
Patient lnformation
Patient's Last Name First Name Time

Address City State Zip Birth Date

Gender: Male Female
Day Phone:

Eveninq Phone:

Regular Doctor's Name:

Sport Physical Registration
I O Minute Walk-ln clinic

540 west Avenue, Arlington, wA 98223 Phone 360 435-8262 Fax 360 474-1394

Allergies: Reason for today's visit:

Sport Physical ,/
Your Current Medications:

Please list any medical problems such as OiaOetes3ypertension, etc

I hereby consent to treatment by the attending provider for medical and surgical procedures, test, and local anesthetics as deemed necessary by
myself and the provider. I acknowledge that I understand that the l0 Minute Walk-In Clinic is a separate business than the Arlington ph*ma.y.
The pharmacy has no control over the practice of the L0 Minute Walk-In Clinic, since the clinic is independently owned and opeited. I fully
understand that I am financially responsible for any all the cost ofmy health care. I further understand and agree-to pay for ,..ui.., and tests. I
understand that none ofthese charges is covered by Medicare or by most other health insurance programs.

In order to provide you with quick service, The l0 Minute Walk-In Clinic limits its practice to problems that can readily be diagnosed and treated
within a 10 minute time frame. The l0 Minute Walk-In Clinic provides episodic care. It is not our intension to replace tire comp"rehensive care of
your primary care provider. Our prices are low because we do not participate with any insurance plans. It is unlikely that yourinsurance company
will reimburse you for the expense of this office visit.

I hereby authorize the release of today's visit and any tests to my Primary Care Provider whom I have indicated on this registration form. I
authorize my records to be transmitted by phone, fax, mail or other means to my Primary Care Provider. If someone otheithan the patient is
signing this authorization, please state the relationship with the patient and the ieason the patient is unable to sign. I authorize the lb Minute
Walk-In Clinic to leave voice mail messages concerning my health information (such as lab results, follow up care, etc.) at my home phone. By
my signature below I acknowledge that I have seen a copy of the Notice of Privacy Practices for the l0 Minuie Walk-In Clinic. I may have a free
copy of this policy simply by asking for it.

Signature ofParent (or Student if 18 or older) Date

If this acknowledgment is signed by a personal representative on behalf of the patient, complete the following:

CotvtplerE BorH Stoes THer.r

RETURN To PHARMACY CASHIER

Parent or Guardian
Last Name, First Name Day Phone

Address City State Zip Evening Phone

Emergency Contact
Last Name First Name Day Phone

Address City State Zip Evening Phone

Relationship to patient:
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HISTORY FORM
(Note: This form is t0 be filled out by the patient and parent prior to seeing the physician. The physician shoutd keep this forn in the chart)

Date of Exam

Name Date ol birth

Sex_ Age _ crade_ School Sport(s)

Medicines and Allergies: Please list all of the prescripti0n and over-the-counter medicines and supplements (herbal and nutritional) that y0u are currenly taklng

Doyouhaveanyallergies? tr Yes tr No lf yes,pleaseidentifyspecificallergybelow.
E Medicines tr Pollens tr Food tr stinging lnsects

Explain "Yes" answers below. Circle questions you don't kn0w the answers t0,

GTilffAL BIEjSTISTS Y€s I{o

1. Has a doctor ever denied or restricted your participation in sp0rts for
any reason?

2. Do you have any ongoing medical conditions? lf so, please identify
below: E klhma E Anemia E Diabetes E lnfections
other:

3. Have you ever spent the night in the hospital?

4. Have you ever had surgery?

llEfii*r HE*LT]I €lrF$|X0il$ ll0$r Y0il Yss Ab

5. Have you ever passed out or nearly passed out DURING or
AFIER exercise?

6. Have you ever had discomfort, pain, tightness, or pressure in your
chest durinq exercise?

7. Does your heart ever race or skip beats (irregular beats) during exercise?

8. Has a doctor ever told you that you have any heart problems? lf so,
check all that apply:

E High blood pressure E A heart murmur
U High cholesterol E A heart infection

n Kawasaki disease 0ther:

9, Has a doctor ever ordered a test lor your heart? (For example, ECG/EKG,

echocardioqram)

1 0, D0 you get lightheaded or feel more short ol brealh than expected
durino exercise?

1 1 , Have you ever had an unexDlained seizure?

1 2. 00 you get more tired or short of breath more quickly than your lriends
durino exercise?

HEAfiT HE*lEt 0UES,fl{!ilS trF0ltf YOIB frilltY Y€s llo
13. Has any family member or relative died of heart problems or had an

unexpected 0r un€xplained sudden death before age 50 (including

drowning, unexplained car accident, or sudden infant death syndrome)?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan
syndrome, arrhghmogenic right ventricular cardiomyopathy, long 0T
syndrome, short 0T syndrome, Brugada syndrome, or catecholaminergic
polymorphic ventricular tachycardia?

15. Doss anyone jn yourfamily have a heart problem, pacemaker, or
implanted detibrillator?

16. Has anyone in your tamily had unexplained fainting, unexplained
seizures, or near drownino?

Boilf, lrn JotilT 0ltEsTt6ils Yrs llo
1 7. Have you ever had an injury to a bone, m uscle, ligament, or tendon

that caused you to miss a practice or a qame?

1 8. Have you ever had any broken 0r fractured bones 0r dislocated joints?

19, Have you ever had an injurythat required x-rays, MBl, CT scan,
injectjons, therapy, a brace, a cast, or crutches?

20. Have you ever had a stess fracture?

2l . Have you ever been told that you have 0r have you had an x-ray for neck
instability 0r atlantoaxial instability? (Down syndrome or dwadism)

22. Do you regularly use a brace, 0rthotics, or other assistive device?

23. Do you have a bone, muscle, or joint injury that bolhers you?

24. Do any of your joints become painful, swollen, leel warm, or look red?

25. D0 you have any history 0l iuvenile arthritis or connective tissue disease?

I hereby state that, t0 the best of my knowledge, my answers to the above questions are complete and conect,

Signature ol athlete Signature of parenvguardian
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26. Do you cough, wheeze,0r have ditficulty breathing during or

after exercise?

27. Have you ever used an inhaler 0r taken aslhma medicine?

28. ls there anyone in your family who has asthma?

29. Were you born wiihout or are you missing a kidney, an eye, a testicle
{males), your spleen, or anv olher 0roan?

30. Do you have groin pain or a painful bulge or hernia in the groin area?

31, Have you had infectious mononucleosis (mono) within the last month?

32. Do you have any rashes, pressure sores, or other skin problems?

33. Have you had a herpes or MRSA skin infection?

34. Have you ever had a head iniury or concussion?

35, Have you ever had a hit or blow t0 the head that caused confusion,
prolonged headache, 0r memory problems?

36. D0 you have a history of seizure disorder?

37. Do you have headaches with exercise?

38, Have you ever had numbness,tingling, orweakness in your arms or
legs after being hit or lalling?

39. Have you ever been unable to move your arms 0r legs afler being hit
or falling?

40. Have you ever become ill while exercising in the heat?

41 . Do you get frequent muscle cramps when exercising?

42. Do you or someone in yourlamily have sjckle cell trait ordisease?

43. Have you had any problems with your eyes or vision?

44. Have you had any eye injuries?

45. Do you wear glasses 0r c0ntact lsnses?

46. Do you wear protective eyewear, such as goggles or a face shield?

47, Do you worry about your weiqht?

48. Are you trying to or has anyone recommended that you gain or
lose weiqht?

49. Are you 0n a special diet 0r do you avoid certain types 0l foods?

50. Have you ever had an eating disorder?

51 . Do you have any concerns that you would like to discuss with a d0clor?

Ffu*lE$ 0iltY
52. Have you ever had a menstrual Deriod?

53. How old were you when you had your lirst menstrual period?

54. How many periods have you had in the last 1 2 months?

Explain "yes" answers here


