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Non-Profit Integrated Community Health Center 
430 Main Street, Bethel / PO Box 1908 Bethel, AK 99559 

Ph: (907)543-3773 Fax: (907)543-3545 
www.bethelfamilyclinic.org 

Patient Registration Record: 

Last Name: First Name: _ Middle Name: 

SSN:  Date of Birth:  Marital Status: M W D S 

Mailing Address: _ City: State: Zip: 

Physical Address: __City: State: Zip: 

Home Phone: ( ) - Work Phone: ( ) - Cell Phone :( ) - 

Preferred Method of Communication: Home Work Cell 

Email Address:  Employer: Date of Hire: 
Occupation: _ 

Patient Demographic Information: 
Our federal grant requires us to collect and report on this information. The information is reported on the population as a whole, 
not by specific individual. 
RACE: (Please Check) ____ White Black/African American _____ Alaska Native/American Indian 

Asian Native Hawaiian Other Pacific Islander 
Other Unknown More than one race 

Ethnic Identity: Hispanic/ Latino Other 
Veteran: Yes No   Veteran Status: Yes No (have you been discharged from the U.S military?) 
Primary Language: English    Other: please identify  
Interpreter Required?  Yes No 

Gender Identity: (Please Check)   Male Female 
 Female-to-male/ Transgender/Trans Man      Male-to Female (MTF)/Transgender Female/Trans Woman 

 Gender queer, neither exclusively male nor female    Additional Gender Category/ (or other), please specify 

 Decline to Answer 

Sexual Orientation:       Lesbian, Gay, or homosexual        Straight or Heterosexual 
  Bisexual    Something else Don’t Know Decline to Answer 

Emergency Contact: 
First/Last Name: Relationship to patient: 

Emer. Contact Phone: (     ) - Date of Birth:
Revised: May21-BFC1 

http://www.bethelfamilyclinic.org/
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Insurance Information 

Is this a work related injury? Yes No Date of injury Employer: 

Primary Insurance Information: 

Insurance Company: Policy # Group# 

Policy Holder Name: Policy Holder DOB:  Gender: Male Female 

SSN: Relationship to Patient:  Policy Holder Employer:   

Policy Holder Phone:   

Secondary Insurance Information: 

Insurance Company: Policy # Group# 

Policy Holder Name: Policy Holder DOB:  Gender: Male Female 

SSN: Relationship to Patient:  Policy Holder Employer:   

Policy Holder Phone: 

Family Size: Annual Household Income: 

Sliding Fee Scale Discount Program 
Bethel Family Clinic offers a sliding scale discount based on family size and income. 

Please complete the sliding scale discount application form to determine your eligibility. 

For more information and on the program, please ask the front desk for the application for the sliding discount fee scale 
application today. 

I hereby decline to be considered for the Sliding Discount Fee Scale program at Bethel Family Clinic. 

Signature: ___________________________________________________________________        Date: _________________________________ 

Revised: May21-BFC1 

I hereby authorize release of medical information necessary to file a claim with my insurance company and 
assign benefits otherwise payable to me to the Bethel Family Clinic. I understand that I am financially 
responsible for amounts not covered by my insurance or beneficiary status. 

I hereby consent for the Bethel Family Clinic to administer treatments and to perform medical or procedures as 
necessary. 

Signature: Date: 
(Patient, Parent or Guardian) 

Privacy Practices Acknowledgement: 
I have received the Notice of Privacy Practices and I have been provided an opportunity to review the Notice. 

Print Name:_________________________________________________________ 

Signature: Date: 
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Medical History Sheet 

Patient Name: Date of Birth: 
General Physician:  Referring Physician: 
Reason for Today’s Visit:   
Medical History: (please mark all you have ever been treated for or are currently being treated) 

No Medical History 
General Genitourinary 

Bleeding Disorder Chronic Kidney Disease 
Glaucoma Genital Herpes 
HIV/AIDS Genital Warts 
MRSA Interstitial Cystitis 
Rheumatic Fever Kidney Stones 
Systemic Lupus Erythematosus Renal Failure 
Transplant Recipient, Organ: STD:   

Cardiovascular Urinary Tract Infections 
Aortic Abnormality: Men’s Health 
Atrial Fibrillation BPH 
Blood Transfusion, Date: Hydrocele / Spermatocele 
Congestive Heart Failure Prostatitis 
Coronary Artery Disease Women’s Health 
Clot in Leg or Lung Endometriosis 
Heart Attack Uterine Fibroids 
Heart Murmur Musculoskeletal 
Heart Valve Disorder, Type: Arthritis 
High Blood Pressure Artificial Joints 

Endocrine/Metabolic Chronic Back Pain 
Diabetes Fibromyalgia 
Hyperthyroidism Gout 
Low Testosterone Neuro/Psych 

Respiratory Alzheimer’s Disease 
Asthma Anxiety 
COPD Parkinson’s Disease 
Emphysema Multiple Sclerosis 
Sleep Apnea Psychiatric Diagnosis:   

Use CPAP Spinal Cord Injury, Level: 
Gastrointestinal Stroke /TIA 

Acid Reflux/GERD Cancer 
Crohn’s Disease Bladder 
Hepatitis Colon/ Rectal 
Stomach Ulcer Female, Type: 
Ulcerative Colitis Penile 

Prostate 
Testicular Other: 
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Immunizations: 
Is the patient up to date on immunizations? Yes No 

 
Female Health History: 
Date of Last Menstrual Period:    

 
Post Menopausal: Yes No 

Pregnancies#    Live Births:    Abortions (elective or spontaneous) #    

 
Male Health History: 
Date of Last PSA :    
Date of Last Prostate Exam:    

 
 

Normal    

 
 

Abnormal    

 
Recent Studies or Labs: 
What: Where: When:   
What: Where: When:     

 
 

Surgical History: (please list ALL surgeries you have ever had) * If additional space needed, please ask. 
Vasectomy Date:  Hysterectomy Date:    
  Date:    
  Date:    
  Date:    

 

 
Social History: (check appropriate response) 
Marital Status: Single   Divorced # of children:    

  Married   Widowed 
 

Current Alcohol Consumption: No Yes 
History of Alcohol Abuse: No  Yes 

  drink per day 
  days/ months/ years sober 

 

Current Tobacco Use: No Yes cigarettes/ cigars /chew   packs per day 
History of Tobacco Use: No Yes Age Start?    
Recreational Drug Use: 

Age Stop?     

  None Current, name substance(s)    
  Former, Name substance(s)                                                                                                                                            
Daily Fluid Intake: 
  8 oz. cups of coffee per day 
  8oz. glasses of tea per day 

  8oz. glasses of milk per day 
  8oz. glasses of water per day 

 
Patient Signature: Date: _ 
Nurse/ MA Signature: Date:     
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Non-Profit Integrated Community Health Center 
430 Main Street, Bethel / PO Box 1908 Bethel, AK 99559 

Ph: (907)543-3773 Fax: (907)543-3545 
www.bethelfamilyclinic.org 

 
Pharmacy Information 

 
 

Do you have an Account with any Pharmacy:            Yes             No 
If yes, Please provide the following: 
Preferred Pharmacy Name:                                                            
Pharmacy Telephone:    
Complete Address of Pharmacy:     
If no, a list of pharmacies will be provided to you. It is your responsibility to create your account and notify 
the clinic. 
Note: If you want uninterrupted medication issues, you need to notify us 14 days in advance in order for your 
medication to arrive on time. 

 
Bethel Family Clinic is a Dispensary, NOT a pharmacy 

We only dispense Medication in-house on initial prescriptions, Emergencies and Extenuating circumstances 
 

1. You as the patient have the right to refuse any medication suggested by the provider. 
2. Being a dispensary and not a pharmacy means insurance plans do not cover the cost of medications 

prescribed from BFC’s in-house stock. 
3. All medications that are dispensed in-house are the responsibility of the patient. Whether if 

medication is covered by their insurance, or whether they are used or not. 
4. Before authorizing any medications we may require lab test, a visit with the provider, vitals or 

diagnostics testing as required by provider on a case basis. 
5. After your initial prescription, you are required to set up a mail order pharmacy. 

 
6. Look at your insurance card to determine if you’re insurance has a preferred pharmacy. 
7. If you don’t have a preferred pharmacy you can chose your own. We have a list available for your use. 
8. Contact BFC and ask for a nurse and inform them of which pharmacy and that your account is created. 
9. Call your pharmacy between 48 & 72 hours after notifying the clinic that your accounts have been 

created. 
10. Set up text or email alerts with your pharmacy. 
11. Once pharmacy has received the prescription, wait up to 2 weeks to arrive in your mailbox. 
12. If you do not receive your medicine within 2 weeks, please call your mail order pharmacy before calling 

BFC. 

Print First/Last name: Date of Birth:    
 

Patient signature: Date:    
Revised: May21-BFC1 

http://www.bethelfamilyclinic.org/
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Non-Profit Integrated Community Health Center 
 
 

Patient Medication List 
 
 

Patient Name: Date: / /   
 

Preferred Pharmacy:    
 

We only dispense Medication in-house on initial prescriptions, Emergencies and Extenuating circumstances. 
Being a dispensary and not a pharmacy means insurance plans do not cover the cost of medications 

prescribed from BFC’s in-house stock. 
 

(Please include Prescription, Vitamins, and Over-the-counter Medications) 
 

Medication Dose Time of Day (morning, noon, 
night) 

1.   

2.   

3.   
4.   

5.   

6.   

7.   

8.   
9.   

10.   

11.   

12.   
13.   

14.   

15.   

Allergies 
(Please lit all known allergies, reactions and cause) 

 

  No known Drug Allergies (X or Initials) 
 

1. 
2. 
3. 
4. 
5. 

Revised: May21-BFC1 
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Name: Today’s Date: 

Review of Systems 
For new patients, established patients who may be having a new problem, or our patients who we haven’t seen for a 
while, we need to update our records as to your general medical health, In each area. If you are not having any 
difficulties, please check “No Problems.” If you are experiencing any of the symptoms listed. PLEASE CIRCLE THE ONES 
THAT APPLY, or explain any that may not be listed. If you have any questions about this, please ask one of the 
technicians, or your provider. 

Revised: May21-BFC1 
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Bethel Family Clinic 
P.O. Box 1908 
Bethel, Alaska 99559 
(907) 543-3773   Fax (907) 543-3545

ALCOHOL USE DISORDER IDENTIFICATION TOOL-SBIRT
We’re going to ask you some questions about your alcohol use during the past year. We are asking all of our patients 
these questions because we know that alcohol use can affect many areas of health- and may interfere with certain 

medications. Please try to be as honest and accurate as you can be. 
SBIRT Pre-Screen 0 1 2 3 4 

1. How often do you have a drink
containing alcohol? 

Never Monthly or 
less 

2-4x / month 2-3x/week 4 or more 
x/week 

2. How many drinks containing
alcohol do you have on a typical

day when you are drinking? 

0-2
Note: “a bottle” 

of 750 ml=17 
drinks 

3-4 5-6 7-9 10 or more 

3. How often do you have 4 or
more drinks on one occasion?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

POSITIVE IF FEMALE IS GREATER THAN 3// POSITIVE IF MALE IS GREATER THAN 4 
IF POSITIVE. ASK REMAINING QUESTIONS. IF NEGATIVE. STOP HERE. 

4. How often during the last year
have you found that you weren’t able 

to stop drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

5. How often during the last year
have you failed to do what was

normally expected of you because of 
drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

6. How often during the last year
have you needed a first drink in the 

morning to get yourself going? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

7. How often during the last year
have you had a feeling of guilt or

remorse after drinking? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

8. How often during the last year
have you ben unable to remember

what happened because of drinking?

Never Less than 
monthly 

Monthly Weekly Daily or 
almost daily 

9. Have you or someone else been
injured because of your drinking?

No Yes, but not in 
the last year 

Yes, during 
the last year 

10. Has a relative, friend, doctor or
other person been concerned about
your drinking or suggested you cut

down? 

No Yes, but not in 
the last year 

Yes, during 
the last year 

*Positive if total score is equal to or greater than 7 for all females & for men age 65+
*Positive if total score is equal to or greater than 8 for males under 65
*Positive if total score is equal to or greater than 5 for patients under 21
*Positive if total score is equal to or greater than 1 for pregnant women
*Total score 20 or greater may indicate dependence

Action taken: 
☐ Patient refused screening ☐ Negative score- no further action necessary     ☐ Positive score- informed provider

**AFTER ACTION IS TAKEN, SCAN INTO PATIENT’S CHART AND GIVE PAPER COPY TO BH** 
BILL CPT CODE 99408 IF POSITIVE, PATIENT SAW MEDICAL PROVIDER & WAS GIVEN EDUCATION OR 

INTERVENTION. MEDICAL PROVIDER IS RESPONSIBLE FOR INDICATING THIS ON BILLING SHEET 

THIS IS TO BE COMPLETED FOR ALL NEW MEDICAL AND BEHAVIORAL HEALTH 
PATIENTS AND THEN AGAIN EVERY 3 MONTHS. 

Encounter #: 
DATE: 

TOTAL SCORE 
(questions 1-10) 
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Bethel Family Clinic 
P.O. Box 1908 
Bethel, Alaska 99559 
(907) 543-3773   Fax (907) 543-3545

DRUG ABUSE SCREENING TOOL- 10 
We’re going to ask you some questions about drug use during the past year(12 months). We are asking all of our patients these 

questions because we know that drug use can affect many areas of health- and may interfere with certain medications. Please try 
to be as honest and accurate as you can be. 

In the past 12 months No Yes 
1. Have you used drugs other than those required and prescribed by a doctor for medical
reasons?

0 1 

2. Have you abused more than one drug at a time? 0 1 
3. Are you always able to stop using drugs when you want to? (If you’ve never used drugs,
answer “0”)

0 1 

4. Have you had “blackouts” or “flashbacks” as a result of drug use? 0 1 
5. Do you ever feel bad or guilty about your drug use? (If you’ve never use drugs, answer
“0”)

0 1 

6. Do your spouse/parents/family/friends ever complain about your involvement with
drugs?

0 1 

7. Have you neglected your family because of drug use? 0 1 
8. Have you engaged in illegal activities in order to obtain drugs? 0 1 
9. Have you ever experience withdrawl symptoms (felt sick) when you stopped taking
drugs?

0 1 

10. Have you had medical problems as a result of drug use? (memory loss, ulcers,
abscesses, hepatitis, convulsions, seizures, bleeding, etc)

0 1 

TOTAL SCORE: 

POSITIVE = ANY SCORE MORE THAN ZERO 

DAST 10- Score Degree of Problems Related to 
Drug Use 

Action Needed 

0 No problems reported No action at this time 
1-2 Low level Monitor, re-assess at a later date 
3-5 Moderate level Further investigation 
6-8 Substantial level Comprehensive assessment 

9-10 Severe level Comprehensive assessment 

Action taken: (CHECK ONE BOX) 
☐ Patient refused screening ☐ Negative score- no further action necessary     ☐ Positive score- informed provider

**AFTER ACTION IS TAKEN, SCAN INTO PATIENT’S CHART AND GIVE PAPER COPY TO BH** 
BILL CPT CODE 99408 IF POSITIVE, PATIENT SAW MEDICAL PROVIDER & WAS GIVEN EDUCATION OR 

INTERVENTION. MEDICAL PROVIDER IS RESPONSIBLE FOR INDICATING THIS ON BILLING SHEET 

THIS IS TO BE COMPLETED FOR ALL NEW MEDICAL AND BEHAVIORAL HEALTH 
PATIENTS AND THEN AGAIN EVERY 3 MONTHS. 

Encounter #: 
DATE: 
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Over the last 2 weeks, how often have you been bothered by any of the following problems? 

(Use “✔” to indicate your answer) Not at all Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasures in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself – or that you are a failure or have
let yourself or your family down

0 1 2 3 

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

0 1 2 3 

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite – being so fidgety or restless that
you have been moving around a lot more than usual

0 1 2 3 

9. Thoughts that you would be better off or of hurting yourself
I some way

0 1 2 3 

   FOR OFFICE CODING____0____ + _________ + _________ + _________ 
  =Total Score: _________ 

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things 
at home, or get along with other people? 

Not difficult at all Somewhat difficult Very difficult Extremely difficult 
☐ ☐ ☐ ☐ 

PATIENT HEALTH QUESTIONNAIRE-9 
(PHQ-9)


	Emergency Contact:
	Sliding Fee Scale Discount Program
	Medical History Sheet
	Patient Name: Date of Birth:     General Physician:  Referring Physician:
	Immunizations:
	Female Health History:
	Male Health History:
	Recent Studies or Labs:
	Surgical History: (please list ALL surgeries you have ever had) * If additional space needed, please ask.
	Social History: (check appropriate response)
	If yes, Please provide the following:

	Patient Medication List
	Allergies
	Review of Systems

	Last Name: 
	First Name: 
	Middle Name: 
	SSN: 
	Date of Birth: 
	Mailing Address: 
	City: 
	State: 
	Zip: 
	City_2: 
	State_2: 
	Zip_2: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Cell Phone: 
	undefined_6: 
	undefined_7: 
	Preferred Method of Communication: 
	Home: 
	Work: 
	Email Address: 
	Employer: 
	Date of Hire: 
	Occupation: 
	Other please identify: 
	FirstLast Name: 
	Relationship to patient: 
	Date of Birth_2: 
	Date of injury: 
	Employer_2: 
	Insurance Company: 
	Policy: 
	Group: 
	Policy Holder Name: 
	Policy Holder DOB: 
	SSN_2: 
	Relationship to Patient: 
	Policy Holder Employer: 
	Policy Holder Phone: 
	Insurance Company_2: 
	Policy_2: 
	Group_2: 
	Policy Holder Name_2: 
	Policy Holder DOB_2: 
	SSN_3: 
	Relationship to Patient_2: 
	Policy Holder Employer_2: 
	Policy Holder Phone_2: 
	Family Size: 
	Annual Household Income: 
	Date: 
	Date_2: 
	Print Name: 
	Date_3: 
	Patient Name: 
	Date of Birth_3: 
	General Physician: 
	Referring Physician: 
	Reason for Todays Visit: 
	Transplant Recipient Organ: 
	Aortic Abnormality: 
	Blood Transfusion Date: 
	Heart Valve Disorder Type: 
	STD: 
	Psychiatric Diagnosis: 
	Spinal Cord Injury Level: 
	Female Type: 
	Other_2: 
	Date of Last Menstrual Period: 
	Pregnancies: 
	Live Births: 
	Abortions elective or spontaneous: 
	Date of Last PSA: 
	Date of Last Prostate Exam: 
	Normal: 
	Abnormal: 
	What: 
	Where: 
	When: 
	What_2: 
	Where_2: 
	When_2: 
	Vasectomy Date 1: 
	Vasectomy Date 2: 
	Vasectomy Date 3: 
	Vasectomy Date 4: 
	Hysterectomy Date: 
	Date_4: 
	Date_5: 
	Date_6: 
	of children: 
	Yes_2: 
	Yes_3: 
	cigarettes cigars chew: 
	Age Start: 
	Age Stop: 
	Current name substances: 
	Former Name substances: 
	8 oz cups of coffee per day: 
	8oz glasses of milk per day: 
	8oz glasses of tea per day: 
	8oz glasses of water per day: 
	Date_7: 
	Date_8: 
	Preferred Pharmacy Name: 
	Pharmacy Telephone: 
	Complete Address of Pharmacy: 
	Print FirstLast name: 
	Date of Birth_4: 
	Date_9: 
	Patient Name_2: 
	Date_10: 
	undefined_10: 
	undefined_11: 
	Preferred Pharmacy: 
	Dose1: 
	Time of Day morning noon night1: 
	Dose2: 
	Time of Day morning noon night2: 
	Dose3: 
	Time of Day morning noon night3: 
	Dose4: 
	Time of Day morning noon night4: 
	Dose5: 
	Time of Day morning noon night5: 
	Dose6: 
	Time of Day morning noon night6: 
	Dose7: 
	Time of Day morning noon night7: 
	Dose8: 
	Time of Day morning noon night8: 
	Dose9: 
	Time of Day morning noon night9: 
	Dose10: 
	Time of Day morning noon night10: 
	Dose11: 
	Time of Day morning noon night11: 
	Dose12: 
	Time of Day morning noon night12: 
	Dose13: 
	Time of Day morning noon night13: 
	Dose14: 
	Time of Day morning noon night14: 
	Dose15: 
	Time of Day morning noon night15: 
	No known Drug Allergies X or Initials: 
	1_2: 
	2_2: 
	3: 
	4: 
	5: 
	Name: 
	Todays Date: 
	diagnosis of caricer 0th r: 
	nose ostrasal drip ringing in ears mouth sores loose teeth ear pain nosebleeds sore throat facial: 
	s1Nelliog or fee or legs pain in legs fttt walking Olher: 
	abnormal ches xray Other: 
	change in bowol habits incontinence Olher: 
	prostate problems bladder problems impotence Oliher: 
	s ielling of joints join deformulies back pain 01 er: 
	in existing skin lesio  hal loss o increase breast changes Other: 
	uncontrolled motions episodas ol vis1Jal loss Olhe: 
	recurrent bad lhoughts mood swings halJucinalions compulsions 0 her: 
	irregula ities 1requent hungerurinationthirsl changes in sex drive 011e: 
	blood lests leukemia unexplained swolle areas Other: 
	frequent in ections expOsur to HIV Other: 
	AgeMother: 
	AgeMaternal Grandfather: 
	AgePaternal Grandmother: 
	AgePaternal Grandfather: 
	AgeFather: 
	AgeSister: 
	AgeBrother: 
	AgeDaughter: 
	AgeSon: 
	AgeMaternal Aunt: 
	AgeMaternal Uncle: 
	Other_3: 
	Other_4: 
	Other_5: 
	Other_6: 
	Other_7: 
	Other_8: 
	Other_9: 
	Other_10: 
	Other_11: 
	Other_12: 
	AgePaternal Aunt: 
	Other_13: 
	AgePaternal Uncle: 
	Other_14: 
	AgeMaternal Grandmother: 
	Other_15: 
	Other_16: 
	MaritalStatus: Off
	PhysicalAddress: 
	Text3: 
	Text4: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	ethnicityID: Off
	Veteran: Off
	VeteranStatus: Off
	PrimaryLanguage: Off
	InterpreterRequired: Off
	GenderID: Off
	Orientation: Off
	Text14: 
	Text15: 
	Text16: 
	WorkInjury: Off
	PrimaryInsGender: Off
	SecondaryInsGender: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	ImmunizationUpToDate: Off
	PostMenopausal: Off
	CurrentAlcoholConsumption: Off
	HistoryAlcoholAbuse: Off
	CurrentTobaccoUse: Off
	HistoryTobaccoUse: Off
	CigarettesCigarsChew: Off
	HistoryDaysMonthsYears: Off
	CurrentDrugUse: Off
	AcccountWPharmacy: Off
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Check Box391: Off
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box395: Off
	Check Box396: Off
	Check Box397: Off
	Check Box398: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off
	Check Box402: Off
	Check Box403: Off
	Check Box404: Off
	Check Box405: Off
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Check Box409: Off
	Check Box410: Off
	Check Box411: Off
	Check Box412: Off
	Check Box413: Off
	Check Box414: Off
	AliveorDeceased: Off
	AliveorDeceased2: Off
	AliveorDeceased3: Off
	AliveorDeceased4: Off
	AliveorDeceased5: Off
	AliveorDeceased6: Off
	AliveorDeceased7: Off
	AliveorDeceased8: Off
	AliveorDeceased9: Off
	AliveorDeceased10: Off
	AliveorDeceased11: Off
	AliveorDeceased12: Off
	AliveorDeceased13: Off
	AliveorDeceased14: Off
	SBIRT1: Off
	SBIRT2: Off
	SBIRT3: Off
	SBIRT4: Off
	SBIRT5: Off
	SBIRT6: Off
	SBIRT7: Off
	SBIRT8: Off
	SBIRT9: Off
	SBIRT10: Off
	SBIRTActionTaken: Off
	Text415: 
	DrugScreening1: Off
	DrugScreening2: Off
	DrugScreening3: Off
	DrugScreening4: Off
	DrugScreening5: Off
	DrugScreening6: Off
	DrugScreening8: Off
	DrugScreening7: Off
	DrugScreening9: Off
	DrugScreening10: Off
	Text416: 
	DrugScreeningActionTaken: Off
	PHQ1: Off
	PHQ2: Off
	PHQ3: Off
	PHQ4: Off
	PHQ5: Off
	PHQ6: Off
	PHQ7: Off
	PHQ8: Off
	PHQ9: Off
	Text417: 
	Text418: 
	Text419: 
	Text420: 
	PHQDifficult: Off
	EncounterNumber: 
	EnrollmentDate: 


