. | |
. World Health Plan.org

1484 Pollard Road, Suite 335 ¢ Los Gatos * California ®* 95032 Phone: 408-866-8878
Fax: 408.866-8878

GENERAL INFORMATION

First Name Middle Name Last Name
Address Date of Birth
City State Zip Code
Home Phone Work Phone Cell Phone

O | am over 18 years of age
If you are registering someone other than yourself who is under 18
O | am the Legal Guardian of the member | signed up
If you are registering someone other than yourself who is over the age of 18
O | am authorized to add, edit or delete the personal medical profile of the person on this record

EMERGENCY INFORMATION

PRIMARY CONTACT (below) BLOOD TYPE (Optional)
Name Relationship
Home Phone Work Phone Cell/Other Phone

SECONDARY CONTACT (below)

Name Relationship

Home Phone Work Phone Cell/Other Phone

OTHER CONTACT (below)

Name Relationship

Home Phone Work Phone Cell/Other Phone
Allergic Notes

Allergic Notes

MEDICATION Condition Medication is Treating

Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor Doctor’'s Phone Number

MEDICATION Condition Medication is Treating

Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor Doctor’'s Phone Number

MEDICATION Condition Medication is Treating

Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor Doctor’'s Phone Number




MEDICATIONS

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

MEDICATION Condition Medication is Treating
Dosage Frequency (How often do you take the Medication?)
Notes Notes

Prescribing Doctor

Doctor’'s Phone Number

NOTE: Please attach a list of any additional medication to the back of this form.



DOCTOR’'S NAME Doctor's Specialty

Condition being Treated Phone Number

Address

City State Zip Code
Notes

DOCTOR’'S NAME Doctor’s Specialty

Condition being Treated Phone Number

Address

City State Zip Code
Notes

Hospital Name Notes

Address

City State Zip Code
Phone Number Contact Information

Hospital Name Notes

Address

City State Zip Code
Phone Number Contact Information

INSURANCE
PRIMARY INSURANCE

Insurance Provider Name Type of Insurance
Medical Record Number Group/.ID. No.
Contact Information Phone No.

SECONDARY INSURANCE

Insurance Provider Name Type of Insurance
Medical Record Number Group/I.D. No.
Contact Information Phone No.
IMMUNIZATIONS
Immunization Name/Type Date of Immunization Next Due (if known)
Immunization Name/Type Date of Immunization Next Due (if known)
Immunization Name/Type Date of Immunization Next Due (if known)
SURGERIES
Elective or Non-Elective Name/Type Surgery Date
Notes
Elective or Non-Elective Name/Type Surgery Date
Notes
Elective or Non-Elective Name/Type Surgery Date

Notes



O Abdominal Pain
OAllergies/Hayfever
OAnemia OBruise Easily
OAnkles — Swollen

OGall Bladder Trouble

OGout
OHair Loss

MEDICAL HISTORY

OPneumonia
OProstate Disease

OPsoriasis OEczema

ORashes OHives

OcChicken Pox Polio Mumps
OMeasles ORubella
OScarlet Fever OTuberculosis

OHeadaches — Frequent
OHeart Murmur
OHemorrhoids
OHernia

OAppetite — Loss of
OArthritis/Rheumatism
OAsthma/Wheezing

OSexual/Menstrual Dysfunction
Osinus Trouble
Ostools — Bloody or Tarry

OBack Pain — Recurrent OHigh Blood Pressure OStroke
OBone Fracture/Joint Injury Oindigestion or Heartburn OSwallowing Difficulty
OBowel Habits — Change in Oinfections — Frequent OTetanus

OBronchitis/Chronic Cough OJaundice/ Hepatitis OThroat — Sore — Frequent

OHerpes

ORheumatic Fever

OFemales — Please Complete
Pregnant? OYes ONo

Planning Pregnancy? OYes ONo
Menstrual Flow

ORegular Olrregular OPain/Cramps

Days of Flow Length of Cycle

OCancer OKidney Stones OThyroid Disease Date — 1st day of late period
OChest Pain OLactose Intolerance OTremor / Hands Shaking OPain / Bleeding during or after sex
OConvulsions / Seizures OLeg Pain — Walking OUlcers — Peptic Number of:

ODiabetes OMemory Loss Ourethral Discharge ____Pregnancies ____Abortions
ODiarrhea OConstipation OMental lliness OuUrination OOvernight>Than Twice __ Miscarriages _____Live Births

ODiphtheria

ODiverticulosis OCrohn’s/Colitis

ODizziness / Fainting

OEar Infections — Frequent

OEar - Ringing In
OEye Infections
OFatigue — Chronic

OMoodiness — Excessive

OMuscle Weakness
ONausea / Vomiting — Persistent

ONervousness ODepression

ONose Bleeds

ONumbness / Tingling Sensations
OOsteoporosis

ODecrease in Force/Flow
OPainful OLoss of Control
Ourine — Blood In
OvVaricose Veins / Phlebitis
OVenereal Disease

Ovision — Failing
Oweight Loss — Recent

Birth Control Method
B.C. Pill (Name)
OFlushing / Menopause
Date of last PAP Test
ONormal OAbnormal
Date of Last Mammogram
ONormal OAbnormal

OFoot Pain OCold Numb Feet OPhobias OOther OOther
FAMILY HISTORY
Father Mother Children Siblings Iiaa[rlenrtvss ’\gg‘r};ﬁ;: Father Mother Children Siblings Iiaa[rlenrtvss ’\g(;lrzs{:
Alcoholism m} m} m} m} m} m} High Blood Pressure m} m} m} m} m} m}
Asthma [m] a [m] [m] [m] a Kidney Disease (m] [m] (m] a [m] [m]
Bleeding Disorder [m] a [m] [m] [m] a Mental lliness (m] [m] (m] a [m] [m]
Cancer O a [m] O O a Migraine (m] [m] (m] m} m} m}
Diabetes m} m} m} m} m} m} Osteoporosis m} m} m} m] m} m}
Epilepsy [m] [m] [m] [m] [m] [m] Stroke (m] [m] (m] [m] [m] [m]
Convulsions m] o m] m] m] o Glaucoma (m] [m] (m] a [m] [m]
Thyroid Disease O a [m] O O a Hair Loss (m] [m] (m] [m] O [m]
Heart Disease O O O O O O Other [m] O [m] O O O
HABITS
Alcohol: Type Diet: Salt Intake Sleep: Difficulty Falling Asleep __ Smoke: Packs Daily.
Amount Fat Intake. Continuity Disturbances How Long
Coffee: Cups Daily Other Early Morning Awakening Interested in Stopping?

Other Caffeine

Exercise Routine:

Daytime Drowsiness



MONTHLY Automatic Electronic Payment/Draft Authorization

By using the authorization form below, you can choose Monthly Autormatic Electronic payment method. The
Plan will draw a check on your personal checking account each month. You no longer have to worry about late
payment charges or paperwork.

I/We hereby authorize World Health Plan.org to charge my account each month the amount shown below, said
amount to be credited to my account with World Health Plan.org. This authority is to remain in full force and
effect until notified in writing to World Health Plan.org of termination. The named bank below is authorized to
make corrections should any be necessary)

PLEASE PRINT AND COMPLETE FORM BELOW
Name

Monthly
Plan Please check one O Single $7.00 O Couple $10.00 4 Family $12.00

Name on Bank Account
Name of Bank Phone Number Contact

BANK USE:

WEFIACCT. # TRANSACTION CODE

ACCOUNT NO. INFORMATION -Applicant

Place an “X” here to indicate “1 agree” with the automatic Electronic payment/Draft Authorization indicated above.

MAIL WITH PAYMENT TO WHP.org (Please Print)

NAME Covered dependents — List Eligible Dependents (Same Residence)
Last First Initial
ADDRESS SPOUSE Birthdate
CITY ZIP Last First Initial
PHONE (Bus) () (Res)) () CHILDREN Birthdate
Last First Initial
Charge: O Visa O Mastercard O Discover d Am. Ex. Expiration: Birthdate
It rrrrrrrr PPl Birthdate
MAKE CHECK PAYABLE TO:
AGENT # Date World Health Plan.org (1013 I ANNUAL MONTHLY
\’)Avglrll_d-rl—%alth Plan.org 3 INDIVIDUAL s
: O COUPLE .... 10
Al A2 A3 | A4 AS GRP# 1484 Pollard Rd.,Ste.335 Q FAMILY :12
| Los Gatos, CA 95032
Put an “X” here to indicate “1 agree” to enroll in this plan with the understanding it is for a

minimum of 12 months.



	MailInEnrollmentForm 8x11.pdf
	On-line Authorization

