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Welcome to Our Practice 
As a new patient, please fill out the information found below to the best of your abilit y. 

Today’s Date __________________________


Patient name____________________________________________________________ Age____________ Sex (circle) M F


Reason for your visit__________________________________________________________________________________________


Referring Physician_______________________________________Address______________________________________________


Patient Medical History 
Have you ever had the following (“check” those which apply to you)


Heart Disease
 High Blood Pressure Lung Disease Major Infection Any other diseases? (list) 
Diabetes Low Blood Pressure Asthma Tuberculosis ______________________ 
Stroke Seizures Thyroid Disease Hepatitis ______________________ 
Cancer Migraine Headaches Kidney Disease HIV ______________________ 
Arthritis Back Trouble Glaucoma Venereal Disease ______________________ 
Anemia Polio Ulcers None of the above 

Previous hospitalizations/ Surger ies/ Ser ious I llnesses 

Please list all of your cur rent medications and doses 
(Including “ over the counter ” medications) 

Patient Social History 

Occupation ______________________________________ Are you retired? yes no


Marital Status Single Married Separated Divorced Widowed


Use of alcohol No Previously, but quit Yes - Amount? ________________________________


Use of tobacco No Previously, but quit Yes - packs/day ________________________________


Please list any drug allergies 

Use of “ recreational” 
drugs 

No Previously, but quit Yes - What? ________________________________ 


