
 
Date ____________________________________________________________________

Patient/Client Name ________________________________________________________
 First M.i. Last 

What would you like to be called? _____________________________________________

address _________________________________________________________________
 street  

________________________________________________________________________
 City state  ZiP 

Phone  __________________________________________________________________
 HoMe Work CeLL 

email ___________________________________________________________________

Date of Birth _______________________   Gender   F M   F F

Health insurance __________________________________________________________

Marital status:  F single   F Married   F Divorced   F Widowed

Do you live alone?  F yes  F No   if not, who lives with you? ________________________

How did you hear about reassured advocacy?   (mark all that apply)

��F Friend or relative  _____________________________________________  F internet  
 NaMe 

��F Physician__________________________  F other ___________________________ 
 NaMe 

Describe how reassured advocacy can help you:
F Coordinating and scheduling appointments/treatments/tests
F attending appointments and communicating with family/caregivers
F researching diagnoses, treatments, physicians, second opinions
F researching housing options such as senior living communities
F Billing/claims/insurance issues 
F other

Please explain  ____________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

blue:  pms 2728       green type:   pms 382       green dots:    85% pms 382 

Client Information
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Emergency Contact

Name  ________________________________________________________________
 First Last   

relationship to patient  ___________________________________________________

address _______________________________________________________________
 street  

______________________________________________________________________
 City state  ZiP 

Phone  ________________________________________________________________
 HoMe Work CeLL 

email _________________________________________________________________

In addition to your emergency contact which family, friends, or caregivers would 
you like involved in your care or would like us to share information with?

1   Name  _________________________________________________________________
 First Last   

relationship to patient  ____________________________________________________

address ________________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  _________________________________________________________________
 HoMe Work CeLL 

email __________________________________________________________________

2   Name  _________________________________________________________________
 First Last   

relationship to patient  ____________________________________________________

address ________________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  _________________________________________________________________
 HoMe Work CeLL 

email __________________________________________________________________
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3

Patient’s Primary Care Physician

Name  _________________________________________________________________
 First Last   

specialty  ______________________________________________________________

2I¿FH�$GGUHVV ___________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  ___________________________________  email  _______________________
 Work CeLL 

Other physicians you see

1 Name  _________________________________________________________________
 First Last   

specialty  ______________________________________________________________

2I¿FH�$GGUHVV ___________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  ___________________________________  email  _______________________
 Work CeLL 

2 Name  _________________________________________________________________
 First Last   

specialty  ______________________________________________________________

2I¿FH�$GGUHVV ___________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  ___________________________________  email  _______________________
 Work CeLL 

3 Name  _________________________________________________________________
 First Last   

specialty  ______________________________________________________________

2I¿FH�$GGUHVV ___________________________________________________________
 street  

 ______________________________________________________________________
 City state  ZiP 

Phone  ___________________________________  email  _______________________
 Work CeLL 



Health History 
Please check if you have, or have had any of the following:

General
F�allergies (drug, food, environmental,  
    pet or seasonal)
F�anxiety
F�Depression
F�Hearing loss 
F�Vision loss
F�insomnia
F�sleep apnea   
    if yes, do you use a CPaP machine?
    F�yes���F�no
F�other ___________________________

__________________________________

__________________________________

Cardiovascular:
F�anemia
F�atrial Fibrillation
F�Blood thinners (Coumadin/Warfarin)
F�Chest Pain
F�Congestive Heart Failure
F�Coronary artery Disease
F�Heart attack
F�Hypertension (High Blood Pressure)
F�High Cholesterol
F�other ___________________________

__________________________________

__________________________________

Endocrine
F�Diabetes
���F�insulin Dependant
���F�Non-insulin Dependant
F�Hyperthyroidism
F�Hypothyroidism
F�Gout
F�other ___________________________

__________________________________

__________________________________

Respiratory
F�asthma
F�CoPD
F�emphysema
F�Pulmonary embolism
F�tuberculosis
F�other ___________________________

__________________________________

__________________________________

Gastrointestinal/Genitourinary 
F�Hepatitis (type) ___________________
F�incontinence
F�kidney stones
F�Crohn’s Disease
F�Diverticulitis
F�Diverticulosis
F�5HÀX[�*(5'
F�iBD irritable Bowel Disease
F�Ulcers
F�Liver Disease
F�other ___________________________

__________________________________

__________________________________

Cancer
F�type ___________________________
F�radiation
F�Chemo

Neurological
F�stroke
F�tia
F�Dementia
F�alzheimers
F�epilepsy
F�Ms
F�seizures
F�Parkinson’s
F�other ___________________________

__________________________________

__________________________________
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Please list any other health issues including recent surgeries, tests  
or hospitalizations  ________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Medications
Please list all medication you are taking including over the counter medications.

_________________________________________________________________________

 Name Purpose Dose/ Prescribing
   Times of day Physician_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Retired?   F yes  F No

occupation now or before retirement ___________________________________________

Do you drive?   F yes  F No               Do you use:  F Wheelchair  F Walker  F Cane

Interests/ Hobbies
F exercise F Gardening
F reading F Cards
F travel F other ____________________________________________________
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Notes  ___________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________


