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MEDICAL l'RACTICI: 
ASSOCIATION 

The University of Kansas 

SOP/ASA Student INFORMATION 
Social Security Number: Student Email: 

Name: Marital Status: 

Address: Student Status: FT/ PT/ Not a student 

City: Primary Care Physician: 

State: Zip: Preferred Hospital: 

Home Phone Number: No Insurance: Yes/ No Self Pay: Yes / No 

Work Phone Number: Primary Insurance: 

Cell Phone Number: ID#: 

Sex: Group#: 

Date of Birth: Subscriber: 

Race: American Indian or Alaska Native/ Asian/ Black or Employer: 
African American/ Native Hawaiian or Other Pacific Islander 
/White/ Declined 
Ethnicity: Hispanic or Latino/ Refused/ Not Hispanic or Subscriber Birthdate: 
Latino 

Preferred Language: Subscriber SSN: 

Employment: FT/ PT/ Self/ Military/ Relationship to Student: Self/ Spouse / Dependent/ Other 
Unemployed/ Retired 

DISCLOSURE 
I understand that it is my right to elect to whom my medical, insurance and/or financial information can be released. For our 
records the first person listed will be your emergency contact. I also understand that if I choose to leave this information blank, 
the facility will not have an emergency contact or be able to release any information to anyone including my spouse/significant 
other, children, parents, siblings, etc. I therefore authorize KUSM-W Medical Practice Associate to release my information as 
directed below. 

Name: Relationship: Phone: 

Name: Relationship: Phone: 

AUTHORIZATION 
I do hereby authorize the release of any medical information necessary to process claims on my behalf. I request that all 
insurance benefits be paid directly to KUSM-W Medical Practice Association for all charges incurred by me. I understand that I 
am responsible for all charges incurred during my treatment at KUSM-W Medical Practice Association Clinics regardless of 
insurance coverage. I agree to pay the entire balance of my account in a timely manner. 

Responsible Party Signature Date 

MPA NOTICE OF PRIVACY INFORMATION 
I hereby acknowledge that I have received a copy of the Medical Practice Association's Notice of Privacy Practices 

Patient Name (print): ________________ _ Date of Birth: _______ _ 

Signature: ____________________ _ Date: __________ _ 

Relationship to Patient: _______________ _ 

Patient received a copy of the MPA Notice of Privacy Practice and refused to acknowledge receipt at this time 
Employee Signature:_____________ Date: ___________ _ 



The University of Kansas 

SOP I ASA STUDENT HISTORY FORM 

NAME _______________ DOB _________ TODAY'S DATE _______ _ 

Why are you here today?------------------------------------­

LIST YOUR ILLNESSES, HOSPITALIZATIONS, SURGERIES, AND INJURIES: 
Date Reason 

LIST YOUR CURRENT MEDICATIONS AND SUPPLEMENTS: 
Name of Medicine Strength Directions for use 

ANY ALLERGIES (Medications, Food, Etc.) 

IMMUNIZATION HISTORY: 
Last Tetanus (Td or Tdap) ____________ Last Influenza ____________ _ 
Have you received a Pneumonia vaccine? YES NO Have you received a Shingles vaccine? YES NO 

FAMILY HISTORY: 
Relationship 
Father 
Mother 
Siblin s 
Children 

Has any blood relative ever had?: 

Age Any Health Problems 

Cancer YES NO High Blood Pressure YES NO Convulsions 
Tuberculosis YES NO Diabetes YES NO Emotional Problems 
Heart Trouble YES NO Stroke YES NO Substance Abuse 
Gout/ Arthritis YES NO Bleeding Tendency YES NO 

SOCIAL HISTORY (Circle One): 
Marital Status: S[NGLE MARRIED 
Sexual Preference: MALE FEMALE 
Have you been sexually active in the last month? 

SEPARATED DIVORCED 
BOTH 
YES NO 

WIDOWED 

YES NO 
YES NO 
YES NO 

How many people live in your household? ______ What form of transportation do you use? _________ _ 
Employed outside of the home? YES NO What is your job title? _ _ _ _ _ _ _________ _ 
Are you or have you ever been exposed to fumes, dusts, or solvents? YES NO 

Do you use tobacco ( cigarettes, cigars, pipe, chewing tobacco)? YES NO If no, previous use? YES NO 
Amount used (previous or cun-ent)? ___ Packs per day 

Do you use alcoholic beverages? YES NO Amount used? __ Drinks per week __ _ 
Have you ever used any of the following? MARIJUANA COCAf

N

E HEROIN METHAMPHETAMINE 
OTHER IV DRUGS 



SOCIAL HISTORY Continued (Circle One): 

Seatbelts? ALWAYS SO:METIMES NEVER 
Sunscreen? ALWAYS smvIETIMES NEVER 
Exercise? ALWAYS SOMETIMES NEVER 
Regular Balanced Meals? ALWAYS SOMETIMES NEVER 
See a dentist regularly? YES NO Last dentist appointment? 
See an eye doctor regularly? YES NO Last eye exam? 

HAVE YOU EVER HAD ANY OF THE FOLLOWING? 
Recent weight change YES NO Fast or skipped heartbeat YES NO Urinating more often YES NO 
Skin disease YES NO Chest pain or heaviness YES NO Night time urination YES NO 
Jaundice (yellow skin) YES NO Shortness of breath YES NO Burning/painful urination YES NO 
Hives, eczema, rash YES NO Heart trouble/heart attack YES NO Blood in urine YES NO 
Moles or skin changes YES NO High blood pressure YES NO Kidney infection YES NO 
Eye problems YES NO Swelling hands/feet/ankles YES NO Kidney stones YES NO 
Wear glasses YES NO Heart murmur YES NO Bladder incontinence YES NO 
Double vision YES NO Blood clots YES NO Sexually transmitted disease YES NO 
Headaches YES NO Anemia YES NO Convulsions/seizures YES NO 
Nosebleeds YES NO Peptic ulcer YES NO Fainting spells YES NO 
Sinus trouble YES NO Vomiting YES NO Shaking or trembling YES NO 
Ear problems YES NO Gallbladder disease YES NO Muscle weakness YES NO 
Hearing loss YES NO Liver disease YES NO Stiff or painful joints YES NO 
Dizziness YES NO Hepatitis YES NO Hot or cold flashes YES NO 
Difficulty swallowing YES NO Blood in stool YES NO Difficulty making decisions YES NO 
Neck stiffness YES NO Black stool YES NO Memory loss YES NO 
Thyroid disease YES NO Change in bowel habits YES NO Difficulty relaxing YES NO 
Swollen glands YES NO Diarrhea YES NO Do you lose your temper often YES NO 
Coughing YES NO Heartburn/indigestion YES NO Are you having sexual problems YES NO 
Asthma/wheezing YES NO Abdominal pain YES NO Do you feel lonely or depressed 'YES NO 
Problems breathing YES NO Trouble sleeping YES NO Have you ever considered suicide 'lES NO 
Lung disease YES NO Feel tired most of the time YES NO Panic or anxiety attacks YES NO 

Do you consider your health (circle one): EXCELLENT GOOD FAIR POOR 

FOR MEN ONLY: 
Last testicular exam Last prostate exam 

li'OR WOMEN ONLY: 
Age menstrual cycles began Last mammogram (breast exam) 
How often are periods? Every days Breast lump or nipple discharge YES NO 
How long do periods last? days 
How long do periods last? days Last pap smear & results 
How long do periods last? days Number of pregnancies 
Date of last period Number of miscarriages/abortions 
Vaginal discharge YES NO Have you ever had a DEXA scan? YES NO 

If so, when was your last one? 

REVIEW: 
Signature Date 



Patient Health Questionnaire and General Anxiety Disorder 
(PHQ-9 and GAD-7) 

Date _______ Patient Name: ______________ Date of Birth: _____ _ 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle vour answers. 

PHQ-9 
Not at Several More than half Nearly 

all days the days evervdav 
1. Little interest or pleasure in doing things. 0 1 2 3 
2. Feeling down, depressed, or hopeless. 0 1 2 3 
3. Trouble falling or staying asleep, or sleeping too much. 0 1 2 3 
4. Feeling tired or having little energy. 0 1 2 3 
5. Poor appetite or overeating. 0 1 2 3 
6. Feeling bad about yourself - or that you are a failure or have let

0 1 2 3 yourself or your family down.
7. Trouble concentrating on things, such as reading the

0 1 2 3 newspaper or watchinQ television.
8. Moving or speaking so slowly that other people could have

noticed. Or the opposite - being so fidgety or restless that you 0 1 2 3 
have been movinQ around a lot more than usual.

9. Thoughts that you would be better off dead, or of hurting
0 1 2 3 vourself in some way.

Add the score for each column 

Total Score (add your column scores): _____ _ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 

--------------------------------------------------------·-------------.. ,---------------------------------------------------------

Over the last 2 weeks. how often have you been bothered by any of the following problems? 
Please circle your answers. 

GAD-7 
Not at all Several Over half Nearly 

days the days every day sure 

1. Feeling nervous, anxious, or on edge. 0 1 2 3
. .  ·-· 

2. Not being able to stop or control worrying. 0 1 2 3 
3. Worrying too much about different things. 0 1 2 3 
4. Trouble relaxing. 0 1 2 3 

5. Being so restless that it's hard to sit still. 0 1 2 3 
6. Becoming easily annoyed or irritable. 0 1 2 3 
7. Feeling afraid as if something awful might happen. 0 1 2 3 

Add the score for each column 

Total Score (add your column scores): _____ _ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 
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MEDICAL PRACTICL 

ASSOCIATION 

The University of Kansas 

Audit-C Form 

Please mark and "X" to indicate your answer. 

Did you have a drink containing alcohol in the past year? 

Yes 

No 

If "Yes": How often did you have a drink containing alcohol in the past year? 

_ never (0 point) 

_ Monthly or Less (1 point) 

_ 2 to 4 times a month (2 points) 

_ 2 to 3 times a week (3 points) 

_ 4 or more times a week (4 points) 

If "Yes": how many drinks did you have on a typical day when you were drinking in the past 

year? 

_ 1 or 2 drinks (0 point) 

_ 3 or 4 drinks (1 point) 

_ 5 or 6 drinks (2 points) 

_ 7 to 9 drinks (3 points) 

_ 10 or more drinks (4 points) 

If "Yes": How often did you have 6 or more drinks on one occasion in the past year? 

_ never (0 point) 

_ Less than monthly (1 point) 

_ Monthly (2 points) 

_ Weekly (3 points) 

_ Daily or almost daily (4 points) 

Interpretation: Positive _ Negative 

Interpretation: 

The AUDIT-C is scored on a scale of 0-12 (scores of 0 reflect no alcohol use). 

• In men, a score of 4 or more is considered positive.

• In women, a score of 3 or more is considered positive.

Audit-c form 5.27.21 
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