
W(~lInessICardiac Rehabilitation Program 

Thank you so milch fOI' your interest in participating in the Community Wcllness 
Program. Wc arc very cxcited Ht tlae prospect ofworJdng with you in your qlwst (0.' 

bcttcr health and a better way of life. 
" 

Th;s applicatioJl includes a Health History Questionnaire, a Medicol Release form, 
. , , 

and aPaym<mt Sttttcrncnt wbich a'lI must be cQrUpfctcdAnd rchmnc.d Co me as soon 
as possi ble. 

'If you have any qucstionsnbout nny of tliese forms or the program content, please 
feel free to contact me at Hie number listed below., '. 

Sincerely, 

JJ:;RJiICO WRIGHT 
., .. ' 

: '" .'.' i: 

Director 

"SpOl(sore4By COlllnumity AfCfnorial !{os]Ji(al" 

Suite 1.02, 1,0 Eaton Street, IIalllilton, NY 13346, Tel. (315) 825--0163 

Fax (315) 825-0164 



---------------------------

------------

COMMUNITY WELLNESS CENTER 
PARTICIPANT HEALTH HISTORY QUESTIONNAIRE 

Name 
Address 

......;Age 
Phone 

.DOB _ 
(H) 

(W) 
Family Physician Married? Chiidren _ 
Emergency Contact Phone _ 
Occupation _ 

Last Physical By whom _ 
Last Cholesterol Bloodwork By whom _ 

Total cholesterol HDL LDL Triglycerides _ 
Past Treadmill Stress Test?(Date and Physician) . 
Learned About Program? ~ _ 

Height _ Weight _ 

Medications:

Drug AUergies _ 

List all surgeries and hospitalizations with dates (include childbirth): 

Caffeine Use------------ ­
Alcohol Use

Smoking(amount per day) _
 
Special Diet? _
 

Current Exercise Habits (include type of activity, exercise time, frequency per 
week) _ 

Past Exercise Habits (include participation in fitness centers, swim program, home 
video's, etc.) _ 



---

---

---

---

---

---

---

---

Indicate which of the following apply (include dates where applicable): 

Heart attack 

Murmur 

Congcstivc Hearl Failurc 

High Blood Pressure 

Bronchitis 

Arlhritis 

Dizziness

Joint pain/problem: 

Stress

Angioplast)l.. . 

Angina . 

_ 

_	 Emphysema _ 

Epilepsy _ 

High cholesterol 

Fainting, _ 

Knee 
Shoulder
Hip _ 
Foot

Anxiety _ 

Uypass . 

Arrythmias . 

Stroke 

Asthma ._-­

Diabetes

_	 Cancer 

Palpitations_.,..--_ 

Bacl<
Wrist
AnkJe 

List any medkal symptoms or conditions which you feel may influence your exercise 
parlicipation: _ 

What is the biggest obstacle keeping you from exercising regularly?	 _ 

What are your specific health goals at the Community Wellness Center? _ 

What time of day are you interested in cxercising (please indicate exact hour if 
possible): _ 

*************************Do not write below this line*********************** 



COMMUNITY WEL.,LNESS CENTER
 
10 EATON STREET, SUITE 102
 

HAMILTON, NY 13346
 
(315) 825-0163 (315) 825-0164 fax
 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

TO: 

Patient requesting records: (,print) 

Date of Birth: _ 

I hereby authorize and request the release of my medical records or copies of such to: 
Community Wellness Center
 

JERRICO WRIGHT
 
10 Eaton S~t, Suite 102
 

Hamilton, NY 13346
 
.t-. 

Toinclude llU PerJaio,'og Inf"tVDa±lon To 
A-b; I; ty To ~ )(er{;)S''e . 

Signature of patient Date 

Date: ,Release mailed 

____,Records received 



--------

COMMUNITY WEllNESS CENTER 
DIRECT PAYMENT STATEMENT 

I hereby authorize Community Wellness Center to directly bill me for any and all services 
provided. I agree to pay Community Wellness Center on the day of, or prior to the 
rendering of, said services. I understand that the Wellness Program is a non-covered 
service under most insurimce companies; however, should I choose to, it is my 
responsibility to submit any claims to my insurance carrier. The Wellness Center will 
provide a receipt should I request it. 

I understand my financial responsibilities for any and all charges rendered and that I need 
to forward payment for these charges at the time of service. Payments are monthly, due 
on the first visit ofeach month. Fees will be pro-rated for the initial month only if I start 
on or after the 15th, to onelhalfthe usual fee, otherwise I will be charged the full rate. 
Fees may be pro-rated at other times at the discretion of the director for particular 
circwnstances as prolonged vacation (2 or more weeks duration) or physician-approved 
medical absences. The director must be notified ofany such circumstances prior to the 
beginning of the month; no refunds or adjustments will be made for non-participation in 
the program. 

This form will serve as authorization from the date signed until such a time that services 
are no longer provided. Termination notification must be made within 15 days to the 
director in order to stop the billing process. Please speak with the director about any 
billing problems. 

CHARGES $32.00 per Month CMH employee 

_______ $40.00 per MONTH UNLIMITED USE 

_______ $35.00 per MONTH (ifpaid a year in advance) 

START DATE .PATIENT SIGNATURE _ 

PRINT NAME IN FULL ~ _ 
ADDRESS ~ ~ _ 



Community Wellness Center
 

Qpen Hours
 

MONDAY: 5:30AM-7PM
 

TUESDAY: 5:30AM-7PM
 

WEDNESDAY: 5:30AM-7PM
 

TI-IURSDAY: 5:30AM-7PM
 

FRIDAY: 5:30AM-5PM
 

SATURDAY: S:AM-12AM
 

*Closed 10-12 Tuesday & Thursday 


