
CONFIDENTIAL PATIENT CASE HISTORY

WELCOME TO OUR WELLNESS CENTER 
Please complete this questionnaire as thoroughly as possible.  This confidential history will be part of your 
permanent records and will help us get a better understanding of your overall health.  THANK YOU! 

PERSONAL INFORMATION 

Name: _________________________________________________________________     Date:______________________ 

Date of Birth: _____/______/_______     Age: __________         Sex:  Male    Female      

Address: ____________________________________     City:___________________     State:_____     Zip:_____________ 

Home Phone:(________) ___________-_______________    Cell Phone:(________) _______________________________      

E-mail: ______________________________________________       Occupation: __________________________________

Emergency Contact: ______________________________________     Phone:(________) ___________-_______________ 

Who Referred You To Us?:______________________________________________________________________________ 

How Else Did You Hear About Us?:_______________________________________________________________________ 

CURRENT PRIMARY HEALTH CONCERN 

What is your reason for coming in today: _________________________________________________________________ 

How long have you had this condition?___________________________________________________________________ 

Describe any treatment or surgeries you have had for this condition: __________________________________________ 

____________________________________________________________________________________________________ 

___________________________________________________________________________________________________

If Female, Are you pregnant?  Yes   or  No 

REGENERATIVE 
Health & Wellness Center 

201 White Horse Road 
Voorhees, New Jersey 08043 

(856) 783-3100 (T)
(856) 783-3101 (F)

www.RegenerativeHealthWellnessCenter.org 
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Place a mark on "Yes" or "No" to indicate if you have had any of the following: 

AIDS/HIV □ Yes □ No Epilepsy □ Yes □ No Rash □ Yes □ No

Allergies to Anesthetics □ Yes □ No Eye Problems □ Yes □ No Respiratory Disease □ Yes □ No 

Allergies to Medicine or Drugs O Yes □ No Fainting □ Yes □ No Rheumatic Fever □ Yes □ No 

Anemia □ Yes □ No Foot or Leg Cramps □ Yes □ No Shortness of Breath □ Yes □ No 

Angina □ Yes □ No Gout □ Yes □ No Sinus Problems □ Yes □ No

Arthritis □ Yes □ No Headaches □ Yes □ No Special Diet □ Yes □ No

Artificial Heart Valves or Joints D Yes □ No Heart Disease □ Yes □ No Stroke □ Yes □ No

Asthma □ Yes □ No Hemophilia □ Yes □ No Swelling in Ankles, Feet □ Yes □ No

Back Problems □ Yes □ No Hepatitis or Jaundice □ Yes □ No Swollen Neck Glands □ Yes □ No

Bleeding Disorders □ Yes □ No High Blood Pressure □ Yes □ No T ired Feet □ Yes □ No

Cancer □ Yes □ No Kidney Problems □ Yes □ No Tuberculosis □ Yes □ No

Chemical Dependency □ Yes □ No Uver Disease □ Yes □ No Ulcers □ Yes □ No

Chest Pain □ Yes □ No Low Blood Pressure □ Yes □ No Varicose Veins □ Yes □ No

Chronic Diarrhea □ Yes □ No Neuropathy □ Yes □ No Venereal Disease □ Yes □ No 

Circulatory Problems □ Yes □ No Phlebitis □ Yes □ No Weight Loss, unexplained □ Yes □ No

Diabetes □ Yes □ No Psychiatric Care □ Yes □ No

Ear Problems □ Yes □ No Radiation Treatment □ Yes □ No

Surgeries you have had 

Hospitalization other than for the surgeries listed 

Family physician __________________________________ Last visit date _______             

Are you now, or have you been, under any other doctor's care for any reason over the past two years? □ Yes D No 

If yes, please explain, 

Include prescriptions, over-the-counter medications and vitamins _________ _ 

Pharmacy Name(s) _______________________ _ 

Pharmacy Phone(s) L->--------------------­

Do you take oral contraceptives? D Yes D No 

D Adhesive/Tape 

D Anticoagulant Therapy 

D Aspirin 

D Codeine 

0 Demerol 

D Iodine 

0 Local Anesthetics 

D Novocaine 

0 Penicillin 

D Seafoods 

D Sulfa 

Other ____________ _ 

I hereby consent and give my permission to the doctor (and the doctor's assistants or designated replacement) to administer and per­
form such procedures upon me as the doctor deems necessary. 

Signature of Patient, Parent, Guardian or Personal Representative Date 

Please print name of Patient. Parent, Guardian or Personal Representative Relationship to Patient 

MEDICAL HISTORY
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HEALTH AND WELLNESS SCREENING
 Have you experienced any of the following recently? Please circle the number that best describes your experiences with 1 being none and 5 
being severe.  

PAIN: NONE SOME
WHAT 

SEVERE RIGHT OR LEFT/EXPLAIN: 

HEAD 1 2 3 4 5 

NECK 1 2 3 4 5 

SHOULDER 1 2 3 4 5 

ELBOW 1 2 3 4 5 

WRIST/HAND 1 2 3 4 5 

BACK 1 2 3 4 5 

HIPS 1 2 3 4 5 

KNEE 1 2 3 4 5 

FOOT/ANKLE 1 2 3 4 5 

NAIL ISSUES: 
FINGER/TOE 

1 2 3 4 5 

ILLNESS/DECREASED 
IMMUNITY 

1 2 3 4 5 

SLEEP DISTURBANCE 1 2 3 4 5 

FATIGUE 1 2 3 4 5 

WEIGHT GAIN 1 2 3 4 5 

STRESS/ANXIETY 1 2 3 4 5 

FALLS/INJURY 1 2 3 4 5 

Would you be interested in information on other services such as: Peptides, IV Therapies, Laser Therapy, 
Corrective Muscle Therapy, Medical Pedicures, Botox, Platelet Rich Plasma injections, or Reiki?      Yes     No   

If so, please specify which services you are interested in on the lines below. 
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HEALTH AND WELLNESS SCREENING
Consent To Health Care Services/Release of Health Care Information 
You, (the undersigned Patient, or undersigned person responsible for consenting on Patient’s behalf), hereby request and    consent 
to Patient health care services from this office. The Patient health care services will be provided by and overseen by licensed, 
treating physicians. Health care services will also be provided by non-physician health care professionals and assistants employed 
or otherwise retained by this office. Medical, nursing, and other health care personnel who are in training may also participate in 
the Patient’s care as part of their education. 

        ____________________ initial 
Payment Guarantee 

In consideration of the services provided by this office, Provider to Patient, you agree to; I) guarantee payment of all charges 
incurred by Patient in connection with such services (“Patient Charges”); II) irrevocably assign and transfer to this office, all right, 
title and interest to medical reimbursement benefits to which Patient is entitled for the purpose of payment of Patient Charges; 
and III) authorize payment of such benefits directly to this office. You also agree to be fully responsible for the payment of any and 
all Patient Charges to the extent that these charges are not satisfied by the assigned benefits. 

        ____________________ initial 

 Patient Right To Restrict Disclosure of Protected Health Information (PHI) 

For any service in which you pay for 100% out-of-pocket, you have a right to restrict the disclosure of that healthcare information 
for that particular service to any health insurance entity. This is according to your HIPAA privacy rights established under the 
American Recovery and Reinvestment Act (ARRA) of 2009. For services that are non-covered under your insurance plan and that 
you pay for in-full out-of-pocket, you understand and request that this office does not bill for any of these non-covered services or 
items on my behalf and that you wish to restrict the disclosure of PHI of these services from your insurance company. 

        ____________________ initial 

Responsibility For Personal Property 
You accept sole responsibility for all Patient property, except for property expressly accepted by this office for safekeeping under 
its sole care and custody. 

_______________________ initial 

AUTHORIZATION and HIPAA PRIVACY NOTICE

Consent To Release Information
Here at this office, we do not sell or release your information to third parties. There will be cases along the course of your care 
where information will need to be released in certain circumstances. You authorize this office to release to employer groups, 
government agencies (Medicare, Medicaid, State or Federal government, etc.), insurance companies, or other third-party payers 
and their agents, and its collection representatives and attorneys, the following “Patient Information”: medical history, diagnosis 
and procedures performed, course of treatment , plan of care, prognosis, supplies and/or such other information that may be 
requested for the purpose of determining eligibility and availability of Patient’s benefits, obtaining authorization/payment for 
Patient’s health care services, or billing and collection of amounts due to this office for services rendered. In the case of Patient 
Information released for purposes of payment of Patient Charges, this authorization shall be valid only for the period of time 
necessary to process payment claims. You agree to pay any Patient Charges that are denied or are ineligible for medical 
reimbursement benefits as a result of your refusal or revocation of consent to disclose Patient Information. 

You further authorize any individual health care professional, including treating physician(s), to provide this office or its designee 
with Patient Information for quality assurance and, or risk management purposes. Finally, in the event that the Patient’s employer, 
or an insurance company representing such employer, requests Patient Information relating to healthcare services provided for 
worker’s compensation injuries, it is understood and agreed that this office is required, under state law, to release copies of such 
information to such employer or insurance company without the authorization of Patient or Patient’s representative. Again, here 
at this office, we strive to provide you with the best care possible and in order to do that this consent is necessary. 

        ____________________ initial 
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CONFIDENTIAL PATIENT CASE HISTORY
HIPAA Privacy Notice Patient Acknowledgment 
Patient Acknowledgement and Receipt of Notice of Privacy Practices Pursuant to HIPAA and Consent for Use of Health 
Information 

I hereby state that by signing this Consent I acknowledge and agree as follows: 

1) The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy Practices Pursuant
to HIPAA and has been advised that a full copy of this office’s HIPAA Compliance Manual is available upon request and that a
copy of it is always available at the Front Desk.

2) The Practice’s Privacy Notice has been provided to me prior to my signing this Consent and a copy of it has been shown to me
at the Front Desk. The Privacy Notice includes a complete description of the uses and/or disclosures of my protected health
information (“PHI”) necessary for the Practice to provide treatment to me, and also necessary for the Practice to obtain payment
for that treatment and to carry out its health care operations.

3) The undersigned does hereby consent to the use of his or her health information in a manner consistent with the Notice of
Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State Law and Federal Law.

4) The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with
applicable law.

5) The Practice’s “Notice of Privacy Practices” is also provided in the reception area display table and on the Practice’s web site. I
may also request a copy from this office at any time via US Mail.

This Notice of Privacy Practices also describes my rights and the duties of this office with respect to my protected health 
information. 

        ____________________ initial 

I have read and understand the foregoing notice, and all of my questions have been answered to my full 
satisfaction in a way that I can understand. 

PRINTED Name of Patient, Parent or Guardian: __________________________________________________________ 

SIGNATURE of Patient, Parent or Guardian: _____________________________________________________________ 

Date: _____________________     Relationship to Patient: _________________________________________________ 

Witness Signature: _________________________________________________     Date: _________________________ 
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