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 Please Print   

How did you hear about us? 

□ Friend or Family: _________________   □ Insurance   □ Yellow Pages   □ Newspaper   □ Other Ads   □ Internet 
 

Patient Information 
Last Name 
 

First MI Date of Birth 
 / / 

Social Security Number Sex 

Home Address 
 

City State Zip Code Home Phone 
(          ) 

Employer Marital Status 
 Single  Married  Other 

Cell Phone 
(          ) 

Email 
 

   Work Phone 
(          ) 

 

Responsible Party Information 
Last Name 
 

First MI Date of Birth 
 / / 

Social Security Number Sex 

Home Address 
 

City State Zip Code Home Phone 
(          ) 

Employer Marital Status 
 Single  Married  Other 

Cell Phone 
(          ) 

As the responsible party, I agree that all charges that are not directly paid by my insurance company will be my responsibility. 
Responsible Party Name 
 

Responsible Party Signature 
 

Today’s Date 
 / / 

 

In Case of Emergency Call 
Last name 
 

First Name MI 

Home Phone 
 

Work Phone 

Relationship 
 

 

Primary Insurance Company Information 
Primary Insurance Company Name 
 

Identification Number 
 

Group 
 

Address 
 

City 
 

State 
 

Zip Code 
 

Phone 
 

Policyholder (if other than patient) 
 

Sex 
 

Date of Birth 
 

Social Security Number (of policyholder) 
 

Phone Number (of policyholder) 
 

Relationship to Patient 
 

Employer (of policyholder) 
 

 

Assignment of Benefits/Authorization to Release Medical Information/Consent to Treatment 
I hereby assign all medical benefits to which I am entitled to FamilyCare of Kent in the event they file insurance on my behalf. I understand that I am 
financially responsible for all charges whether or not paid by said insurance. In the event my account becomes delinquent and is therefore in default 
of payment, I accept responsibility for the principal amount owing as well as all reasonable costs associated with the collection of this debt. Including 
but not limited to collection fees, attorney’s fees, and all court costs and additional legal fees associated with the recovery of this debt. Interest may 
be charged at a rate of 1.5% per month (18% annually) for unpaid balances over thirty days old. I hereby authorize said assignee to release all 
information necessary to secure the payment of said benefits. A copy of this assignment shall be considered as effective and valid as the original. I 
do hereby consent to such treatment by the authorized personnel of FamilyCare of Kent as may be dictated by prudent medical practice by my 
illness, injury or condition. This consent is intended as a waiver of liability for such treatment excepting acts of negligence. 
 
Authorized Signature 
 

Today’s Date 
 / / 

 



 
 Name: ___________________________________ 
 
 
 DOB: ____________________________________ 
 

Adult 

Past Medical History   

 

 

Reason for visit:   

Current Age:   Today’s Date:   

Do you now, or have you in the past, had any of the 
following (leave blank anything you are unsure about): 
ADD/ADHD  no  yes  When?   
Allergies/Hay Fever  no  yes  When?   
Anemia  no  yes  When?   
AIDS/HIV  no  yes  When?   
Arthritis  no  yes  When?   
Asthma  no  yes  When?   
Birth Control Method   no  not sexually active 
 Condoms  Depo Provera  Diaphragm/Cx Cap 
 Evra Patch  Female Sterilization  Implanon 
 IUD, Paragard  IUD, Mirena  NuvaRing 
 Pills  Sponges  Vasectomy 
 Other:     

Bleeding Disorder  no  yes  When?   
Blindness in Either Eye  no  yes  When?   
Blood Clots  no  yes  When?   
Blood Transfusion  no  yes  When?   
Broken Bones  no  yes  When?   
Cancer  no  yes  When?   
  Type:    
Cataracts  no  yes  When?   
Cholesterol Elevation  no  yes  When?   
Colon or Bowel Trouble  no  yes  When?   
Concussion  no  yes  When?   
COPD  no  yes  When?   
Deafness/Hearing Problem  no  yes  When?   
Depression or Emotional 
  Problems  no  yes  When?   
Diabetes  no  yes  When?   
Eating Disorder  no  yes  When?   
Fibromylagia  no  yes  When?   
Gall Stones  no  yes  When?   
Glaucoma  no  yes  When?   
Heart Attack  no  yes  When?   
Heart Disease  no  yes  When?   
Heart Murmur as Adult  no  yes  When?   
Hepatitis/Liver Disease  no  yes  When?   
High Blood Pressure  no  yes  When?   
Kidney/Bladder Infections  no  yes  When?   
Kidney Disease  no  yes  When?   
Kidney Stones  no  yes  When?   
Migraine Headaches  no  yes  When?   
Mononucleosis  no  yes  When?   
Mood Disorder/Bipolar  no  yes  When?   
Muscle/Joint Injury  no  yes  When?   

Rectal Trouble  no  yes  When?   
Seizure Disorder  no  yes  When?   
Skin Disease  no  yes  When?   
Sexually Transmitted Infections 
 Chlamydia  no  yes  When?   
 Gonorrhea  no  yes  When?   
 Genital Herpes  no  yes  When?   
 Genital Warts (HPV)  no  yes  When?   
 PID  no  yes  When?   
Stroke  no  yes  When?   
Thyroid Disease  no  yes  When?   
Tuberculosis  no  yes  When?   
Other Illness:    When?   

Women Only 
Menstrual Difficulties  no  yes  When?   
Ovarian Cyst  no  yes  When?   
Other Gyn Problems  no  yes  When?   
Age Periods Started:    
Last Menstrual Period:    
Are your periods regular?  no  yes 
Last Pap Smear (Date):   
  Was the Pap normal?  no  yes 
  Have you ever had an  
   abnormal pap?  no  yes When?   
Breast Lumps  no  yes  When?   
Breast Biopsy  no  yes  When?   
Do you do Self-Breast 
  Exams  no  yes  When?   
Last Mammogram (Date):   
Number of  

Pregnancies:   Births:   
Miscarriages:   Terminations:   
Age at 1st Live Birth:   

Men Only 
Prostate Trouble  no  yes  When?   
Testicular Lumps  no  yes  When?   
Do you do Self-Testicular 
  Exams  no  yes  When?   

Hospitalizations and Surgery 
Please list any hospitalizations, serious injuries or 
surgery you’ve had. 
 none    tubal ligation    vasectomy    C-section 
  
  
  

Continued on Other Side 
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Have you been immunized against: 
Tetanus (Td/Tdap)  no  yes  Last shot   
Gardasil (cervical cancer/HPV)  no  yes  Last shot   
Polio (shot or oral vaccine)  no  yes  Last shot   
Hepatitis A  no  yes  Last shot   
Hepatitis B  no  yes  Last shot   
Measles (Rubeola)  no  yes  Last shot   
German Measles (Rubella)  no  yes  Last shot   
Mumps  no  yes  Last shot   
Chicken Pox (Varicella)  no  yes  Last shot   
Other  no  yes  Last shot   

Medicines 
Do you take any medicines, vitamins or  
 herbs regularly?   no  yes 

Please List:   
  
  
  
  

Are you allergic to any of the following? 
Medications  no  yes 
Foods  no  yes 
Latex  no  yes 
Other  no  yes 

Have you ever smoked?  no  yes  
Years smoked:    
Date stopped smoking:    
Average packs per day:    
Do you want to quit?   no  yes 

Do you chew tobacco?  no  yes 
Do you drink alcoholic beverages?  no  yes 

How much?   
Do you use recreational drugs?  no  yes 

Are you recovering from alcohol or 
 drug use?  no  yes 
Since (Date):   

Are you on a special diet?  no  yes 
Have you lost weight in the past year?  no  yes 
Are you satisfied with your weight?  no  yes 
 Do you have difficulty sleeping?  no  yes 
Do you wear seat belts?  no  yes 
Do you feel someone is abusing 

 or controlling you, verbally, 
 emotionally or physically?  no  yes 

Last Dental Exam:    

Last Physical Exam:    

About your family: 
Has any grandparent, parent, brother or sister had: 

Anyone in family die 
suddenly under age 50  no  yes  Who    
Alcohol or Drug Use  no  yes  Who    
Allergies  no  yes  Who    
Anemia (any type)   no  yes  Who    
Arthritis  no  yes  Who    
Asthma  no  yes  Who    
Birth Defects  no  yes  Who    
Bleeding Disorder  no  yes  Who    
Cancer/leukemia  no  yes  Who    
Cholesterol Elevation  no  yes  Who    
Depression  no  yes  Who    
Diabetes  no  yes  Who    
Emphysema/lung trouble  no  yes  Who    
Heart Attack   no  yes  Who    
Heart Trouble  no  yes  Who    
High Blood Pressure  no  yes  Who    
Kidney Disease  no  yes  Who    
Liver Disease  no  yes  Who    
Mental Illness  no  yes  Who    
Migraine Headaches  no  yes  Who    
Seizure Disorder  no  yes  Who    
Stroke  no  yes  Who    
Suicide  no  yes  Who    
Thyroid Disease  no  yes  Who    
Tuberculosis  no  yes  Who    
Other Serious Disease  no  yes  Who    

Social History 
Are you:  married   single   divorced   widowed 
Who, if anyone, lives with you:  I live alone 
  
  
Do you work outside the home?   no  yes 
Job Position:   
Years of School Completed:   
Do you have a living will?   no  yes 

Do you use: 
Hearing aid  no  yes 
Glasses/Contact lenses  no  yes 
Other Device  no  yes 







10024 SE 240th St, Suite 201, Kent, WA 98031 • Ph: 253.859.2273 • Fx: 253.850.8894 

GBB-0009-2.HIPAA.doc (rev 1/2010)  

Robert T. Smithing, MSN, ARNP 
Madeline D. Wiley, MSN, ARNP 
Kathleen F. Kleiver, MSN, ARNP 
Kathryn A. Swartz, MSN, ARNP 

PATIENT INFORMATION CONSENT FORM  

I have read and fully understand FamilyCare’s NOTICE OF INFORMATION PRACTICES.  I 
understand that FamilyCare may use or disclose my personal health information for the purposes 
of carrying out treatment, obtaining payment, e valuating the quality of services provided and any 
administrative operations related to treatment or payment.  I understand that I have the right to 
restrict how my personal health information is used and disclosed for treatment, payment and 
administrative operations if I notify FamilyCare in writing.  I also understand that FamilyCare 
will consider requests for restriction on a case -by-case basis, but does not have to agree to requests 
for restrictions.  

I hereby consent to the use and disclosure of my person al health information for the purposes as 
noted in FamilyCare of Kent’s NOTICE OF INFORMATION PRACTICES.  I understand that I 
retain the right to revoke this consent by notifying FamilyCare of Kent in writing at any time.  
 
  
Patient Name  
 
  
Signature  
 
  
Dat e 
 

DESIGNATED INDIVIDUALS AUTHORIZATION FORM  

I hereby authorize one or all of the designated parties listed below to request and receive the 
release of any protected health information regarding my treatment, payment or administrative 
operations related to  treatment and payment.  I understand that the identity of designated parties 
must be verified before the release of any information.  
 
Authorized Designees:  
 
Name:   Relationship: __________________________________________ 
 
Name:   Relationship: __________________________________________ 
 
  
Patient Name  
 
  
Signature  
 
  
Date 
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Robert  T .  Smithing,  MSN, ARNP 
Madel ine  D.  Wiley ,  MSN, ARNP 
Kathleen F.  Kle iver ,  MSN, ARNP 
Kathryn A.  Swartz ,  MSN, ARNP 

Notice of Patient Information Practices 
This notice describes how medical information about you may be used or disclosed and how you can obtain 
access to information. Please review it carefully. 

FamilyCare’s Legal Duty 
FamilyCare of Kent is required by law to protect the privacy of your personal health information, provide 
this notice about our information practices, and follow the information practices that are described herein. 

Uses and Disclosures of Health Information 
FamilyCare of Kent uses your personal health information primarily for treatment, obtaining payment for 
treatment, conducting internal administrative activities, and evaluating the quality of care that we provide. 
For example, FamilyCare may use your personal health information to contact you to provide appointment 
reminders, or information about treatment alternatives or other health related benefits that could be of 
interest to you. 

FamilyCare may also use or disclose your personal health information without prior authorization for public 
health purposes, for auditing purposes, for research studies and for emergencies. We also provide 
information when required by law. 

In any other situation, FamilyCare’s policy is to obtain your written authorization before disclosing your 
personal health information. If you provide us with a written authorization to release your information for 
any reason, you may later revoke that authorization to stop future disclosures at any time. 

FamilyCare may change its policy at any time. When changes are made, a new Notice of Patient Information 
Practices will be posted on our web site (www.familycareofkent.com). You may also request an updated copy 
of our Notice of Patient Information Practices at any time. 

Patient’s Individual Rights 
You have the right to review or obtain a copy of your personal health information at any time. You have the 
right to request that we correct any inaccurate or incomplete information in your records. You also have the 
right to request a list of instances where we have disclosed your personal health information for reasons 
other than treatment, payment, or other related administrative purposes. 

You may also request in writing that we not use or disclose your personal health information for treatment, 
payment and administrative purposes except when specifically authorized by you, when required by law, or 
in emergency circumstances. FamilyCare will consider all such requests on a case by case basis, but the 
practice is not legally required to accept them. 

Concerns and Complaints 
If you are concerned that FamilyCare may have violated your privacy rights or if you disagree with any 
decisions we have made regarding access or disclosure of your personal health information, please contact 
our HIPAA Compliance Office at the address listed below. You may also send a written complaint to the US 
Department of Health and Human Services. For further information about FamilyCare’s health information 
practices, or if you have a complaint, please contact the following office: 

HIPAA Compliance Office 
10024 SE 240th St, Suite 201 
Kent, WA 98031	
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