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New Patient Intake Form
Name: __________________________________	DOB: ____________________	Date: ____________________

List Surgeries and Approximate Dates:
1. ________________________________________		3. ________________________________________
2. ________________________________________		4. ________________________________________

Past Medical History: List current or past medical problems, including heart/lung problems, diabetes, etc.
1. ________________________________________		4. ________________________________________
2. ________________________________________		5. ________________________________________
3. ________________________________________		6. ________________________________________

List Hospitalizations (other than surgeries) and Approximate Dates:
1. ________________________________________		3. ________________________________________
2. ________________________________________		4. ________________________________________

List ALL Medications (including supplements): Please include dose and frequency.
1. ________________________________________		6. ________________________________________
2. ________________________________________		7. ________________________________________
3. ________________________________________		8. ________________________________________
4. ________________________________________		9. ________________________________________
5. ________________________________________         	10. ________________________________________

List any allergies to medications and type of reaction:
1. ________________________________________		3. ________________________________________
2. ________________________________________		4. ________________________________________

Family History
List any family members with the following conditions:
Heart Disease _______________________________		High Blood Pressure _____________________________
Diabetes ___________________________________		Stroke ________________________________________
Osteoporosis ________________________________		Other ________________________________________
Cancer/Type _______________________________________________________________________________________

Father Age ________	Deceased: Yes ____	No ____	If YES, cause of death ____________________________
Mother Age ________	Deceased: Yes ____	No ____	If YES, cause of death ____________________________
Have you had a brother or sister die? Yes ____	No ____ 	If YES, cause of death ____________________________

Health Maintenance
Last Mammogram ______________	Last Bone Density Scan ______________        Last Colonoscopy ______________
Last Pap Smear ________________	Last Diabetic Retinal Eye Exam ______________        
Have you had the following vaccine?  If yes, when?
Tetanus __________	Pneumonia __________	Shingles __________	Gardasil (HPV) __________

Social History
Marital Status ____________________	Number of children ________	Occupation _____________________________
Do you use any tobacco products? If yes, TYPE? ___________________	How much ______________________________
Do you drink alcohol? ________________________________________	How much ______________________________
Do you exercise? Yes ________	No ________	Type _______________	How often ______________________________
Have you ever had a blood transfusion? Yes __________ No __________
What is the BEST contact number for you? ____________________	May we leave a voicemail? _________________
What local pharmacy do you use? ______________________________________________________________________
What mail order pharmacy do you use? _________________________________________________________________
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