










Date: ________________________

Name: ________________________________________________________________________________________________


Last





First





MI

Mailing Address__________________________________________________________________________________________








City


State


Zip

Physical Address_________________________________________________________________________________________








City


State


Zip

Phone: Home- (____)____________________________Emergency Contact & Phone:_________________________________
Date of Birth: ___________________ SSN: _________________________Sex:_____     Status: Single /  Married /  Widowed
Place of Employment: __________________________________________ Work Phone# (____)_________________________

Were you referred by a physician? If yes, please provide the name of the physician___________________________________
Primary Care Physician __________________________ Preferred pharmacy & location________________________________
Spouse / Parent Name: _________________________________________ DOB: _____________SSN:____________________

INSURANCE INFORMATION:
	Insurance Co.
	Name of Policyholder
	Relationship 
	SSN of Policyholder
	DOB of Policyholder

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


HIPAA APPROVED CONTACTS:  Please list names of individuals with whom our office may speak to regarding the care of the patient:

1.________________________________________________________________Relationship:_________________________
2.________________________________________________________________Relationship:_________________________

     Please list all medications currently being used
(This includes prescription, over-the-counter & herbal medications)
	Name of Medication
	Dosage
	How Often Taken

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other

	
	
	__Daily__Twice a Day__3 Times Daily ___Other


Are you ALLERGIC to ANY MEDICATION? ___No  ___Yes. If yes, please list below.

	Name of Medication
	Type of Reaction

	
	___Nausea ___Rash ___Short of Breath ___Shock

	
	___Nausea ___Rash ___Short of Breath ___Shock

	
	___Nausea ___Rash ___Short of Breath ___Shock


Have you ever had surgery?  If yes, please give the information below:

	Type of surgery
	Year of surgery

	
	

	
	

	
	

	
	

	
	


Why are you seeing the doctor today?_________________________________________
