
PATIENT INFORMATION

_____________________

Today’s Date

PATIENT: ____________________________________________________________________________________________
 Last Name First Name MI Age

HOME ADDRESS: ____________________________________________________________________________________

CITY, STATE, ZIP: _____________________________________________________________________________________

HOME: ____________________________ WORK: __________________________CELL:___________________________

EMAIL ADDRESS: _____________________________________________________________________________________

DATE OF BIRTH: _____________________________________________________________________________________

PATIENT’S SOCIAL SECURITY NUMBER: _________________________________________________________________

SEX:  ________(M)     ________(F)                  MARITAL STATUS:  ________(S)     ________(M)     ________(OTHER)

PATIENT’S OCCUPATION: _____________________________________________________________________________

NAME OF EMPLOYER: ________________________________________________________________________________

SPOUSE’S NAME: _____________________________________________________________________________________

SPOUSE’S OCCUPATION: _____________________________________________________________________________

SPOUSE’S EMPLOYER: ________________________________________________________________________________

SPOUSE’S BUSINESS PHONE NUMBER: __________________________________________________________________

NAME OF RESPONSIBLE PARTY: ________________________________________________________________________

CURRENT MEDICATIONS: _____________________________________________________________________________

MEDICATION ALLERGIES:  ________(YES)     ________(NO)     ________(UNKNOWN)

LIST MEDICATION ALLERGIES: _________________________________________________________________________

REFERRED BY: _______________________________________________________________________________________

EMERGENCY CONTACT NAME: _______________________________________________________________________

EMERGENCY CONTACT PHONE NUMBER: ______________________________________________________________

______________________________________________________ 

Signature of Parent or Guardian

PAYMENT IS EXPECTED AT TIME OF VISIT

We accept cash, personal check, VISA or MasterCard

Please turn over



HEALTH QUESTIONNAIRE

HOSPITAL ADMISSIONS (not including pregnancies):

  YEAR: ILLNESS OR OPERATION:

 _____________________ ______________________________________________________________

 _____________________ ______________________________________________________________

 _____________________ ______________________________________________________________

 _____________________ ______________________________________________________________

 _____________________ ______________________________________________________________

 _____________________ ______________________________________________________________

PAST MEDICAL HISTORY
Have you ever had the following: (Circle “no” or “yes”, leave blank if uncertain)

Measles .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Mumps . . .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Back Trouble . .. . .. . .. . .. . .. . .. . .. .   no       yes AIDS or HIV+ . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Chickenpox . . .. . .. . .. . .. . .. . .. . .. .   no       yes Infectious Mono.. . .. . .. . .. . .. . .. . .. . .   no       yes
Whooping Cough .. . .. . .. . .. . .. . .. .   no       yes Bronchitis.. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Scarlet Fever . .. . .. . .. . .. . .. . .. . .. .   no       yes Mitral Valve Prolapse . .. . .. . .. . .. . .. . .   no       yes
Diphtheria  .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Stroke .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Smallpox . . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Hepatitis  .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Pneumonia .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Ulcer. .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Rheumatic Fever. .. . .. . .. . .. . .. . .. .   no       yes Kidney Disease  .. . .. . .. . .. . .. . .. . .. . .   no       yes
Heart Disease .. . .. . .. . .. . .. . .. . .. .   no       yes Thyroid Disease.. . .. . .. . .. . .. . .. . .. . .   no       yes
Arthritis .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Bleeding Tendency .. . .. . .. . .. . .. . .. . .   no       yes
Venereal Disease  .. . .. . .. . .. . .. . .. .   no       yes Asthma . . .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Anemia  .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Hernia.. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Hives or Eczema  .. . .. . .. . .. . .. . .. .   no       yes Blood or Plasma Transfusions . . .. . .. . .   no       yes
Epilepsy .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes Tuberculosis  .. . .. . .. . .. . .. . .. . .. . .. . .   no       yes
Migraine Headaches  .. . .. . .. . .. . .. .   no       yes High or Low Blood Pressure .. . .. . .. . .   no       yes
Hemorrhoids . .. . .. . .. . .. . .. . .. . .. .   no       yes Any Other Disease .. . .. . .. . .. . .. . .. . .   no       yes
Diabetes . . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes (please list) _______________________________
Polio .. . .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________
Glaucoma . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________

FAMILY HISTORY
Has any blood relative had any of the following: (Circle “no” or “yes”, leave blank if uncertain)

  Relationship
Cancer. .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________
Tuberculosis . . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________
Diabetes . . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________
Heart Disease .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________
High Blood Pressure .. . .. . .. . .. . .. .   no       yes  ________________________________________
Stroke . .. . .. . .. . .. . .. . .. . .. . .. . .. .   no       yes  ________________________________________

Do you wear seatbelts . .. . .. . .. . .. .   no       yes 
Are you a smoker .. . .. . .. . .. . .. . .. .   no       yes packs per day _____________________________
Do you have a living will .. . .. . .. . .. .   no       yes 
Do you want information  
regarding a living will .. . .. . .. . .. . .. .   no       yes 


