
YOuR INfORMATION today’s date:

Name: DOB: Age: Gender:

Home Phone:     (               ) Cell Phone:     (               ) Please contact by: c Home   c Cell

Address: City: State: Zip:

Pharmacy Name: City: 

Insurance: Previous Provider (Doctor):

NEW PATIENT INTAKE FORM

MEDICAL HISTORY (Check all that apply)

condition you Father Mother sibling other w/ relation

Anxiety c c c c c

Asthma c c c c c

Arthritis c c c c c

Cancer c c c c c

COPD c c c c c

Depression c c c c c

Diabetes - Type 1 c c c c c

Diabetes - Type 2 c c c c c

Heart Attack c c c c c

Heart Disease c c c c c

Heart Failure c c c c c

condition you Father Mother sibling other w/ relation

Hepatitis c c c c c

High Blood Pressure c c c c c

High Cholesterol c c c c c

Urinary Problems c c c c c

Kidney Problems c c c c c

Liver Problems c c c c c

Migraines c c c c c

Prostate Problems c c c c c

Stroke c c c c c

Thyroid Problems c c c c c

Other:

MEDICATIONS (May provide list or bring in bottles)

Medication naMe dose Frequency

ALLERGIES 
drug allergy reaction non-drug allergy reaction



SuRGICAL HISTORY 
procedure approxiMate date

TESTS  (List approximate date) VACCINES (List approximate date)

MAMMOGrAM PrOSTATe exAM PNeUMONIA

PAP SMeAr STreSS TeST SHINGLeS

BONe DeNSITy HeArING TeST TeTANUS

COLONOSCOPy FOOT exAM FLU

eye exAM eKG

LIST ALL OTHER DOCTORS/SpECIALISTS/pROVIDERS wHO pARTICIpATE IN YOuR CARE
provider type                                                      provider naMe provider type provider naMe

PrIMAry CAre PrOvIDer

CArDIOLOGIST (HeArT)

DerMATOLOGIST (SKIN)

eNDOCrINOLOGIST (HOrMONe)

GASTrOeNTerOLOGIST (STOMACH)

PULMONOLOGIST (LUNG)

NePHrOLOGIST (KIDNey)

NeUrOLOGIST (NervOUS SySTeM)

OB/GyN (wOMeN'S HeALTH)

ONCOLOGIST/HeMATOLOGIST (CANCer)

OrTHOPeDIC DOCTOr (BONe/MUSCLe)

OTOLAryNGOLOGIST (eAr/NOSe/THrOAT)

PAIN MANAGeMeNT

PHySICAL THerAPy

PSyCHIATrIST Or COUNSeLOr

rHeUMATOLOGIST (AUTOIMMUNe)

SOCIAL wOrKer/CASe wOrKer

UrOLOGIST (KIDNey/BLADDer)

OTHer:

OTHer:

SOCIAL HISTORY 
c tobacco PACKS Per DAy: HOw MANy yeArS?: wHeN DID yOU qUIT?:

c sMokeless USeS Per DAy: HOw MANy yeArS?: wHeN DID yOU qUIT?:

c alcohol DrINKS Per weeK: TreATMeNT?: wHeN DID yOU qUIT?:

c drugs TyPe: TreATMeNT?: wHeN DID yOU qUIT?: 

c Medical Marijuana                   reASON: HOw LONG?:

c exercise TyPe: MINUTeS Per DAy: DAyS Per weeK:

occupation: c FULL TIMe c PArT TIMe c reTIreD c DISABLeD

Marital status:  c SINGLe c MArrIeD c PArTNer c DIvOrCeD c wIDOweD


