	Name:                  
	Date:       



New Patient Profile

Please complete these pages as accurately and as completely as possible.  
Use the “tab” key on your keyboard to move between fields.

	
	Today’s date:
	     

	
	
	
	
	
	

	* Name:
	     
	
	     
	
	     

	
	(first)
	
	(middle)
	
	
	(last)
	

	Sex:
	 FORMDROPDOWN 

	
	Height:
	     
	
	Weight:
	     

	SS#:
	     
	
	* Date of birth:
	     
	
	Marital status:
	 FORMDROPDOWN 



	Home address:
	     

	City:
	     
	
	State:
	     
	
	Zip:
	     

	Mailing address:
	     

	City:
	     
	
	State:
	          

  

	
	Zip:
	     


	* Home #:
	     
	OK to leave 
a message?
	 FORMDROPDOWN 

	Work #:
	     
	OK to leave
a message?
	 FORMDROPDOWN 


	Mobile #:
	     
	OK to leave 
a message?
	 FORMDROPDOWN 

	Email:
	     
	OK to leave
a message?
	 FORMDROPDOWN 


	Preferred method of contact:
	 FORMDROPDOWN 


	
	
	
	
	
	
	
	

	Patient’s employer:
	     
	Occupation:
	     

	Name of parents (if patient is a minor):
	     
	
	


In case of emergency contact:

	Name:
	     
	
	Relationship:
	     

	Home phone:
	     
	
	Business phone:
	     


Tell us about you:

	Your hobbies:
	     
	
	Your faith:
	     

	How did you find us:
	     
	
	Who referred you to us?
	     


Office Policies

The following information is provided to enable our sharing of a common understanding of our rights and roles in this professional therapeutic relationship.  Please read this agreement and sign at the end indicating that you have understood and agreed to the following.  Please ask any questions if you would like clarification or additional information.

· Although Dr. Manso’s wish is to care for his patients as a family physician, in reality, he is a consulting specialist in wholistic medicine. Constant pursuit of knowledge and willingness to share that knowledge make frequent out of town travel a necessity. Dr. Manso is generally unavailable except by appointment, and he has no coverage when he is not available. We therefore request that our patients keep their former physician as a back-up in case of emergencies.

· Payment is due at the time of the visit. As a courtesy, we will provide you with a statement which is necessary to file an insurance claim. Please keep a copy for your records before sending the original to your insurance company. Your insurance is a contract between you and your insurer, and we do not get involved in any disputes between the two of you. 

· We charge for our time as other professionals do. For services such a phone consultations, prescription refills, medical reports and letters, there will be a charge of $35.00 or $6.00 per minute, whichever is more. We bill for the amount of time it takes to provide the service.

· We do not overbook. A time slot is reserved especially for you when you schedule an appointment. If you need to cancel or to reschedule an appointment, we require 24 hours advance notice, otherwise that slot goes to waste. Cancellations made with less than the required 24 hours will be charged for $100 for the missed appointment. 

Office Policy Agreement

· I have read and understood the office policies above. 

· I understand that Dr. Manso practices integrative, complementary, alternative medicine. I have come to see Dr. Manso because I prefer alternative methods to “conventional treatment” as defined by the AMA and the Texas Board of Medical Examiners.

· I am aware that Dr. Manso carries no malpractice insurance. In the event of a dispute or alleged malpractice, my signature on this document certifies that I hereby agree to submit to binding arbitration instead of litigation.

· I understand that The Whole Health Center has opted out of the Medicare program.  Therefore, services provided by the Whole Health Center are not eligible to be covered by Medicare or Medicaid.  My signature on this document certifies that I acknowledge I may not submit claims to Medicare or Medicaid for services provided by The Whole Health Center. However, X rays and other tests ordered by him to be performed elsewhere are usually covered and may be billed to Medicare by whoever performs the service.
· I agree to pay for missed appointments and/or appointments cancelled with less than 24 hours notice.

	     
	
	     

	Name (To serve as signature of patient or guardian)
	
	Date


Health Information (confidential)

PRESENT HEALTH CONCERNS: Please list three to five of your most important health concerns, in the order of their importance to you. (For example, #1 is most important and  #3 is least important). The lines in this form are self-expanding — you are welcome to enter as much information as you feel is necessary.

	What is your main complaint/problem?
	     

	How long have you had this problem?
	     

	What makes it better?
	     

	What makes it worse?
	     

	What kinds of tests or exams have you had for it?
	     

	What is the diagnosis?
	     

	What kind of medications/supplements have you taken for it?
	     

	Please elaborate, if necessary.
	     


	What is your second complaint/problem?
	     

	How long have you had this problem?
	     

	What makes it better?
	     

	What makes it worse?
	     

	What kinds of tests or exams have you had for it? 
	     

	What is the diagnosis?
	     

	What kind of medications/supplements have you taken for it?
	     

	Please elaborate, if necessary.
	     


	What is your third complaint/problem?
	     

	How long have you had this problem?
	     

	What makes it better?
	     

	What makes it worse?
	     

	What kinds of tests or exams have you had for it? 
	     

	What is the diagnosis?
	     

	What kind of medications/supplements have you taken for it?
	     

	Please elaborate, if necessary.
	     


Medical SUMMARy: Please write a chronological history that summarizes your medical history in regards to the above concerns. Example: I was well until January 2002 when I had the flu. Since then, I have had daily headaches, etc. The space in this form is self-expanding — please feel free to elaborate.
	
	


Your Major goals for the first visit: What you would like to accomplish on the first visit?
	1)
	     

	2)
	     

	3)
	     

	4)
	     


your questions: What questions do you have for today’s visit? 

	
	     

	
	     

	
	     


ALLERGIES: Please list all food, environmental, and/or drug allergies: 

	
	     

	
	     


CURRENT MEDICATIONS: Please list the medications and/or supplements that you are currently taking, with dosages, including prescription medications (e.g., Prozac, atenolol, etc), non-prescription medications (e.g., aspirin, Tylenol, ibuprofen) and/or health supplements (e.g., vitamins, minerals, herbs).

	Name of medication or supplement, drugs, vitamins, herbs, minerals
	Dose in milligrams or grams (or number of capsules, tablets)
	Frequency: Times per day/ week/ month
	DURATION: Been taking for how long?

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


MEDICAL HISTORY: Please list all previous medical procedures, surgeries, hospitalizations, & serious illnesses.
	Approximate date/ year
	Surgery / hospitalizations / procedures / serious illnesses / injuries

	     
	     

	     
	     

	     
	     


Diet: Do you follow any particular diet regimens or restrictions? 
	     


Exercise: Do you exercise regularly?  If YES—what do you do?  If NO—what keeps you from exercising?
	 FORMCHECKBOX 
  Yes. What kind of exercise do you do?
	     

	 FORMCHECKBOX 
  No. What keeps you from exercising?
	     


Habits and lifestyle: Which of the following do you use?

	 FORMCHECKBOX 

	Tobacco/cigarettes
	 FORMCHECKBOX 

	Cola/soda
	 FORMCHECKBOX 

	Recreational drugs

	 FORMCHECKBOX 

	Alcohol
	 FORMCHECKBOX 

	Black tea
	 FORMCHECKBOX 

	Prescription drugs

	 FORMCHECKBOX 

	Coffee
	 FORMCHECKBOX 

	Other: 


Please email this completed form to wholehealth@drmanso.com.







