Green Mountain Wellness
1059 N College Ave
Thatcher, AZ 85552
928-965-9545
Patient Information

Patient Full legal Name:______________________________________________________________Date:___________

Date of Birth:________________________ Age__________ Social Security #____________________________________

Address:_______________________________________City__________________________State______ Zip:_________

Home Phone:______________________________________Cell:_____________________________________________

Email address:______________________________________________________________________________________

Preferred method of communication:      email        text          cell          home phone        voice message       mail   

Occupation:____________________________________________ Work #:_____________________________________

Gender:       Male        Female           

Emergency contact Information: _______________________________________________________________________
(name, relationship and number of the person you want us to contact in the case of an emergency)

Are you currently under the care of a primary care physician?                  Yes                      No

Primary care physician name:__________________________________________ Phone #________________________

Date of last exam:_________________________

Have you had a diagnostic test or examinations been performed in the last 12 months, if so, what and when? 



What issue or condtion(s) are you being seen for today?____________________________________________________




Signature:___________________________________________________________ Date:__________________________


Print name:___________________________________________________________





Green Mountain Wellness
1059 N College Ave
Thatcher, AZ 85552

Patient Name:____________________________________________DOB:_________________Date:______________
Chief Complanint:________________________________________________________________________________________
__________________________________________________________________________________________________ 

PAST MEDICAL HISTORY
Have you ever had the following? Circle Y for YES, N for NO and leave blank if uncertain
	AIDS / HIV
	Y
	N
	High Blood Pressure
	Y
	N
	PTSD
	Y
	N

	Asthma
	Y
	N
	Low Blood Pressure
	Y
	N
	Seizures
	Y
	N

	Arthritis
	Y
	N
	Stroke
	Y
	N
	Crohn’s Disease
	Y
	N

	Back Pain
	Y
	N
	Heart Disease
	Y
	N
	Chronic Pain
	Y
	N

	Epilepsy
	Y
	N
	Tuberculosis
	Y
	N
	Glaucoma
	Y
	N

	Migraines
	Y
	N
	Bronchitis
	Y
	N
	Persistent Muscle spasms
	Y
	N

	Diabetes
	Y
	N
	Nausea
	Y
	N
	Alzheimers’s Disease
	Y
	N

	Cancer(s)
	Y
	N
	Ulcers
	Y
	N
	Hepatitis
	Y
	N



Any other disease or illness?___________________________________________________________________________
Medications and Dosage?___________________________________________________________________________________________
_______________________________________________________________________________________________

Patient Social History
Use of Alcohol:    Never______     Rarely______   Seldom_______  Weekly______   Daily______
Use of Tobacco:    Never______     Rarely______   Seldom_______  Weekly______   Daily______
Use of Caffeine:    Never______     Rarely______   Seldom_______  Weekly______   Daily______
Use of Recreational Drugs:    Never______     Rarely______   Seldom_______  Weekly______   Daily______

Family Medical History: circle any of the following conditions ha apply to you immediate family
Heart Disease       Lung Disease          Cancer         Diabetes         Arthritis        Mental Illness           Drugs or Alcohol Abuse
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Green Mountain Wellness
1059 N College Ave
Thatcher, AZ 85552
928-965-9545

CANNABIS RECOMMENDATION INTAKE FORM

Patient Name:_______________________________________DOB:______________Date:__________________

What condition are you seeking this recommendation for (be specific)?________________________________________

__________________________________________________________________________________________________

Have you used cannabis?    Yes        No       Unsure

Have ever experienced negative side effects or adverse reactions from the use of cannabis?              Yes               No

If yes describe:______________________________________________________________________________________

What is your primary method of cannabis intake?__________________________________________________________

How much cannabis are you using on a daily basis?_________________________________________________________

What other treatments have you used for your condition?___________________________________________________

__________________________________________________________________________________________________

Please read and initial each statement

__________I will immediately report to my physician any changes in my medical condition and any side effects believed to have developed from the use of cannabis.   
__________I will immediately discontinue the use of any cannabis products if such adverse reaction and / or side effect(s) occur.

__________I attest that I have disclosed all of my medical conditions and visits from the past 12-months, to the best of my ability. 

__________I am aware the Green Mountain Wellness recommendations or certifications for the use of medical cannabis does not substitute the responsibility and need of a Primary Care Physician.

__________I understand that Green Mountain Wellness, and their doctors, staff and medical assistants are not responsible for the current or changing state or federal legal status of cannabis use. I am aware that I, the patient, am fully responsible for the legal status and legal repercussions of such use. 

__________I have reviewed with Green Mountain Wellness doctor(s) the benefits and risks of medical cannabis. 

I attest that the above information is truthful and accurate and I answered to the best of my knowledge.

Signature:__________________________________________________________  
