


 

 
 

               
 
 
 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

By signing this document, I acknowledge that I have reviewed and/or received a copy of the Notice of Privacy Practices, 
which provides a more complete description of how my protected health information (PHI) may be used or disclosed. I 
understand that Holston Medical Group (HMG) reserves the right to change their notice and information practices and that 
I may view a copy of the current Notice on HMG’s website, www.holstonmedicalgroup.com/hipaa, in any of their offices, 
or by a request in writing. 

I also understand that Holston Medical Group participates in the OnePartner Health Information Exchange (OnePartner 
HIE) and may make my medical information available electronically or may electronically transmit my medical information 
to a third party, in order to fulfill provider obligations to release my medical information in the future. 
 
______________________________________________       ________________________________________ 
Print Patient Name                                                                              Patient Date of Birth 
 
__________________________________________________         ____________________________________________ 
Patient Signature (if applicable) Date   
 
__________________________________________________          ____________________________________________ 
Authorized Representative Signature Relationship to Patient  

I understand that my Protected Health Information (PHI) will only be verbally communicated to those individuals listed below 
and no paper copies of my PHI will be provided without my signature on an Authorization for Release of Individually Identifiable 
Health Information form. I understand that some information may be considered sensitive, including but not limited to 
pregnancy test results, testing for sexually transmitted infections, Urine Drug Screen results, laboratory test results, medication, 
or information discussed during an office visit. The individuals listed below, will be required to provide the last four (4) digits 
of my Social Security Number, along with my date-of-birth, before any information will be discussed with them.  

List the individual(s) that you want protected health information verbally discussed with: 
 

Name Phone Number Name Phone Number 
    

    

 

FOR INTERNAL USE ONLY: 
Reason Acknowledgement Could Not Be Obtained: __________________________________________________________________ 
 
_______________________________________________________         _________________________________________________ 
Employee Signature                                                                                       Date 

 
Holston Medical Group complies with applicable Federal civil laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Holston Medical Group does not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex.

 
Attention: If you need language or translation services, please ask to speak with the Office Manager.  
 
Atención: Si necesita servicios de idioma o traducción, solicite hablar con el Gerente de Oficina  

 الترجمة، فیرجى طلب التحدث مع مدیر المكتب نبیھ: إذا كنت بحاجة إلى خدمات اللغة أو

MRN:  ______________________________ 
 
Date Received:  _______________________ 

MRN:  ______________________________ 
 
Date Received:  _______________________ 

http://www.holstonmedicalgroup.com/hipaa








Primary Physician:. ______ _ 
Referring Physician:. ______ _ 

Allergies □ None
D Penicillins 
□ Cephalosporins (Keflex, Omnicef)
D Sulfa Drugs (Bactrim)
□ Erythromycins (Z-pack, Biaxin)
□ Codeine, Hydrocodone, Oxycodone, Morphine
D Latex
D Aspirin, Advil, Motrin
D Other _______ _
□

Medications (Include all prescriptions, over the 
counter medications, herbs, and supplements) 

.Dou. Frequency 
□ None (mg) (daily, 2Xday) 

Social History 
Do you smoke or chew tobacco? 
D No, never. 
D I quit smoking / chewing in ____ (year) 
□ Yes, I chew: sometimes I� (circle one).
□ Yes, I smoke: sometimes/� (circle one).

Do you drink alcohol? 
D No, never. 
□ I quit drinking in ____ (year)
□ Yes, I drink: sometimes/ ggUy (circle one). 

Do you use illegal drugs? 
D No, never. 
D I quit using ______ in __ (year) 
□ Yes, I use sometimes I .d.atly. 

Reason for Visit:. _________
Pharmacy:, _________        

Past Medical History        □ None
□ Lung Disease / COPD I Emphysema / Asthma
D High Blood Pressure
□ Heart Disease I Failure
D Atrial Fibrillation
D Heart Attack ___ (year)
D Stroke (year)
□ Diabetes
□ Kidney Disease I Failure
□ Reflux Disease
0 HIV / Hepatitis C
D Depression
D Fibromyalgia
D Anxiety
D Other ________ _
□

□ 
□ 

Past Surgical History 
D None 

D Ear tubes 
□ Tonsillectomy
□ Adenoidectomy
D Sinus Surgery
D Appendix Removal
□ Gall Bladder Removal
D Back or other Spinal Surgery
□ Craniotomy (brain surgery)
D Pacemaker
D Coronary Artery Bypass Grafting
□ Cardiac Stent Placement ___ (year)
□ Other ________ _
□
□ 
□ 
□ 

Family History 
D None 

D Cancer 
Type ___ _ 

□ Hearing Loss
□ Anesthesia problems

Family Relationship 
(Maternal / Paternal) 

D Other ___________ _

Name _____________   MRN _______

DOB _______   Today's Date ________



Name  ________________________________________________________

Dizziness Questionnaire

Lightheadedness
Faint Feeling
Swimming sensation in head
Room/objects spinning around you
Feeling like you are floating
Unstable horizon
Blackouts
Imbalance

Meadowview Ear, Nose & Throat 
Kingsport: 423-246-8155  |  Bristol:  423-217-1360

Date: ____________________________________

Check the following that apply to the description of your dizziness.

Occurs while:
Standing up
Walking
Turning
Rolling over in bed

Check the following that associate with your dizziness..

Nausea
Vomiting
Pressure in head
Pressure in ear: (Left/Right/Both)
Change in hearing: (Left/Right/Both) Describe: _________________________________________________________________
Ringing in ear: (Left/Right/Both)
Headaches
Numbness: Where __________________________________________________________________________________________
Weakness: Where __________________________________________________________________________________________
Slurred speech

Describe your first experience of dizziness.
Date: ________________________________________________________________________________________________________
What were you doing when it started? _____________________________________________________________________________
How long did it last? ____________________________________________________________________________________________

Since the first event the dizziness
Is constant
Comes in attacks
Same as first
How frequent: _______________________________________________________________________________________________

Do you have

History of migraine headaches (self or family members)
An autoimmune disease
Skin Rashes
Arthritis (extremeities/back/neck)
History of a whiplash injury
Motion intolerance
Trouble walking
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