
How were you referred to us?
family coworker 
friend print ad 
medical professional  internet  

Aloha Nui 
69 Lanihuli Street, Hilo, Hawaii 96720 
808.961.1400 / 808.961.1300 (fax)  

@gmail.com
www.Alohanui .com medical organization radio 

medical insurance social media 

Client Demographics:  

Last Name: ______________________________________________________ First Name: ___________________________________ MI: ___________ 

Nickname or name you prefer: ____________________________

DOB: __________ ____________ ______________ Gender:  M    F     TG Sexuality: HET    LBGT Single    Married     Partner     Divorced   Widow 

Mailing Address: ______________________________________________________ City: ______________________________ State:   Zip Code: ________________ 

Physical Address:       City:   State: Zip Code:

Contact phone: _____________________________________________ (mobile) _____________________________________________________ (Home) 

Email: __________________________________________________________________________________ *will never be used for solicitation 

Emergency contact: __________________________________________________ Relationship: _____________________________  Phone #: ________________________ 

Medical Records: 

Who may access your medical records? *remains in effect until changed by client 

Name: _________________________________________________________________ Relationship: _____________________________  Phone #: ________________________ 

Name: _________________________________________________________________ Relationship: _____________________________  Phone #: ________________________ 

Name: _________________________________________________________________ Relationship: _____________________________  Phone #: _______________________

Hypertension  Obesity           Hyperlipidemia      Diabetes Anxiety Kidney disease  Hepatitis / Liver Disease 

HIV / AIDS  Anemia    Thyroid disease    Birth Defects  Irritable Bowel   Asthma    COPD  

Emphysema Depression  Suicidal           Bipolar disorder     Arthritis  Stroke / Aneurysm    

 Prostate   Lung Other: ________________________Cancer:  Breast     Colon        Skin       

Alcohol use: 

How often:       Never      Socially       Daily Is alcohol use an addiction:   Yes     No

Tobacco use:

How many packs per day:     1        2        3+ What age did you start? ____________ Have you ever tried to quit:  Yes     No 

Drug use: 

Cannabis   Cocaine   Methamphetamine  Opioids    Ecstacy   Others: ________________________

A          B     : ________________________________________________________________________

:

Medical History (Check all that apply)




	Last Name: 
	First Name: 
	MI: 
	Nickname or name you prefer: 
	Mailing Address: 
	City: 
	State: 
	Zip Code: 
	Physical Address: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Email: 
	Emergency contact: 
	Relationship: 
	Phone: 
	Date: 
	Date_2: 
	Date_3: 
	Date_4: 
	Other: 
	Date_5: 
	Date_6: 
	Date_7: 
	Date_8: 
	Date_9: 
	Date_10: 
	Date_11: 
	Date_12: 
	Date_13: 
	Date_14: 
	Date_15: 
	Date_16: 
	Date_17: 
	Date_18: 
	Date_19: 
	Date_20: 
	Date_21: 
	Date_22: 
	Date_23: 
	Total: 
	LMP: 
	Full Term: 
	Age of Menopause: 
	Premature: 
	Abortions: 
	Irregular Menses: 
	Miscarriage: 
	Multiple Births: 
	Living Children: 
	Phone_2: 
	Phone_3: 
	Phone_4: 
	Relationship_4: 
	Name: 
	Name_2: 
	Name_3: 
	Relationship_2: 
	Relationship_3: 
	Other drugs: 
	Age: 
	other allergies: 
	Other cancer: 
	Gender: Off
	Sexual preference: Off
	current status: Off
	MM: 
	DD: 
	YYYY: 
	home: 
	cell phone: 
	referred: Off
	Check Box4: Off
	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
	Check Box14: Off
	Check Box15: Off
	Check Box16: 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
	alcohol use: Off
	addiction y/n: Off
	tobacco use: Off
	quit: 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
	Yes/no: 
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off


