|Yes   |_|No      
9. Have you misused prescription drugs? |_|Yes   |_|No      
10. Can you stop drinking if you want to? |_|Yes   |_|No      
[bookmark: _Hlk141712978]
BIOLOGICAL FEMALE 
Menstrual (period) history
[bookmark: _Hlk144314096]Describe your periods (check all that apply) |_| Regular |_|Irregular  |_| None  |_| Bleeding between periods  |_| Heavy flow    |_| Light flow
First day of your last menstrual period (date) ____/____/_____           Age at first period? ______ 
Number of days of bleeding per month? _____                   Cycle length (first day to first day) ______
How painful are your periods?  |_| Not at all   |_|Mild    |_| Moderate     |_| Severe
What medications do you use for the pain?   _______________________________________
Any premenstrual symptoms? |_| Back pain |_| Bloating  |_| Cramps  |_| Sore breasts |_| Changes in mood |_| Other ______________________________________________________________________________
Present method of birth control __________________________________________________

Pregnancy history
Total Pregnancies _______ Premature________ Stillborn______ Miscarriages______ Abortions________ 
Total Living children_________ Active in your child(ren)’s Life? |_| Yes |_| No 
Problems during pregnancy or delivery: ____________________________________________
Current vaginal discharge or irritation______________   Most recent Pap Smear (date) ____/____/____
Have you ever had an abnormal pap smear? □ Yes □ No  
Have you had a mammogram within the past 12 months? |_| Yes |_| No    Results: |_| Normal |_| Abnormal

BIOLOGICAL MALES 
Urological History
Have you had a urological exam? |_| Yes |_| No  
Have you had any changes in urination?  |_| Yes |_| No  
[bookmark: _Hlk141714429]Do you experience pain or discomfort when you urinate |_| Yes |_| No  
Do you get often at night to urinate?
[bookmark: _Hlk141714706]Have you experienced a hernia or kidney stones? |_| Yes |_| No  
Sexual Health
Do you experience any form of infertility? |_| Yes |_| No  
[bookmark: _Hlk144312455]Have you had a prostate exam this year? |_| Yes |_| No  
Are you sexually active ? |_| Yes |_| No  
Do you experience erectile disfunction? |_| Yes |_| No  
Do you experience penile discharge or irritation? |_| Yes |_| No  
Total Conceptions_______ Premature ________ Stillborn______ Miscarriages______ Abortions________ 
[bookmark: _Hlk144312890]Total Living children_________ Active in your child(ren)’s Life? |_| Yes |_| No 
      
MEDICAL HISTORY FORM SIGNATURE PAGE 	                                  ID# __________                    
page 4 of 4



By signing below, I hereby certify that to the best of my knowledge all the information I have furnished on the Medical History Form is complete and accurate.   

	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	[bookmark: _Hlk144313408]______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date









PATIENT HEALTH QUESTIONNAIRE-9 (PHQ-9)

[bookmark: _Hlk121678337]Name of Patient: ______________________________________ DOB ___/____/________ ID# ______________
	Over the last 2 weeks, how often have you been bothered by any of the following problems? Check off your answer
	Not at all
	Several days
	More than half the days
	Nearly every day

	1. Little interest or pleasure in doing things.
	0
	1
	2
	3

	2. Feeling down, depressed, or hopeless
	0
	1
	2
	3

	3. Trouble falling or staying asleep or sleeping too much.
	0
	1
	2
	3

	4. Feeling tired or having little energy
	0
	1
	2
	3

	5. Poor appetite or overeating
	0
	1
	2
	3

	6. Feeling bad about yourself-or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7. Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8. Moving or speaking slowly that other people could have noticed? Or the opposite-being so fidgety or restless that you have been moving around a lot more than usual.
	0
	1
	2
	3

	9. Thoughts that you would be better off dead or of hurting yourself in some way
	0
	1
	2
	3

	
	
	
	
	


	                                                                       Total  ________= ______  +  ______  +   ______  +  ______



							If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
	Not difficult at all	 Somewhat difficult	Very difficult	Extremely difficult
	          □			   	□		        □		              □



Total score: ___________/___________ Provider’s Initials
Provider’s Signature: _____________________________
				    Provider’s Review Date: ____________________
               
	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date



SAFETY ASSESSMENT
(Please take some time to share with us about your sense of safety. Your information will be held in confidence and used for medical and health purposes only.)

Name of Patient: ______________________________________ DOB ___/____/________ ID# ______________

1. Have you ever experienced homelessness in your past 2 years, for example sleeping in cars, on the streets, living in shelters, or staying with relatives for extended periods of time?  |_|Yes   |_|No      (Please check or circle one).
___________________________________________________________________________________________

2. Are you currently living without appropriate, safe or adequate shelter? |_|Yes   |_|No (Please check or circle one).
___________________________________________________________________________________________

3. Do you feel physically and/or emotionally Unsafe where you live?  |_|Yes   |_|No (Please check or circle one).
___________________________________________________________________________________________ 

4. Have you ever been a victim of domestic violence/intimate partner violence (Physical, financial, or emotional)?        |_|Yes   |_|No      (Please check or circle one).
___________________________________________________________________________________________ 

5. Have you ever been a victim of violence in your community?  |_|Yes   |_|No (Please check or circle one).
___________________________________________________________________________________________ 

6. Have you ever served in active duty in the military or law enforcement and believed yourself to be in harm’s way (Thank you for you service!)?         |_|Yes   |_|No (Please check or circle one).
___________________________________________________________________________________________ 

7. [bookmark: _Hlk121664435]Have you been recently incarcerated or hospitalized and find yourself having difficulty accessing health and wellness services and community supports?  |_|Yes   |_|No (Please check or circle one). If yes, please describe how they are helping you and if you think it is effective: 
[bookmark: _Hlk121668548]___________________________________________________________________________________________ 

8. [bookmark: _Hlk121664049]Have you ever used a weapon or firearm/gun?  |_|Yes   |_|No (Please check or circle one). If so, what were the circumstances and the outcomes? 
___________________________________________________________________________________________ 

9. [bookmark: _Hlk121663600] Do you have a weapon or firearm in your home?  Yes or  No (Please check or circle one).  If yes, do you need help with getting it stored safely with a safety locked? |_|Yes   |_|No      (Please check or circle one). 
___________________________________________________________________________________________

10. Are there any other health and wellness needs that you have which are not being met in your home or community: 
___________________________________________________________________________________________
[bookmark: _Hlk121678946]
	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date


CASE MANAGEMENT & CARE COORDINATION FORM (Optional)

Date: ____________ 										     ID#______________
Client Name: ____________________________________________________________   DOB: _______Gender: _______
Race/Ethnicity: ____________________ LHC Location:_____________________________________________________
Languages spoken: _________________________________

Life circumstances can impact individuals’ and families’ health outcomes and quality of life.  Check all the boxes where there are concern (Please describe as appropriate): 

|_| Housing:____________________________________________________________________________________

|_| Food:______________________________________________________________________________________

|_| Child Care:__________________________________________________________________________________

|_| Medical Insurance:____________________________________________________________________________

|_| Court/Legal Concerns:_________________________________________________________________________

|_| Educational Advocacy for a child with a disability:__________________________________________________

|_| Employment:________________________________________________________________________________

|_| Assistive Technology for a Disability:_____________________________________________________________

|_| Language/Cultural:____________________________________________________________________________

|_| Financial Literacy: ___________________________________________________________________________

|_| Transportation for health services:________________________________________________________________

|_| Other: ______________________________________________________________________________________



	______________________________ 
	 __________________________________
	__________________________

	Client Print
	Client Signature
	Date



	______________________________ 
	 __________________________________
	__________________________

	LHC Witness Print
	LHC Witness Signature
	Date






1
LHC Intake Documents: Original August 1, 2014, vt, Revision 2, 6/26/2020, bp; Revision 3, 12/11/2022, njc, jr, Revision 4, 3/23/2023 njc, jr, Revision4, 7/28/2023, njc, jr & km
image1.png
WELLNESS IS YOUR KEY TO LIFE™




