Patient Name:_______________________________Date:_______________________DOB:_________________

Due to recent changes in the healthcare industry, we are asked to obtain the following information on patients treated in our office.  (Used for demographic purposes only)
General Information:

Please circle your preferred language spoken:     English        Spanish        Indian        Japanese        Chinese                Korean         French        German         Russian          Other_______________

Please circle your race:          White           American Indian or Alaska Native            Asian 

Native Hawaiian/Other Pacific Islander           Black or African American          Middle Eastern
Hispanic or Latino           Decline to Answer

Ethnicity (please check):   Hispanic or Latino _____Not Hispanic or Latino _____ Decline to Answer_____
We may need to contact you, please check your preference:   Home Phone ___ Work Phone ___ Cell ___  
We offer appointment reminders by email and/or text.  If you would like to receive a reminder please indicate which preference you have and complete the necessary information:  

Cell # and Carrier name:__________________________________

Home Email:____________________________________ Work Email:_________________________________
Patient History

Are you seeing anyone else for other problems or health conditions?    Yes □    No  □
If yes, please list the problem/s, date problem/s began, and Provider/s treating you for the condition/s:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Past health history

Have you…ly




Yes 
No 
If yes, include date & provider seen

...been hospitalized in the last 5 years?
□ 
□
​​​​​​​​​​​​​​​​​​​​​​​​ __________________________________________________

...been diagnosed with Diabetes

□ 
□
​​​​​​​​​​​​​​​​​​​​​​​​ __________________________________________________


Type I____or Type II_____

Do you smoke?  Never □   Former Smoker □   Current/Every Day Smoker □   Current Some Day Smoker □ 
Medications

What medications are you currently taking?  Include vitamins, herbs, minerals…

List Date Started, Brand Name, Generic Name, Strength, Dosage, Frequency, Duration, Quantity, Refills Available, Prescribed by

Please be as specific as possible

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have allergies?    Food □    Environmental □    Medication □
List Type of Allergy and Reaction

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

