
																																																													 	
	
	

	
	

Patient	Information	(as	listed	on	your	insurance	card)	

Last	Name:	 Sex:					M									F	

First	Name:																																		Middle:		 Social	Security	No:	

Date	of	Birth:	 Primary	Care	Physician:	

Marital	Status:	 Primary	Language:	

Address:	 Race:	(Circle)	

White							Black							American	Indian							Asian		

Chinese							Filipino							Japanese	

Native	Hawaiian	

City:																																									State:										Zip:	

Home	Phone:	

Cell	Phone:	

Work	Phone:	 Ethnicity:		Hispanic	or	Latino						Yes							No	

Email	Address:	 Preferred	Method	of	Contact:	

Parent	Information	(If	applicable)	

Parent	Name:	 Date	of	Birth:	

Address:	

		

Phone	Number:	

City:																																									State:										Zip:	

	

Social	Security	No:	

Employer	

Company	Name:	

Address:	

	

Phone	Number:	

	

	

	

	



																																																													 	
	
	

	
	

	
Primary	Insurance:																												Copay	Amount:	
	

Cardholder’s	Social	Security	No:	

Cardholder:	
	

Cardholder’s	Employer:	

Cardholder’s	Date	of	Birth:	
	

Employer’s	Address:	

Secondary	Insurance	Information	(If	applicable)	
Secondary	Insurance:																							Copay	Amount:	
	

Cardholder’s	Social	Security	No:	

Cardholder:	
	

Cardholder’s	Employer:	

Cardholder’s	Date	of	Birth:	
	

Employer’s	Address:	

Pharmacy	
Pharmacy	Name:	
	
Address:	
	
Phone	Number:	
	
Emergency	Contact	
Name:	
	

Relationship:	
	

Address:	
	
Home	Phone	Number:	
	

Cell	Phone	Number:	
	

	

	

	

	

	

	

	

	

	



																																																													 	
	
	

	
	

Reason	for	Visit:	

Past	Medical	History	 Past	Surgical	History	
	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

	 	 	 	

Family	Medical	History	 Living	or	Deceased	

Mother	 	 	 	 	

Father	 	 	 	 	

Brother	 	 	 	 	

Sister	 	 	 	 	

Children	 	 	 	 	

Smoking	History	
Current										Former										Never	 Cigarettes										Cigars										Pipe	

Cigarettes:		Packs	per	day____			Year	Started_____			Years	Smoked_____			Year	Quit_____			Years	Since	
Quitting_____	
Cigars/Pipe:		
How	many	per	week_____		Year	Started_____		Years	Smoked_____		Year	Quit_____		Years	Since	
Quitting_____	
Second	Hand	Smoke	Exposure:		Yes						No	

Smokeless	Tobacco	
Current			Former					
Never	

Times	per	day_____			Year	Started_____			Years	Used_____			Year	Quit_____	
Years	Since	Quitting_____	

Illicit	Drug	Use:		Yes					
No						 Substance(s):	

Caffeine:			Yes					No	 How	many	per	day:	

Alcohol	Use:			Yes				No	 How	many	per	day:																																																	How	many	per	week:	

Exercise:			Yes				No	 Type:																																																										How	many	times	per	week:	

Date	of	Last	Test	
Colonoscopy________		Pap	Smear________	Mammogram_________	
PSA__________	
Eye	Exam_________	Tetanus	Shot________			



																																																													 	
	
	

	
	

Current	Medications	–	Include	Medication	name,	strength	and	frequency	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

Allergies	–	Include	medications,	food,	environmental	and	type	of	reaction	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


