NEW PATIENT INFORMATION

Our practice is dedicated to providing you with the best possible care.  In order for us to serve you better, please take a few minutes to answer the following questions.  Your answer will be kept strictly confidential as a part of your medical record.

What is the main reason for your visit today?  _________________________________________
Do you have any other concerns?  _____________________________________________________________

Are you under the care of a physician for any medical problems? ___________________________
1.  Recent or ongoing medical problems  ______________________________________________
     _____________________________________________________________________________
2.  Previous medical problems _______________________________________________________
     _____________________________________________________________________________
When was your last set of immunizations? _____________________________________________ 

Which immunizations did you receive?      _____________________________________________

Have you ever been hospitalized?    Yes          No       
Dates:  _________________________________________________________________________
Hospital name: _________________________

Reason:  _________________________________

What medications, vitamins, herbal remedies do you take? ________________________________
_______________________________________________________________________________

Who lives in your home?___________________________________________________________

What is the highest grade you have completed? _________________________________________
Have you had psychological counseling in the past? If yes, why?___________________________

_______________________________________________________________________________

Have you tried to cut back on alcohol in the past year?   Yes          No
How many cigarettes, if any, do you smoke daily?_____________________________________

Which drugs, if any, have you used recently?_________________________________________

Have you ever been in a drug or alcohol rehab program? If so, please describe the details of your care.__________________________________________________________________________

MEDICAL HISTORY  

Does your mother, father, siblings, children or grandparents have any of the following:  If yes, who?

Asthma
                                                                           Heart attacks or Strokes

Miscarriages                   

 Polycystic ovary disease

Learning problems      

Mental illness (depression)

Drinking problems
               
Drug problems

Drug problems                 

 Suicide attempts
 
High blood pressure
 

Hyperinsulinemia         

 Congenital heart defect

High cholesterol          



High Triglycerides

Snoring or sleep apnea           



Thyroid disease

Obesity                             



Seizures

Diabetes

Liver problems              

 Arthritis or oseoporosis

