










Additional Comments

This questionnaire is strictly confidential between you and the AWC health professional. Your accurate responses are 
vital to effective healthcare at this office. Please go back over your responses and consider their accuracy. Thank you!

I authorize the Advanced Wellness Center’s doctors and staff to perform examinations and treatment 
deemed necessary by my provider for my condition.

Signature _____________________________________________________________ Date ________________

Guardian’s signature ____________________________________________________ Date ________________
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