


HEALTH HISTORY QUESTIONNAIRE

TODAY'’S DATE: / / NAME (First MI Last):

AGE: DOB: / / [IMALE [CJFEMALE
ADDRESS:

CITY: STATE: | ziP:

PHONE (primary): PHONE (secondary):

EMAIL:

EMERGENCY CONTACT & PHONE (name, relationship & phone):

1. PRIMARY MEDICAL COMPLAINT(S)/CONDITION(S):
(The medical condition(s) for which you qualify for a card)

2. PLEASE PLACE AN “X” ON ALL PROBLEMATIC AREAS BELOW:

MEDICATIONS (please list; if you take more medications than can be
listed here, please attach a copy of your medication list to this form):

ALLERGIES (please list):

3. SURGICAL HISTORY (please list procedure & year):

4. CURRENT HEIGHT: ft

in CURRENT WEIGHT: Ibs

LAST KNOWN BLOOD PRESSURE: /

5. PAST MEDICAL HISTORY (check off all that applies):

|:| Anorexia (poor appetite)

|:| Anorexia nervosa (or any eating disorder)
] Autism or ADD/ADHD

[CJAIDS/HIV

|:| Back pain (including neck pain)

|:| Birth defect (specify type):

|:| Brain injury (trauma, concussions, etc)
[] cancer (specify type):

|:| Cachexia (muscle wasting)

|:| Diabetes Type 1 or Type 2 (circle one)
|:| Dystonia (spasms, tremors, Parkinson’s)
|:| Dementia (Alzheimer’s, vascular, other)

|:| Epilepsy (seizures or seizure disorder)

|:| Ear problems (hearing loss, tinnitus, infxn)
|:| Endocrine disorder (thyroid, adrenals, etc)
|:| Eye problems (vision loss, cataracts, infxn)
|:| Fibromyalgia, Chronic Regional Pain

|:| Genital/Gynecological problems

] GERD (reflux or heart burn)

|:| Heart disease/Stroke

|:| Herpes Virus (zoster, shingles, genital)

|:| Headaches (including migraine, cluster)

[ Infertility
|:| Intestinal disorders (IBS/D, Colitis, Ulcers)

|:| Kidney disorders (cystitis, renal failure)
|:| Liver disease (cirrhosis, hepatitis B, C)
|:| Lung disease (asthma, COPD)

[ Mood disorder (anxiety, PTSD, etc.)

|:| Multiple Sclerosis

|:| Neurologic disorder (Cerebral Palsy, etc.)
|:| Prostate disease

|:| Rheumatic disease (arthritis, lupus)

|:| Restless Leg Syndrome

|:| Sleep disorders (insomnia, sleep apnea)

|:| Skin disorders (eczema, psoriasis)

[Jother:

6. HAVE YOU USED CANNABIS MEDICINE IN THE PAST? []No, | am new to cannabis medicine [_]Yes, | have used cannabis in the past

| answered yes, and my preferred method of Cannabis use: [ ]Smoke/Vape/Dab [_]Edibles/Capsules [ ]Tincture Cdtopical [JoilrFECO

7. HAVE YOU EXPERIENCED ANY ADVERSE EFFECTS TO CANNABIS: [INever User [ JNo [JYes (please describe):

Provider has reviewed HHQ. Initials
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LIABILITY & PRIVACY ACKNOWLEDGEMENT

Release of Liability

| affirm that | have a serious medical condition that adversely affects my quality of life. | have found or am interested in finding whether medical
marijuana (referred to here as cannabis) provides substantial relief and improvement in my condition.

| understand that the cannabis plant is not regulated by the United States Food and Drug Administration and therefore may contain unknown quantities
of active ingredients, impurities, and/or contaminants. In requesting a permit for the use of this plant as medication, | assume full responsibility for all
risks of this action.

| am advised that cannabis smoke contains chemicals known as tars that may be harmful to my health. Recent research indicates that the vaporization
of cannabis eliminates exposure to tar, carbon monoxide, and carcinogens. Should respiratory problems or other ill effects be experienced in association
with its use, it should be discontinued and reported to the physician.

| am advised that the use of cannabis may affect my coordination and cognition in ways that could impair my ability to drive, operate heavy machinery,
or engage in potentially hazardous activities. There may be other risks that are not addressed herein. | assume full responsibility for any harm to me
and/or other individuals because of my use of cannabis.

State medical marijuana law provides for the possession and cultivation of cannabis for the personal medical purposes of the patient, with a physician
statement. The physician, staff, and representatives of this practice are neither providing cannabis, nor are they encouraging any illegal activity in
obtaining cannabis.

I, the undersigned, hereby request a consultation with the physician for the purposes of determining the appropriateness of medical cannabis treatment.
The physician, staff, and representatives are addressing specific aspects of my medical care, and, unless otherwise stated, are in no way establishing
themselves as the primary care provider.

Should my medical use of cannabis be approved, | understand there is a renewal date specified. | understand that it is my responsibility to see the
physician to assess the possible continuance of cannabis use beyond the term of approval. Furthermore, the undersigned, my heirs, assigns or anyone
acting on my behalf, hold the physician and his/her principals, agents, and employees free of and harmless from any liability resulting from the use of
cannabis.

| hereby authorize The AC Clinics and their representatives to confirm my status as a current patient when requested to do so by law enforcement or
patient service organizations.

Patient Name (print) Name of Authorized Representative (if applicable)

/ /

Patient Signature (or signature or Authorized Representative) Date

Patient Acknowledgement of Receipt of Notice of Privacy Practices

[l received a copy of the Notice of Privacy Practices.

Patient Name (print) Name of Authorized Representative (if applicable)

/ /

Patient Signature (or signature or Authorized Representative) Date

Your signature is only acknowledgement that you have received our NOTICE OF PRIVACY PRACTICES.

The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) requires all health care providers to give patients a copy of their privacy rules
and make a god faith effort to obtain written acknowledgement from patients that they have received it.

| understand that | do not have to sign this form. If | do not sign this form, it will not affect my care. By signing this form, | acknowledge that | have
received a copy of this clinic’s privacy rules. | have read and understand them. If | am signing for a minor/child, | understand that the privacy rules apply
to this minor/child’s treatment, care and privacy rights at this clinic.

Patient Signature Not Obtained

Clinic policy, in conformity with HIPAA guidelines, does not require a patient to sign for receipt of HIPAA related information and/or
documents. Additional Resources for HIPAA information: http://www.hhs.gov/oct/privacy/hipaa/understanding/consumers/index.html

[IPatient received this printed form and was directed to appropriate resources regarding HIPAA information.

Clinic Staff Initials / / Date
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HIPAA NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this information. Please
review it carefully. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

Our Legal Duty:
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about

our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described in this
Notice while it is in effect. This Notice takes effect on 7/6/2011, and will remain in effect until we replace it. We reserve the right to change our privacy
practices and the terms of this Notice at any time provided such changes are permitted by applicable law. We reserve the right to make the changes in
our privacy practices and the new terms of our Notice effective for all health information we created or received before we made the changes. Before we
make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices or for additional copies of this Notice please contact
us using the information listed at the end of this Notice.

Uses and Disclosures of Health Information:

We use and disclose health information about you for treatment and healthcare operations. For example (these examples are not meant to be exhaustive,
but to describe the types of uses and disclosures that may be made by our office):

Treatment:

We may use or disclose your personal health information to a physician or other healthcare providers providing treatment to you.

Healthcare Operations:

We may use and disclose your health information about our healthcare operations including quality assessment and improvement activities.

Your Authorization:

In addition, you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization
you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless
you give us a written authorization we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends:

We must disclose your health information to you as described in the Patient Rights section of this Notice. We may disclose your health information to a
family member, friend or other person to the extent necessary to help with your healthcare, but only if you agree in writing that we may do so.

Persons Involved in Care:

We may use or disclose health information to notify or assist in the notification of (including identifying or locating) a family member, your personal
representative or another person responsible for your care, of your location, your general condition, or death. If you are present, then prior to use or
disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or
emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health information
that is directly relevant to the person's involvement in your healthcare. We will also use our professional judgment and our experience with common
practice to make reasonable inferences of your best interest in allowing a person to pick up copies of your health information.

Marketing Health-Related Services:

We do not use your health information for marketing communications without your written authorization. Required by Law: We may use or disclose your
health information during any judicial or administrative proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure
is expressly authorized), or in certain conditions in response to a subpoena, discovery request or other lawful process. The use or disclosure will be made
in compliance with the law and will be limited to the relevant requirements of the law. You will be notified, if required by law, of any such uses or disclosures.
Coroners, Funeral Directors, and Organ Donation:

We may disclose protected health information to a coroner or medical examiner for identification purposes, determining cause of death or for the coroner
or medical examiner to perform other duties authorized by law. We may also disclose such information in reasonable anticipation of death.

Abuse or Neglect:

We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, domestic
violence, or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious threat to your health
or safety or the health or safety of others.

National Security:

We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may disclose to correctional
institution or law enforcement official having lawful custody of protected health information of inmate or patient under certain circumstances.
Appointment Reminders:

We may use or disclose your personal health information to provide you with appointment reminders (such as: voicemail, messages, postcards, letters, or
other mailings).

YOUR RIGHTS

Access:

You have the right to copy and inspect your health information with limited expectations. You may request that we provide you with copies, if we receive
your request in writing, and we may ask for a copy of your state photo ID. You may obtain a form to request access by contacting the office. We will charge
a reasonable fee, as per Oregon law (ORS 192.521).

Restrictions:

You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to agree to these
additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Amendment:

You have the right to request that we amend your health information (request must be made in writing) and it must explain why the information should be
amended. We may deny your request under certain circumstances.

Disclosure Accounting/Communication Barriers:

It is the policy of ACC to always attempt to contact you if we are releasing your health care information. We will also always attempt to contact you to
inform you of any health information requests for disclosure (with or without your signed permission). It is important to always keep The AC Clinics
updated on your current phone number or contact information.

Questions or Concerns:

Please don't hesitate to contact us.

Complaints:

If you feel that your rights have been violated, please contact the US Department of Health and Human Services. We support your right to the privacy of
your health information. We will not retaliate in any way if you choose to file a complaint with us or with the US Department of Health and Human Services.
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