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Patient Intake Form

Patient name:

Affix pace label here

First Name

Date of birth (mm/dd/yyyy): /

Email address:

MRN:

Social History

Middle Initial Last Name

Regular exercise (Yes or No)
Tobacco use (Yes or No)

Alcohol use (Yes or No)
Drug use (Yes or No)

Occupation:
If yes, how many hours / week?
Packs per day
If you have quit, how long has it been since you last smoked?
If yes, how many drinks / week?
Exposure to hepatitis or AIDS? (Yes or No)

[1Single[]Married[_]Divorced [[JWidowed

Number of years

Family History

Heart disease

Diabetes

High cholesterol

High blood pressure

Bleeding problems

Cancer (type)

Asthma Anesthesia problems

Has anyone in your family had any of the following conditions?
(Please circle and list relationship to you)

Stroke

Kidney disease

Other

Allergies (please complete if you are a new patient to our practice)

Allergy name (latex, medications and food, etc.)

Reactions and symptoms
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Medications (please complete if you are a new patient to our practice)

Medications and Dosage Reason and comments

Past Medical and Surgical History (please complete if you are a new patient to our practice)

List all medical history and past surgeries Date (year) and comments

Physicians Involved in Your Care

List all past and current physicians Telephone and email
and their specialties (other than PCP)

kkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkhkkkkkkkkkhkkkkkkkkkkkk FO r Fe m al e P atl e ntS O n |y*******************************************

Mammogram (dates & results)
Pap smear (dates & results)
Number of pregnancies & births
Did you breast-feed? (Yes or No)
Last menstrual cycle

*kkkkkkkhkhhkkkk

*kkkkhkhkkhkhhkhkx *kkkkk

Reviewed by Dr.

Page 2 of 3



Symptoms

Have you had any of the following symptoms in the past 60 days?
(Please circle symptoms you have and describe)

Constitutional (fever, weight loss, fatigue, loss of appetite)

Eyes (double vision, blurring, glasses)

ENT, Mouth (deafness, sinusitis, dizziness)

Heart (chest pain, murmur, irregular beats)

Circulation (high blood pressure)

Respiratory (asthma, shortness of breath, chronic cough, spitting up blood)

Gl (appetite, diarrhea, constipation, nausea/vomiting)

Urinary (problem urinating, burning or painful, blood in urine)

GYN (menstrual problems, pregnancies)

Musculoskeletal (arthritis, stiffness)

Skin (acne, rash or itching, change in skin color, change in nail color)

Breast (lump, pain, discharge)

Neurological (seizures, stroke, headaches, weakness, balance)

Psychiatric (depression, mood liability)

Endocrine (thyroid problems)

Hematologic (bleeding tendency, anemia)

Lymphatic (enlarged lymph nodes)

Infectious disease (hepatitis, TB, HIV/AIDS)
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