
IPFW/PARKVIEW HEALTH AND WELLNESS CLINIC 
REGISTRATION FORM 

 
 

 
SOCIAL SECURITY NUMBER: __________________________DATE: __________________ 
 
NAME: (Print)_____________________________________________________________________________________________ 
   First   Middle Initial   Last 
 
ADDRESS: ____________________________________________________________________ 
  Street   City  State  Zip Code 
 
TELEPHONE NUMBER: __________________________ DATE OF BIRTH: ______________ 
Please Circle: 
SEX:     MALE     FEMALE 
 
DEPARTMENT: ________________________________________________________________ 

 
CONSENT FOR SERVICES 

 
Consent of Health Care Related Services: 
I authorize medical services as determined by my Health Care Provider(s).  The purpose, alternatives, risks, 
and possible complications of treatment have been adequately explained to me by my Provider(s).  I also 
consent to medical services in addition to or different from those now contemplated which the attending 
provider(s) deems necessary or advisable.  No guarantees have been made to me as to the outcome of 
treatment. 
 
Release of Medical Information: 
I authorize IPFW/PARKVIEW HEALTH AND WELLNESS CLINIC and Provider(s) involved with my 
care to release medical information necessary to pay the clinic charges and/or professional fees to 
appropriate third parties or to entities authorized to conduct utilization reviews.  The question of 
confidentiality among the hospital, attending Provider(s), and patient is waived. 
 
Assignment/Authorization to pay Insurance Benefits: 
I assign to IPFW/PARKVIEW HEALTH AND WELLNESS CLINIC and the attending Provider(s) all 
clinic expense benefits, which are due for medical services.  I authorize benefits to be paid directly to 
IPFW/PARKVIEW HEALTH AND WELLNESS CLINIC and the attending Provider(s). 
 
Agreement to Pay: 
The undersigned agrees, whether he or she signs as agent or as patient, that in consideration of the services 
to be rendered to the patient, he or she is hereby individually obligated to pay the account of the clinic and 
the attending Provider(s) for all charges for services rendered in full.  Should the account be referred to any 
attorney or agency for collection, the undersigned shall pay reasonable attorney’s fees and collection 
expenses.  All delinquent accounts bare interest at the legal rate.  If litigation results, the amount of the 
attorney’s fees shall be set by the court and not by the jury. 
 
Patient’s Personal Items: 
I understand IPFW/PARKVIEW HEALTH AND WELLNESS CLINIC is not responsible for lost or 
damaged personal items that I bring in to the facility. 
 
SIGNATURE OF PATIENT: _________________________________ DATE: ______________ 
 
WITNESS: ________________________________________________ DATE: _____________ 



CONFIDENTIAL  
HEALTH HISTORY QUESTIONNAIRE 

 
 
Name_______________________________________________               Age________________  Date__________________ 
 
Give a brief statement of your general health__________________________________________________ 
       (Excellent, Good, Fair, Poor) 
 
If you check yes to any question below, describe problems in detail.                             

                                                                                                                                           YES    NO   Details of Medical History 
1.  Do you have any current medical problems?                  ______ ______ ______________________ 
    ______________________ 
    ______________________         
2.  Does your health prevent you from participating in any physical activities?       ______ ______ ______________________ 
3. Have you had any chronic illnesses, serious illnesses or physical disabilities?       ______ ______    ______________________ 
    ______________________
    ______________________ 
4. Have you ever been under the care of a psychologist, psychiatrist, or counselor?  ______ ______   ______________________ 
    ______________________ 
    ______________________ 

 
HOSPITALIZATIONS/SURGERY/BROKEN BONES  

   YEAR REASON 
  
  
  
  
  
 Have you ever been advised to have any surgical operation that has not been performed?  
  
ALLERGIES: LIST MEDICATION/OTHER ALLERGIES CURRENT MEDICATIONS: LIST ALL MEDICATIONS,  

BIRTH CONTROL,OVER-THE-COUNTER AND HERBAL  
MEDICATION, DOSAGES AND WHY   

 Medication Dose Why you are taking medication 
    
    
    
    
    
    
    
IMMUNIZATIONS                     DATES  FAMILY PHYSICIAN ADDRESS PHONE 
DTP/DTAP       
HIB       
POLIO (series of 3)    OB/GYN:   
HEPATITIS B (3)        
MMR    SPECIALISTS:   
MANTOUX/Tb       
CHICKEN POX       
TETANUS       
PNEUMOVAC       
FLU SHOT       
OTHER       



 
PAST MEDICAL HISTORY : Have you or your immediate family (mother, father, sibling, child) ever been told you have had:  
CONDITION YES NO FAMILY CONDITION YES NO FAMILY 
Fatigue, Insomnia or Weakness    Arthritis     
Ear, Nose, or Throat problems     Shoulder, Arm, wrist problems     
Allergies to dust, mold, pollen, food, etc.                                                             Carpal Tunnel Syndrome    
Eye or vision problems     Back or Neck Problems     
High Blood pressure or low blood pressure    Leg, Ankle, Foot or Knee problems     
Heart Attack, Chest Pain, or Stroke    Cerebral Palsy or physical problems     
Heart Problems or Irregular Heart beat    Hernias    
Heart murmur     Gout    
Rheumatic fever    Kidney or Urinary Problems     
Scarlet fever    Prostatitis or prostate cancer     
Scarlentina     Liver or Spleen problems     
Blood clot in lung, legs, etc     Pancreatitis     
Lung Problems: Asthma, Bronchitis, Pneumonia    Diabetes     
Tuberculosis, positive TB test or exposure    Thyroid or pituitary problems     
Emphysema or Chronic Cough     Colitis, diverticulitis or Crohns disease    
Head injuries, concussions    Ulcer, Intestinal, Abdominal problems     
Frequent Headaches or Migraines    Hepatitis, Jaundice    
Meningitis     Gallbladder disease    
Aneurysm    Anemia, Sickle cell or other bleeding     
Epilepsy or Seizures    Blood or plasma transfusions    
Dizziness, Blackouts, or Fainting     Eczema, psoriasis or other skin problems    
Neurologic problems     Exposure to hazardous chemicals     
Anxiety, Depression or Mental disorders    Cancer or tumors    
Suicide attempt    Lupus    
Drug or Alcohol Abuse     Lyme disease    
Addiction to narcotics    Malaria     
Anorexia, Bu lemia or other eating disorders    Measles    
Obesity     German Measles    
Abnormal Pap Smear, dysplasia, cervical cancer    Mumps    
Endometriosis, ovary, tube, or uterus problems       Chicken Pox     
Sexual transmitted diseases G/C, Syphilis , etc    Polio    
Herpes, warts, HPV    Pertussis or Whooping Cough    
Bacterial vaginosis     Diptheria    
Pelvic Inflammatory Disease    Small Pox    
Sexual dysfunction, erectile dysfunction    Any other Medical Condition not listed    
COMMENTS: Please explain all YES responses: 
 
 
 
 
 
 
 
SOCIAL HISTORY 
 YES NO # PER DAY HOW MANY YEARS? YEAR QUIT 
Do you drink alcohol?      
Do you smoke or chew tobacco?      
Do you smoke marijuana?            
Do you take any illegal drugs?      
Do you live with someone or have a 
family member that does any above?  

     



To help us meet all of your healthcare needs, please fill out this form completely. Note: PLEASE PRINT   
 

PATIENT INFORMATION 
 
Patient Name _____________________________   ________________________   ___________________ 
   Last    First              MI  
Address__________________________________   City__________________   State_____   Zip________ 
  Local school address 
Local phone  (_____)____________________   Daytime/Work Phone (_____)___________________ 
 
Address__________________________________   City__________________   State_____   Zip________ 
  Home address  
Home phone         (_____)___________________    Daytime/Work Phone (____)____________________ 
 
Sex:  M___ F___          Employed Y___ N___          FT____ PT____ Occupation/Position______________  
 
Full Time Student ____      Part Time Student ____          International Student ____    Athlete ____ 
 
IPFW Staff ____                 IPFW Faculty ____          Department _______________   Ext. _________ 
 
Date of Birth ___/___/____Social Security # _______  ______  _______   Marital Status ______________      

PERSON RESPONSIBLE FOR THE BILL (if other than the patient) 
 
 Name ___________________________________   _______________________   ___________________ 
   Last    First           MI             
Address __________________________________   City___________________ State_____  Zip________ 
 
Home Phone (_____)_________________________Daytime/Work Phone(_____)____________________ 
 
Social Security # ________  _____   _________        Sex: M__  F__  Date of Birth _____/____/_________ 
 
Marital Status _________________    Emp loyed? Y__ N__   Occupation/Position ____________________ 
 
Employer/School ___________________________ Spouse’s Name______________________________ 

INSURANCE INFORMATION 
 
 PRIMARY INSURANCE____________________ SECONDARY INSURANCE____________________ 
 
Policyholder Name__________________________ Policyholder Name____________________________ 
 
Relationship to patient_______________________  Relationship to patient__________________________ 
 
Policyholder’s Birthdate______________________ Policyholder’s Birthdate________________________ 
 
Social Security               _______  _____  ________ Social Security           ________  ______  ________ 
 
Is plan through work?  Y__ N__              Is the plan through work  Y__ N__ 

EMERGENCY INFORMATION (Person not living with you) 
 
Name______________________ Relationship____________________  Phone (_____)________________  

HOME PHYSICIAN, HEALTH CLINIC OR FACILITY 
 
Name_______________________________________________ Phone (_____)______________________ 
  
Address _________________________________    City__________________ States______ Zip________ 
 
Patient Signature___________________________________         Date_____________________________  
 
If you will be under 18 years of age during your enrollment at IPFW, please have your parent/guardian sign 
the following. 

Consent for Treatment 
I grant permission to IPFW/Parkview Health and Wellness Clinic to evaluate and treat medical and 
psychological problems of my above named child. 
 
Parent/Guardian Signature__________________________________  Date__________________________ 


