






PATIENT: _________________ CHART: ___ _ 

BASIS FOR ENTITLEMENT TO MEDICARE� AGE _DISABILITY 
END STAGE RENAL DISEASE 

ARE YOU CURRENTl Y EMPLOYED? YES NO 

IS THIS ILLNESS/INJURY DUE TO AN ACCIDENT (AUTO)? __ YES __ NO 

IS THE VISIT PAYABlf TO WORKERS COMPENSATION INSURANCE? __ YES __ NO 

DO YOU HAVE A VA FEE SERVICE CARO? __ YES ___ NO 

DO YOU HAVE BLACK LUNG DISEASE? __ YES NO 
-- , 

PATIENT SIGNATURE: ______________ _ DATE: 

PATIENT UNABLE TO SIGN (REASON):---·--------------

(EXAMPLES: NURSING HOME PATIENT, MEDICAL CONDffiON, OR IN.JURY) 

EMPLOYEES SIGNATURE: DATE: 

Little Shell Health Clinic
425 Smelter Ave NE
Great Falls, MT 59404

















Name {Last, First, M.t.}: _________________ o M □ F DOB:__} ______ _ 

HEALTH HISTORY QUESTIONNAIRE 

Please complete this entire questionnaire. It will provide your care team with 

important information about your health. All answers contained in this questionnaire 

are strictly confidential and will become part of your medical record. 

LITTLE SHELL 

TRIBAL HEALTH 

Marital status: Circle the answer. Single Partnered Married Separated Divorced Widowed

Number of children:__ How many live with you?__ Occupation is/was: ____________ _ 

Previous or referring doctor: __________ _ Date of last physical exam: __________ _ 

HEALTH HISTORY 

Tests/Screenings and Dates: D Eye Exam ___ _ D Colonoscopy __ _ D Dexa Scan __ _

Hospitalizations / or Surgeries 

Year ____ Reason ______________ Hospital ______________ _ 

Year ____ Reason ______________ Hospital ______________ _ 

Year ____ Reason ______________ Hospital ______________ _ 

Year ____ Reason _____________ _ Hospital _____________ _ 

D I have had no surgeries D I have never been hospitalized

Have you ever had a blood transfusion? DY D N

Please list other physicians you have seen in the last 12 months, and for what reason. 

 




















