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Name: 
 

DOB:    
 

Birthplace: 

 
 
 
 

Age:    

Part 1   
Date: 

New Patient � Established � 
 

 

 

 
 

What medical concerns bring you to our clinic? 

Marital Status s �  M � D  � w � Occupation:   

If disabled, check here: �   Nature of Disability 

Do you exercise routinely? Yes   � No   � If yes, what exercise & how often?    
Cigar/ 

Have you every smoked? Yes � No � Pipe � Cigarettes � If, yes #/day # of years 

If you have never smoked, skip this question: Do you still smoke now? Yes � No � If no, when did you quit? 

Have you completed Advanced Directives or do you have a Living Will? 
 

Caffeine: Do you drink caffeinated coffee, teas, or sodas regularly? 
Yes � 

What Kind? 
No � #/day    

Tell us a little about your home environment: (live alone, with family, single parent, house, apartment...) 
 
 
 

Are you under a lot of pressure at work, home or school? Yes � No �     
Which source? 

Medical Information 
 

Allergies: Are you allergic to any drugs? Yes � No � 
 

Please list:      

Medications: (List all medications you are taking regularly, including over the counter, herbal or natural remedies) 
 
 
 

 
Medical Illnesses or Conditions: (list any chronic conditions, which you have been diagnosed with) 

 
 
 

 

Have you ever had or been diagnosed with: (check all boxes that apply to you) 
 

Cataracts  Heart Disease  Ulcers  Anemia  Depression  
Glaucoma  Heart murmur  Digestive Disorder  Bleeding Disorders  Frequent Infection  
Asthma  High Blood pressure  Hemorrhoids  Bone or Joint Disease  Cancer 

(type) 
 

Allergies  Pneumonia  Kidney Disease  German Measles  High Cholesterol  
Stroke  TB/Lung Disease  Kidney Stone(s)  Rheumatic Fever  Prostate Enlargement   
Seizure/Epilepsy  Pleurisy  Diabetes or 

Prediabetes 
 Chicken Pox    

Heart Attack or 
Angina 

 Jaundice or Liver 
Disease 

 Thyroid Disease  Syphilis    

PLEASE NOTE: This information is a confidential record of your medical history and will be kept in this office. 
Information contained here will not be released to any person except when you have authorized us to do so. 
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Name: _________________________________  DOB/ID: ______________________________ 
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