Date

Name _ Age Single Married Divorced Widow(er)
Occupation i i ' :

8irth Place Birthdate

Education Years Highschool Years College

FAMILY HISTORY

If Living If Deceased Has any bicod Please Circle
Age Health Age at Death Cause relative ever had  No or Yes ___Who

Father _— Cancer No or Yes

Mather - Tuberculosis - NoorYes

Brothers or Diabetes No or Yes

Sisters - ) Heart Trouhle “L Mo or Yes
High Bload Presshre No or Yes
Stroke No or Yes
Epilepsy No ar Yes

Husband or Wife Insanity No or Yes

Sons or Daughters NQTE: This Is a confidential record of your medical

history and will he kept in this office. Informatian
contained here will not be released to any person
except when you have authorized us to do so.

' PERSONAL HISTORY: ‘applies

Have you ever been advised to have

= ILLNESSES: Haveyou'everhad any NEUROLOG [
Measles surgical operation which has not Fainted or been knocked out
German Measles been dane No or Yes Had numbness or tingling ofarms‘j ‘
Mumps Have you been hospitalized for legs or one side of body
Chicken Pox any iliness  No or Yes. Had seizures or convulsions
Whooping Cough Give Details: Had a tremor '
Scarlet Fever or Scarlentina Been depressed
Diphtheria Been treated for mental illness
Smallpox : Had unusual mood swings
Rheumatic fever or heart disease ' Had a- stroke
Polio or Meningitis ' ] . _ Had warnin orTIA

Gonorrhea or Syphikis

Tuberculosis Smoke Packs per day . Do you have headaches

CAre-you allergicto Pipe Years . Have you ever been injured

Penicillin or Sulfa Cigars ‘Quit . inthe head N

Yes

Aspirin, Codeine or Morphine Use Alcohol ' yo

Mycins or other Antibiotics How much . Wear glasses or contacts
Merthiolate or Mercurochrome Exercise regularly Have pain in the eyes
Any other dfug Feel tired or run down Blurry vision

Any foods | ’ Have problems sleeping . Double vision

Adhesive tape : Have you ever hada ‘ Have glaucoma

nail polish or other cosmetics . Bloo_d tra_nsfusion Have cataracts

Tetanus Antitoxin or Serums Have flashing lights in front

Any skin problems

' SURGERY: Have you had - of eyes or black
Tonsillectomy Itching or burning Have momehtary or temporary
Appendectomy Rash blindness
Any other operation Eczema or Hives Have eye pain
Type Date Varicose veins ' : Name of eye doctor
Type Date Change in hair

Type Date Probiems with toe or fingernails Date last checked




EARS: Do you have'

| Chest pain, tightness, discomfort

Dry skin

Painin ears

Palpitations or skip heats

Any diabetes in family

Ringing, roaring or tinnitus

Swelling of hands or feet

Any thyroid problems or goiter’in

Discharge

Do you wake up at night short

farnily

Infections

of breath

| INMUSCULOSKELETAL:

Hearing probiems

Use more than 1 pillow

Any broken bones

Balance problems Get out of breath going uphill which bones
NOSEDo you have - Up stairs

Sinus problems On level ground Arthritis

Nose Bleeds Do you have angina Which joints

Loss of smell .

Have you ever been told you had

“MOUTH: Do you have

a heart attack

Do your joints get red, hot, swollen

Dentures

Do you get leg cramps

Any back pain or problems

Sores in mouth

MEN ONLY:Do you have

Name of Dentist

Appetite Good Poor

Prostate problems

Do you have aor have ever had

Woeak or slow urine

' NECKi D yu have -

a change In weight

Burning or discharge from penis

Unusual lumps or bumps

Trouble swallowing -

Swelling or lumps in testicles

Arthritis

Hearthurn or indigestion

Hernia or rupture

Ulcers

Difficulty getting or maintaiping

Goiter or thyroid problems

“Blood" Doyou

Hepatitis or yellow Jaundice

an erection

Bruise easily

Problems with nausea and

Have bleeding prob]ems

vomiting

Age when periods started

Have anemia or low biood

Problems with fried food or

Age when periods stopped

Any blood diseases

fatty food

Date of last period

Gallbladder probiems

Date of last pap smear

Had bronchitis or pneumonia

Any problems with bowel movement

Periods Regular  frregular

Had weezing, asthma, hay fever

Usually painful Heavy

Coughed up blood

How often do bowels move

Any vaginal bleeding between

Been told you hav emphysema

Use laxatives

periods

Worked around:

Bleeding in bowels

Vaginal discharge

Asbestos

VYomiting blood

Pain in pelvis

Silica dust and sand

Hemorrhoids

Do you now use or did you ever use

Coal dust

Problems v_vith diarrhea

iub

Toxie chemicals

| GENITOURINARY: ¢

Birth control pills

Biadder or kidney infections

Had a chest x-ray Pregnancies:
-When Passed blood How many
Had pleurisy Passed a stone How many stillbirths

Had night sweats

" Lose control of urine with cough,

How many premature

Have a chronic cough

sneeze, eXercise

How many miscarriges

Cough up phlegm

Do you get up at night to urinate

Any cdmplications

Do you get shor of breath How often Do you have
when - ENDOCRINE: Do you have Brest lumps
ﬁ'»'bARleﬁ'éj:'56?5&5&0ﬁer‘-'?' R Excess thirst or urination Breast pain

I—iigh blood préssure

Inability to withstand hear or

Breast discharge

Any heart problems

cold

Any relative with breast cancer

A heart murmur

Change in texture of hair

rOMMENTS:




The Patient Health Questionnaire (PHQ-9)

. Patient Name : Date of Visit
~ Over the past 2 weeks, how often have Not Several More Nearly
you been bothered by any of the ' At all Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0
2. Feeling ldown, depressed or hopeless 0
3. Trouble falling asleep, staying. asleep, or’ 0
sleeping too much
4, Feeling tired or having little energy 0
5. Poor appetite or overeating - 0
6. Feeling bad about yourself - or that you're a 0

failure or have let yourself or your family down

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

8. Maving or speaking so slowly that other 0
peaple could have noticed. Or, the opposite -
being so fidgety or restless that you have
been moving around a ot more than usual

9. Thoughts that you would be better off dead i 0O
or of hurting yourself in some way

Column Totals + +

Add Totals Together

10. If you checked off any problems, how difficult have those problems made it for you to
Do your work, take care of things at home, or get along with other people? .
[1 Not difficult at all [ Somewhat difficult ] Very difficult  [] Extremely difficult

© 1999 Pfizer inc. Alf rights reserved. Used with permission




CAGE-AID Que_stionnaire

Patient Name - _ Date of Visit

When thinking about drug use, include illegal drug use and the use of prescription drug use

- other than pfescribed.

Questions: YES NO

1. Have you ever felt that you ought to cut down on your drinking 0 0
or drug use?

-2, Have people annoyed you by criticizing your drinking or drug use? ] o

l3. Have you ever felt bad or guilty about your drinking or drug use? 1 o

-4. Have you ever had a drink or used drugs first thing in the morning 0 O

{o steady your nerves or to get rid of a hangover?

Permission for use granted by Richard Brown, MD.




Tennessee Department of Healih -
Divigine of Hexlth Licensure anit Rezulation
Office of Henith Care Facifities
663 Malnsireai Drive, Sceord oor
" Mashville, TN 37243

wivw-he gevAendth

ADVANCE CARE PLAN
{Tennessee)

1, , herehy give these advarce nstryciions on how 1 want to be treated by my doctors and other
heaith care providers wlsen t can no Jonger make-those reatment decislons myself!

gents [ want the foﬂowmg parson 1o maks.health care decisions for me. This Includes any h:,nﬁh care decision ! could bave made for
mesel if able, except tiat my agent must follow my indgtruetions below:

Name: ) Phenc i () . Relation: ) v
Address: Co -

Alternate Agent: If the person named above is imable or um'vifiing to make: health care decisions for me, | appoint as-alizrnate the following
pm'son to make health care decislons for mec This includes any heallh care decision 1 could have made for mysell i abls, except that my
agent must follow my nstruetions below:

Name: . Phane#: () Relation:
Address:

Ny agent is alsé my-personal representative for purposés of federal and state privacy Jaws, including HIPAA,
When Effectfve (mark anck: : L

!—_—] 1 give iy apent permission fo make health oaro decisions. for me al any tinse, even if 1 have capacily. te make decisions for myscif.
Di do not give seh psrmission (ihis form applies onfy when [ ro longer have capacity).

Quality of Lifer By marking “}'cs below, T have indicated conditions ! wonld he willing lo- live with if gfven adequate comfart care and pain
management By marking “he” helow, | have. indicated. conditions [ would not be Wﬂ[mn to live with {that 1o me would create an

wnaceeptable quality of Tife).

l;] Permanent Uneonscious Condition: [ become totally unaware of people oF surroundings with littls chance of ever waking.np
Yes ) from the coma
Q D Permanent Confusion: | become unabic ta rernesnber, undsestand, or make decisions. | do not mccgnizo loved ones or
ts Do cannol have a clear conversation with them.
|:| Dependent in all Aetivities of Paily Living: 1 am no Jonger able to talk or - communicate clearty or move by myselt. | dupead:

-¥es Moo | on others.for feeding, buthing, dressing, snd walking. Rehabilitation-or env other restorative treaiment will net help. i
1 End-Stage IHnesses: | have aniliness that has reached its fimol stages o spile of fufl+reatment. Exarnples: Widespread cancer

Yes HNo that.no fonges responds. to treatmaent; chronic and/or damnmed heort and Jungs, where oxygen is needed most. of the fime-and
activities are limited duo to the feeling of suffocation.

Treatment: If my quality Gf life becomes unacceptable fo me {as indicarad hy one or morc: of the cundmons marked “no” above) and my'
condition is frreversible (that is; it will not lmpmve) 1 divect that medieatly appropriale trealment be prowded as.follows, By marking “}es”
below, | have indicaled treatment § want. By marking “no” below, [ have md{mmd treatment I do pof want.

] ’;{ CPR {Cardiopulmonary Resuscitation): To make the heart beat agsin.and restore brealhmg wfier it bas stopped, Usually this
.Yes No involves electtic shuck, shest compressians, pnd breathing assistance:
Q ‘;] Life Suppart / Qther Artificial Suppert: Continuous use of breathing machine,. 1V fuids, medimtlons .and ‘olher equipment
e MNo that helps the langs, heast: kidneys,.and other oroans to continwe fo work.

p Treatment of New Conditlons; Use.of surgery, blood tnmsiusmm or antibiotics that will deal with a.new condition but will
es No not help the main {llness.
[;_‘I ’ LNTJ Tuhe feeding/TV finids: Useof thes © deliver food and water to a patlent’s stomach or use. of TV fluids into a vein, Which:
ts Mo would include antificially delivered nutrilfon and-hydratfon,
Plcase sign on pnge2 ’ ' Page Lof2

ADVANCED CARE PLAN




Page 2 of 2.

Other insfruetions, such as burial arrangements, hospice care, glc.:

' {Altach additional pages if necassary)

. Ovean donation: Upon my death, | wish 16 make the following anntomical gift fmark one):
DAny' organ/tissue DM}! entire body D Only the following oreans/issues:

I:]No organftissue denation

SIGMATURE

Your signatisre must either be witmessed by two competent adulls or nofarized. [f witnessed, neithet witnass may be the pesson yous appointed as
your agen{ or alternate, and-at Jeast one. of the winesses musi be sorteone who-isnot related to you orentitled to any purt of your estate,

Signature: ' DATE: )
(Patient) ' ’ '

Witnesses:

T lama competent adult who is not named as the sgent. [ wilnessed the
patient’s signature on this form. : Signature of witness number 1

e

. | am a compelent adult who is not named as the agent. [ am not related
1o. the patient by blood, mardage, or adoption and [ would not be
entitlert to any portion of the patiant’s estate upos his arher death under Signature of witness aumber 2
any existing will or codicil or by eperation of Tnw. [ witnessed lhe
patient’ s signatiure on this form.

This document may be nolarized instead of witnessed:
STATE O TENNESSERE

County of

I am a Notary Pubfic in-and for the State and County rumed above.. The. person who signed this instrument fs personatly knows to me (or proved
to me on the hasis of satisfactory evidence) to be the person who signed as the “patient.” The. patient personatly eppeared before. me and signed
above.or acknowledged the signature above as his or her own, 1declars under penalty of pesjury that the patient appears to ba of sound mind and
under no duress, fraud, or undie influence. '

Motary Public:

Signahwe

My commission expires;

WHAT TG DO WITH THIS ADVANCE DIRECTIVE

s Provide & copy lo your physician(s)

+  Keep o copy in your personal files where It is-accessible to others

= Tell your closest refatives and friends what {s n the:decament,

+  Provide a copy to the pesson(s) you named as your health care agent

B

PH-4194 (Rev 08/13) | ’ RDA ~n/a




