
	Original Date: 
	

	Dates Revised: 
	

	For Provider Use Only: 
	DX:  


PATIENT INFORMATION AND HEALTH HISTORY

All questions contained in this questionnaire are strictly confidential, and will become part of your medical record. 
	PATIENT INFORMATION


	Patient  Name (Last, First, MI) 
	     M  (   

     F   (
	Date of Birth:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

	Patient’s Address:                                                                                            City:                                 
	State: 
	Zip: 

	Home Phone:                                                   Message Ok?  Yes (     No (                       
	Social Security 
	            -                 -       

	Work Phone:                                                   Message Ok?  Yes (      No (                       
	Referring Physician:

Phone:  

	Marital Status:     ( married     ( single      ( widowed      ( separated       (divorced
	

	Responsible Party’s Name:  (If different from patient) 
	Relationship  to Patient: 

	Responsible Party’s Address:                                                  City:                                            State:                      Zip: 

	Home Phone:                                                   Message Ok?  Yes (   F No (                       
	Work Phone:                                                   Message Ok?  Yes (   F No (                       

	Marital Status:  ( married   ( single   ( widowed   ( separated   ( divorced 
	


	INSURANCE INFORMATION


Please provide copies of all ID cards – front and back if applicable.  Please be aware that it is common for insurance companies to subcontract certain 

benefits to another company.  In these instances, we may not bill your insurance company; we may be required to bill your medical group or a

 third party payer. It is your responsibility know if this is true.  If you are not sure, the office staff may be able to assist you.  
    ( Please check here if you have no insurance and you will be solely responsible for payment. 
	Primary Insurance Company Name: 
	Claims Address 
	City, State, Zip

	Subscriber’s Name: 
	     M  (   

     F   (                    Date of Birth:
	Group #:

	Subscriber’s ID#:
	                          -                   -                

Subscriber’s Social Security #
	$ 

Co-Payment:

	Subscriber’s Employer: 
	Relationship of Patient to Subscriber:  

( self   ( spouse   ( child   ( parent    ( other:  
	Please explain:

	Patient’s Signature:
	Date: 

	Responsible Party’s Signature: 
	Date :


	PRESENTING PROBLEM

	Briefly describe the difficulties: 




	PERSONAL HEALTH HISTORY

	

	Childhood illness:
	( Measles    ( Mumps     ( German Measles    ( Chickenpox    ( Whooping  Cough   ( Diphtheria   ( Encephalitis 

( Meningitis ( Asthma     ( High Fever             ( Menstruation   ( Injuries to head       ( Other injuries   

( Loss of consciousness Convulsions/Epilepsy/Seizure   

	Immunizations 

and dates:
	( Tetanus
	
	(  Pneumonia
	

	
	(  Hepatitis
	
	( Chickenpox
	

	
	(  Influenza
	
	(  MMR Measles, Mumps, Rubella
	

	List any medical problems that other doctors have diagnosed

	  

	

	

	Has any relative ever had (Mark Yes or No) 

	Condition 
	Relationship, comments

	Alcoholism                                  ( yes    ( no   
	

	Cancer                                        ( yes    ( no   
	

	Diabetes                                     ( yes    ( no   
	

	Heart Trouble                             ( yes    ( no   
	

	Emotional Problems                   ( yes    ( no   
	

	Depression                                 ( yes    ( no   
	

	Suicide                                        ( yes    ( no   
	

	Nervous Breakdown                   ( yes    ( no   
	

	Illegal Drug Use or Addiction      ( yes    ( no   
	

	Sexual Abuse                             ( yes    ( no   
	

	Physical Abuse                           ( yes    ( no   
	

	Psychosis                                   ( yes    ( no   
	

	Schizophrenia                            ( yes    ( no   
	

	Bipolar Disorder                         ( yes    ( no   
	

	Other comments: 

	

	Surgeries

	Year
	 
	Hospital

	
	
	

	
	
	

	
	
	

	Other hospitalizations

	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	

	Have you ever had a blood transfusion?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

	Name the Drug
	Dosage
	Frequency Taken

	
	
	

	
	
	

	
	
	

	
	
	

	FAMILY HEALTH HISTORY

	List all people living in household

	
	Age
	Significant Health Problems
	
	Age
	Significant Health Problems

	Father
	
	
	Children
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
  F
	
	

	Mother
	
	
	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	

	Sibling
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	
	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	

	
	 FORMCHECKBOX 
  M
 FORMCHECKBOX 
 F
	
	
	Other pertinent information: 

	
	 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F
	
	
	

	Primary Language spoken in the home:


	


	GENERAL HEALTH CARE INFORMATION


	Primary Care Physician: 
	Address 
	City, State, Zip

	Phone:
	
	

	Significant health problems?  
	Does the patient have any allergies? 

( yes    ( no   If yes, allergic to what? 
	

	In Case of Emergency, Please contact: 

(Name, relationship)
	Phone:
	

	Patient Signature: 
	Responsible Party Signature: 
	Date 
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