[image: image1.wmf]Ellensburg Community Health Clinic

(Ellensburg Branch)
Date: 


Name:  



 





      
  DOB: 




Phone: 




           
Sex:   FORMCHECKBOX 
 Male
   FORMCHECKBOX 
 Female 
     Previous Patient:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Chief Complaint:





Medications:
Allergies: 

 FORMCHECKBOX 
 Would patient like info on Quitting Smoking?

Vitals:  BP: 
 /

 HR: 


 Temp: 

 Resp: 

 Wt: 

           

O:




A/P:

Physician Signature: 



