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Our Mission 

 
We, the Pacific College of Health and Science Wellness Center, a nationally recognized educational facility, provide 

exemplary clinical training for our students, personalized Oriental medical treatments for our patients, and 
supportive services for our staff so that each experiences a higher degree of satisfaction. 

 
Thank you for selecting us for as your healthcare partner. To help us meet all your healthcare needs, please fill out 
this form to the best of your ability. If you have any questions or need assistance, please ask one of our clinical 
receptionists and we will be happy to help. 
 
All information provided will 
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Please check the if any of the following statements are true: 
 
I have known allergies to medications, latex, 
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Mental Health Questionnaire 
Over the last 2 weeks, how often have you been bothered by 
any of the following problems? 
(Use “x” to indicate your answer) 

Not at 
all 

Several 
days 

More 
than 

half the 
days 

Nearly 
every day 

Little interest or pleasure in doing things     
Feeling down, depressed, or hopeless     
Trouble falling or staying asleep, or sleeping too much     
Feeling tired or having little energy     
Poor appetite or overeating     
Feeling bad about yourself- or that you are a failure or have let 
yourself or your family down 

    

Trouble concentrating on things, such as reading the newspaper 
or watching television 

    

Moving or speaking so slowly that other people could have 
noticed? Or the opposite- being so fidgety or restless that you 
have been moving around a lot more than usual 

    

Thoughts that you would be better off dead or of hurting 
yourself in some way 

    

For Office Coding     
Total Score  
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Gynecological History 
 
Age of 1st period (menarche) ___________  Are you pregnant?       Yes             No 
Age of last period (menopause) _________  # of live births____ # of abortions___  # of miscarriages____ 
Number of days between periods ________  Date of last: Gynecologic exam_________ Pap __________ 
Number of days of flow _______________  Mammograms______________ Bone Density Scan_______ 
Color of 


