
 
  

 

Patient Information Sheet 

Please fill out this form in print and answer as many questions as possible. Items in BOLD are REQUIRED. 

Legal Last Name: First Name: MI: 

Marital Status (Circle One):  Single  Married   _______ Sex (Circle One):   Male    Female 

Date of Birth:            /             / Social Security Number:                 -              - 

Street Address: Apartment #: 

City: State: Zip Code: 

Home Phone:                         Cell Phone: 
 

Employer: Your Email: 

How were you referred to our program? (Circle One):    TV    Radio    Brochure    Print Ad   E-Mail    Billboard 

    Special Event    Family/Friend   Referring Friend/Relative's Name: 

 

Consent to Use Images/Video and Release of Rights (Optional) 
 

_______ (Initial) With respect to all photographs and video footage that may be taken of me, I hereby grant to 
Glimpse the unrestricted right to copyright said imagery and to use and publish same in whole or in part and in any 
media for any purpose whatsoever, including but not limited to advertising, promotion, marketing, research, physician 
and patient education. I hereby release Glimpse, its successors, affiliates and assignees from any claim, demand, 
and cause of action or proceeding of whatever nature arising out of any use, publication and/or distribution of my 
photographs in accordance with the terms of this authorization. 
 

_______ (Initial) I decline consent to use images/video (may be amended at later date ONLY with written consent) 
 

Consent to Allow Access to Protected Health Information 
 

_______ (Initial) With respect to any and all of my Protected Health Information (PHI), I hereby grant the following 
persons and/or agencies access at any time: 

 
             Name of Person/Agency: ____________________________________________________________ 

 
_______ (Initial) I decline consent to allow access by outside parties not otherwise permitted by law to my PHI (may 
be amended at later date ONLY with written consent). 

 

If patient is under 18 or under the care of a legal guardian: 

Guardian's Name: Guardian's DOB:            /           / 

Emergency Contact 

Name: Relationship: Phone: 

The above information is true to the best of my knowledge: 

Signature: Date: 
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Name (Last, First M.I.): [   ] M     [   ] F DOB: 

Marital Status:  [   ] Single   [   ] Partnered   [   ] Married   [   ] Separated   [   ] Divorced   [   ] Widowed 

Previous or referring physician: Date of last physical examination: 

PERSONAL HEALTH HISTORY 

Childhood illnesses:  [   ] Measles  [   ] Mumps  [   ] Rubella  [   ] Chickenpox  [   ] Rhuematic fever  [   ] Polio 

IMMUNIZATIONS 

Please 
include 

date 

[   ] Tetanus [   ] Pneumonia 

[   ] Hepatitis [   ] Chickenpox 

[   ] Influenza [   ] MMR (Mumps/Measles/Rubella) 

List any medical problems that other doctors have diagnosed:     

  
   

  

  
   

  

          

SURGERIES 

Year Reason Hospital 

      

          

      

      

OTHER HOSPITALIZATIONS 

Year Reason Hospital 

      

          

      

      

Have you ever had a blood transfusion? [   ] Yes     [   ] No 

PRESCRIBED MEDICATIONS, OVER THE COUNTER MEDICATIONS, AND SUPPLEMENTS 

Name Strength Frequency Taken 

      

          

          

          

      

      

      

MEDICATION ALLERGIES [   ] NONE (No Known Drug Allergies) 

Name Reaction 
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HEALTH HABITS AND PERSONAL SAFETY 

Exercise [   ] Sedentary (No exercise) 

[   ] Mild Exercise (climbing stairs, short walks, golf) 

[   ] Occasional vigorous exercise (work or recreational, less than 4x/week for at least 30 minutes) 

[   ] Regular vigorous exercise (work or recreation 4x/week or more for at least 30 minutes) 

Diet Are you dieting? [   ] Yes          [   ] No 

If yes, are you on a physician prescribed medical diet? [   ] Yes          [   ] No 

# of meals you eat in a typical day (circle one):          1          2          3          4          5          6+ 

Salt intake: [   ] High   [   ] Medium   [   ] Low Fat intake: [   ] High   [   ] Medium   [   ] Low 

Caffeine [   ] None [   ] Coffee [   ] Tea [   ] Soda # of cups/cans per day: 

Alcohol Do you drink alcohol? [   ] Yes          [   ] No If yes, what kind? 

# of drinks do you typically have per week:  

Are you concerned about the amount you drink? [   ] Yes          [   ] No 

Have you ever considered cutting back or stopping? [   ] Yes          [   ] No 

Have you ever experienced blackouts due to drinking? [   ] Yes          [   ] No 

Are you prone to "binge" drinking? [   ] Yes          [   ] No 

Do you drive after drinking alcohol? [   ] Yes          [   ] No 

Tobacco Do you use tobacco?   [   ] Yes    [   ] No If yes, type of tobacco: 

Frequency: # years:   Or year you quit:   

Drugs Do you currently use recreational or street drugs? [   ] Yes          [   ] No 

Have you ever used street drugs with a needle? [   ] Yes          [   ] No 

Sex Are you sexually active? [   ] Yes          [   ] No 

If yes, are you trying for pregnancy for yourself or your 
partner? 

[   ] Yes          [   ] No 

Do you use contraceptives (birth control)? [   ] Yes          [   ] No 

If yes, what kind:     

Do you experience discomfort during intercourse? [   ] Yes          [   ] No 

Serious illnesses transmitted by unprotected sex or intravenous drug use such as 
HIV (AIDS) are major public health concerns. Would you like to speak with your 
provider about your risk of exposure to these illnesses? 

[   ] Yes   [   ] No 

Personal 
Safety 

Do you live alone? [   ] Yes          [   ] No 

Do you experience frequent falls? [   ] Yes          [   ] No 

Do you have vision or hearing loss? [   ] Yes          [   ] No 

Do you have an Advanced Directive or Living Will? [   ] Yes          [   ] No 

Abuse often takes the form of verbally threatening behavior or actual physical or 
sexual abuse. Would you like to discuss this issue with your provider? 

[   ] Yes  [   ] No 

OTHER MEDICAL PROBLEMS 

Check if you have or have had any symptoms in the following areas and briefly explain 

[   ] Skin [   ] Heart   Recent Changes In: 

[   ] Ears [   ] Back   [   ] Weight   

[   ] Nose [   ] Intestinal   [   ] Energy   

[   ] Throat [   ] Bladder   [   ] Sleep   

[   ] Lungs [   ] Circulation   [   ] Other:   
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MENTAL HEALTH 

Is stress a major problem for you?         [   ] Yes          [   ] No 

Do you have trouble sleeping?         [   ] Yes          [   ] No 

Do you panic when stressed?         [   ] Yes          [   ] No 

Do you feel depressed?           [   ] Yes          [   ] No 

Do you have problems with eating or appetite when stressed or depressed? [   ] Yes          [   ] No 

Do you cry frequently?           [   ] Yes          [   ] No 

Have you ever seriously thought about hurting yourself?     [   ] Yes          [   ] No 

Have you ever attempted suicide?         [   ] Yes          [   ] No 

Have you ever seen a counselor, therapist, or psychologist?   [   ] Yes          [   ] No 

FAMILY HEALTH HISTORY 

  Significant Health Issues   Significant Health Issues 

Father         Mother       

Grandmother         Grandmother       

Grandfather         Grandfather       

Siblings [  ]M    F [  ]       Children [  ]M    F [  ]     

  [  ]M    F [  ]         [  ]M    F [  ]     

  [  ]M    F [  ]         [  ]M    F [  ]     

WOMEN ONLY 

Age of onset of menstruation: Date of last mentrual period: 

Period every _______ days # pregnancies: _______ # of live births: _______ 

Do you experience (circle):    Heavy flow    Irregular periods    Spotting    Pain    Discharge    Bloating    Irritability 

Are you pregnant or breastfeeding? [   ] Yes          [   ] No 

Have you had a D&C, hysterectomy or C-section? [   ] Yes          [   ] No 

Have you had a urinary tract, bladder, or kidney infection in the last 12 months? [   ] Yes          [   ] No 

Have you ever seen blood in your urine? [   ] Yes          [   ] No 

Do you have any problems controlling urination? [   ] Yes          [   ] No 

Do you experience hot flashes or night sweats? [   ] Yes          [   ] No 

Have you had any breast tenderness, lumps or nipple discharge? [   ] Yes          [   ] No 

Date of last gynecological exam / Pap smear: _______________ 

MEN ONLY 

Do you usually get up to urinate during the night? If yes, # of times: _______ [   ] Yes          [   ] No 

Do you feel pain or burning when urinating? [   ] Yes          [   ] No 

Have you ever seen blood in your urine? [   ] Yes          [   ] No 

Do you ever experience a painful discharge from your penis? [   ] Yes          [   ] No 

Has the force of urination decreased? [   ] Yes          [   ] No 

Do you have any problems emptying your bladder completely? [   ] Yes          [   ] No 

Have you had any kidney, bladder or prostate infections in the last 12 months? [   ] Yes          [   ] No 

Have you had any difficulty obtaining or maintaining an erection or ejaculating? [   ] Yes          [   ] No 

Have you had any testicular pain or swelling? [   ] Yes          [   ] No 

Have you ever had a prostate/rectal exam? If yes, date of last exam: ____________ [   ] Yes          [   ] No 
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DISCLAIMERS & WAIVERS 
 

_____ (initial) Financial Waiver 
 

I understand that the Glimpse weight loss program (and affiliated programs) and all medications, supplements, 
cosmetic products and procedures, and certain elective injections will NOT be billed to my insurance company.  I 
understand that I will be responsible for all charges incurred for these products, services and procedures and that 
payment is due no later than time of service. 
 

_____ (initial) Elective Injections 
 

I understand that certain injections are considered elective and are not covered by most insurance providers. 
Injections such as vitamin injections, diet shots, hormone replacement, folic acid, naturopathic and other 
injections are not covered. I understand that I will be responsible for all charges incurred for these services and 
that payment is due no later than time of service. 
 

_____ (initial) Controlled Substances and Prescriptions 
 

Controlled substance medications are closely monitored by various government agencies. Used properly, many 
medications under this classification can be highly effective for pharmacological therapeutic treatment of a variety 
of conditions. To ensure these medications are used correctly, I agree to the following: 
 

1. I am responsible for my own medications. If a prescription or medication is lost, stolen or misplaced, or used 
sooner than expected based on the prescription, I understand that the prescription will NOT be replaced. 

2. I will NOT request nor accept the same nor chemically similar controlled substance medication prescriptions 
from any other physician or individual while I am receiving such medications from Glimpse (unless I am 
hospitalized). 

3. I understand that while a patient of Glimpse Medical/Dr. Jill Oliver that my record of dispensed controlled 
substances will be monitored under the PMP (Prescription Monitoring Program) per Nevada State law.  

4. I understand there may be a turnaround time of 24-48 hours for refills of all prescription medications. 
Therefore, I understand I should not wait until my medications are completely used prior to requesting a refill. 
I also understand that renewed prescriptions of controlled substances require an office visit and that such 
renewals will ONLY be made during office hours. 

5. I understand that violating ANY of these terms may result in my being discontinued as a patient. 
 
_____ (initial) Privacy Practices 
 

I have received a copy of this medical practice’s Privacy Practices. I understand that these practices can change 
over time reflecting changes in federal, state, and local law and that Glimpse extends its best efforts to safeguard 
my Protected Health Information (PHI). 

 
 

I have read and understood the disclaimers and waivers. 
 
 
___________________________________________  _________________________ 
 

Print Name       Date 
 

 

___________________________________________ 
 

Signature 
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NOTICE OF PRIVACY PRACTICES 
 
This notice describes how your personal health information may or may not be used and disclosed and the means by 
which you, our patient, may access this information. Please review it carefully. The Health Insurance Portability and 
Accountability Act (HIPAA) is federal legislation designed to limit gaps in health insurance coverage and to improve the 
privacy, access, and disclosure of personal health information. HIPAA regulations set tight boundaries on the use and 
release of health records and give patients more control over and access to their Protected Health Information (PHI), 
enabling them to find out how their PHI may be used, and in regards to certain disclosures of their information when such 
disclosures are made. PHI is defined as any information that may identify or be used to identify a patient and that relates 
to: past, present or future physical or mental health care or condition; health care services provided; payment for health 
care. It has always been the policy of Glimpse to maintain our patients’ records with the utmost of respect, care, 
safety and confidence. In certain areas, state or other regulations may be more stringent than HIPAA. It is the policy of 
Glimpse to always abide by the most stringent of regulations as they pertain to PHI. We will make every reasonable 
attempt to keep Protected Health Information (PHI) a confidential matter between Glimpse and you, our patient. 

 
Use and Disclose of Your Protected Health Information 

 
1. Glimpse may use or disclose your Protected Health Information for purposes of treatment, payment or 

healthcare operations without your prior authorization. Your PHI may be made accessible to our providers and 
staff for the purpose of providing care and services related to the practice. We may also use your PHI for internal 
purposes, including but not limited to determination of practices to provide better care and services and/or employee 
review. As most health insurance companies and policies do not cover our services, we will not send your insurance 
carrier information regarding any services or care provided without your prior written authorization. We may access or 
send your PHI to our attorneys, accountants, or other personnel in the event such information is required in the course 
of our business function. 

 
2. Protected Health Information may also be used without prior consent when: 

Required by Law or Subpoena: PHI will be used and disclosed when the law requires it. Examples of such 
requirements include: communicable disease or infection exposure reporting, abuse, product recalls or failures, 
and reactions to medications. PHI may be used and disclosed to law enforcement officials to identify or locate a 
suspect, fugitive, material witness or missing person or, in some cases, to comply with a court order or subpoena 
and for other law enforcement purposes. 
For Health Oversight Activities and Requirements: PHI may be used and disclosed to health agencies during the 
course of audits, investigations, surveys, accreditations, certifications and other proceedings. 
For Research: PHI may be used and disclosed in order to prevent or lessen a serious and imminent threat to the 
health and/or safety of others. 

 
3. Required Uses and Disclosures: Under the law, disclosures must be made to you, our patient, upon request in most 

circumstances and when required by the Department of Health and Human Services to investigate or determine 
compliance with HIPAA regulations.  

 
4. For all other circumstances, Glimpse may only use or disclose your Protected Health Information with your 

written authorization. If you, our patient, authorize Glimpse to use or disclose your PHI, you may revoke your 
authorization in writing at any time. However, if Glimpse has disclosed or used your PHI based on a revoked 
authorization, nondisclosure may not be possible. 

 
5. We may also use or disclose your Protected Health Information for: 

Appointment Reminders: Glimpse may contact you with appointment reminders or to provide information on other 
treatments or services that may be of interest to you. 
Change of Ownership: In the event that Glimpse is sold or merged with another organization, your PHI will 
become the property of the new owner. Although any new management will have obligations to keep your data 
private under HIPAA as required by law, their exact policies may differ from those in effect and use at Glimpse. 
 
Insurance Billing: Your designated insurance carrier/payer may require documentation of services or other 
information contained in your PHI. For purposes of billing the payer that you, our patient, have designated your 
PHI may be shared in ways consistent with HIPAA regulations. Your payer is responsible for abiding by the law 
and their privacy policies with regard to protecting your PHI. 
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Rights With Respect to Protected Health Information 
 
You, our patient, have the right to request restrictions on the use and disclosure of your PHI. You have the right to request 
your PHI through confidential means. Glimpse will not require an explanation from you prior to disclosing your PHI to you 
upon request. You must specifically state how and where to send any records, documents, or materials in our possession 
that contain PHI. Such request must be in writing and be addressed to the Privacy Officer as listed below. 
 
You, our patient, have the right to inspect your PHI. You may also obtain copies of your PHI with few exceptions. Glimpse 
may charge a reasonable fee for the copying and/or mailing of records. You have the right to request that Glimpse amend 
your PHI if you believe it is incorrect or incomplete. Glimpse reserves the right to deny such a request if it is believed to 
be accurate as written. 
 
You, our patient, have the right to receive an accounting of disclosures of your PHI performed, facilitated, or overseen by 
Glimpse, except those authorized by you, those made for treatment or other health care operations, those provided 
without personally identifiable information, and/or disclosures required by law, among other disclosures not named herein 
but accepted as exempt from this right. The right to receive an accounting is subject to exceptions and limitations as 
provided for by the relevant agencies and situations that permit it. 
 
You, our patient, have the right to a paper copy of the current Notice of Privacy Practices upon request. If you would like 
to obtain a more detailed explanation of these rights, or if you would like to exercise one or more of the rights listed herein, 
you may contact the Privacy Officer as listed below. 

 
Glimpse’s Duties to Its Patients 

 
Glimpse is required by law to maintain the privacy of your Protected Health Information and to provide you, our patient, 
with a copy of this Notice and is also required to abide by the terms of this Notice. Glimpse reserves the right to amend 
this Notice at any time in the future and to make the provisions in the amended Notice applicable to your PHI in its 
entirety, regardless of whether or not it was created prior to the amendment of the Notice. If such an amendment is made, 
Glimpse shall immediately display the revised Notice at our office and provide you with a copy of the current Notice at 
any time, upon request. 

 
Contacting Glimpse With Regards to Privacy Practices 

 
If you have any questions, concerns, or problems regarding your Protected Health Information, or if you want more 
information regarding Glimpse’s compliance with HIPAA and the management of its patients’ PHI, please do not hesitate 
to contact our Privacy and Compliance Officer (Anthem Office): 
 

Henry Crossen 
Glimpse Practice Manager and Privacy & Compliance Officer 
10170 S. Eastern Ave #100; Henderson, NV 89052 
Phone: (702) 405-5660; Fax (702) 405-5661 
 


