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PAT IENT INFORMATION: 

Name: _______________________________________________ 

Address: _________________________________Apt#_________ 

City: ____________________State: ____	Zip: _______________ 

Sex: __________ Date of Birth: ___________________________ 

Home Phone: __________________________________________ 

Work Phone: __________________________________________ 

Cell Phone: ___________________________________________ 

Email Address: _________________________________________  
(Used for newsletters, online consults, medication refills) 
 
How did you hear about us?:______________________________	
	
 

PREFERED CONTACT METHOD: 

Cell Home Phone Work Phone Email 

Preferred Language: ____________________________________ 

Employer: ____________________________________________ 

Drivers License #: _____________________________	 
(Used for test results and orders) 
 
Marital Status: Married, Single, Divorced, Other  

Emergency Contact: ____________________________________  

Phone number: ________________________________________  

Relationship: __________________________________________ 

L IST OF CURRENT MED ICAT IONS: 
 
        MEDICATION              MG/DOSE           FREQUENCY 
   
   
   
   
   
   
   
 
Drug Allergies(INCLUDE REACTION) 

_____________________________________________ 

Non-drug Allergies(INCLUDE REACTION) 
_____________________________________________ 

SOCIAL HISTORY : 

Tobacco Use: YES/NO – Type:______________________  

Alcohol Use: YES/NO - How Often:___________________  

Exercise: YES/NO - How Often:_____________________ 
 

ROUTINE HEALTH SCREEN INGS : 

(Most recent Dates)  

Colonoscopy: _________________________________ 

Mammogram: _________________________________ 

Pap Smear:___________________________________  

Bone Density__________________________________ 

Tetanus Booster:_______________________________	

Last Menstrual Period: ___________________________	

Method of Birth Control:__________________________ 

Medical/Surgical HX:_____________________________  

	


