Indian Medical Association of Southern California

Free Health Screening Clinic/Health Fair

Registration Form

The following information is required for health screening purposes only.  Should you need a more extensive medical check-up, please ask the physician(s) examining you and you will be directed accordingly.

_________________________________________________________________________________________________________
Last Name





First Name




Middle Initial

_________________________________________________________________________________________________________
Male/Female
Date of Birth (Month/Day/Year) 
Home Phone Number
Cellular Phone Number

_________________________________________________________________________________________________________
Address







City



State

ZIP

DISCLOSURE:  I am under a Physician’s care and/or seeing a Health Professional and/or seeing a Psychologist, Psychiatrist or Counselor:   ___Yes  
___ No.   If you indicated “Yes”, please note name, address, and phone # of the Healthcare professional.

_________________________________________________________________________________________________________
Consent to Health Screening and Waiver of Liability

I understand, acknowledge, and agree to the following:

1.  I am voluntarily participating in the Free Health Screening Clinic/Health Fair.
2.  This Health Screening is being conducted by volunteer physicians, dentists, pharmacists and other health care professionals/assistants (“Volunteers”) for my best interests, and is preliminary in nature only and is provided free of cost.

3.  The Indian Medical Association of Southern California (IMASC), its officers, members and the participating health care volunteers make no claims, representations nor guarantees with respect to the accuracy or precision of evaluation(s) due to the limited nature of the service provided.  

4.  It is my responsibility to follow up any recommendations that are made to me during this screening, and obtain follow up advice, testing, diagnosis and advice from my personal physician.

5.  I agree to indemnify and hold harmless the participating Organizations including the IMASC, authorities of the City and facility holding the Health Clinic/Fair and Volunteers from any and all claims, liability and expenses (including attorney fees and other costs) arising out of advice given or not given, test conducted or any act or inaction on the part of the participating Organizations or Volunteers or any of them, during or after this Health Screening.  The health screening process will be rendered by volunteers only; no compensation is expected or charged.  By rendering my consent to this screening process, I understand I am not receiving medical services and therefore agree to indemnify and hold harmless Organizations including the IMASC, authorities of the City and facility holding the Health Clinic/Fair and Volunteers from any and all claims, liabilities, and expenses including attorney fees and court costs, arising from my participation or the advice given or not given, test(s) conducted or as a result of this health screening.  I understand that the activities of this Health Clinic/Health Fair may be filmed or photographed and such films or photographs may contain my picture or likeness.  I further understand that such films or photographs may be used for various purposes including films and publications for non-commercial and/or commercial purposes.  I understand that I have right of privacy and a right of physician/patient privilege.  I expressly waive my rights of privacy and physician/patient privilege and authorize the filming or photographing of my person or likeness for usage including but not limited to films, published articles for commercial as well as non-commercial purposes.  I UNDERSTAND THAT MY SEEKING THE ADVICE OF PHYSICIANS AT THIS HEALTH FAIR DOES NOT CREATE A PHYSICIAN/PATIENT RELATIONSHIP BETWEEN MYSELF AND ANY PHYSICIAN OR HEALTH CARE PROVIDER AT THIS FAIR.

6. I acknowledge that I have read this Waiver, or have had it read to me, I have understood the provisions, or have had it explained to me, and my waiver is made knowingly, voluntarily and intelligently.

Signature of Patient __________________________________ 
Signature of Witness ______________________________
Name of Patient   ____________________________________
Name of Witness_________________________________
Date ______________________________________________  
Date___________________________________________
Indian Medical Association of Southern California

Free Health Screening Clinic/Health Fair



Health History & Record
_________________________________________________________________________________________________________

Last Name



First Name


Middle Initial


Date of Birth
The following information is required for health screening purposes only.  Should you need a more extensive medical check-up, please ask the physician(s) examining you and you will be directed accordingly.

Date:                                                               Please check mark the appropriate boxes.
	(  Do you smoke?
	(  Breathing disorders, TB, Asthma?
	(  Sleep problems?

	(  Do you drink alcoholic beverages?
	(  Coughing up blood?
	(  Heat or cold intolerance?

	(  Have you had any surgeries? 
	(  Nausea, vomiting, indigestion?
	(  Excessive thirst or urination?

	(  Unintended weight loss or gain?
	(  Change in bowel habit?
	

	(  Fatigue?
	(  Abdominal pain?
	    HEALTH SCREENING TESTS

	(  Problem with eyes?
	(  Blood in stool?
	(      Pap smear test done?  Year: 

	(  Problem with ears?
	(  Blood in urine?
	(      Mammogram done?  Year: 

	(  Heart trouble?
	(  Urinary problem?
	(      Colonoscopy done?   Year: 

	(  High blood pressure?
	(  Gynecological problem?
	(      Prostate blood test done ?  Year: 

	(  Diabetes?
	(  Joint pain or stiffness?
	(      Blood Sugar test done?  Year: 

	(  Chest pain?
	(  Back pain?
	(      Lipid (cholesterol) test?  Year: 

	(  Shortness of breath?
	(  Skin rash or any skin problem?
	(      EKG done?  Year: 

	(  Palpitation?
	(  Frequent headaches?
	(      Cardiac stress test done?  Year: 

	(  Swelling of feet?
	(  Neurological problem?
	(      Bone density test done?  Year: 

	(  Chronic or frequent cough?
	(  Anxiety, depression or nervousness?
	


List of Surgeries, if any? ____________________________________________________________________________________

List of Medications you are taking  ____________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Explain present medical problems, if any  _______________________________________________________________________

_________________________________________________________________________________________________________


Official Use Only:









Date-Medical Record # (e.g. 022606-1): _____________________  Height _______  Weight (lb)_____  Pulse _____ BP ______
Pertinent Physical Findings: 

Lab Tests Ordered:

Name & Signature of Physician/Healthcare provider:

Follow up:  Abnormal test results and any action taken:

