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					PATIENT REGISTRATION FORM

Welcome To Our Practice!

Today’s Date ___________________________________
Patient ________________________________________________________________________
	Last Name				First Name			Middle Initial
Preferred Name ____________________________ Preferred Phone # _____________________
Ethnicity _____________________ Race _______________ Preferred Language _____________
Email Address __________________________________________________________________
Responsible Party (if patient is a minor) _____________________________________________
Street Address _________________________________________________________________
City ___________________ State _______ Zip _________ Sex:   M ____ F ____    Age ________
Date of Birth ________________________ Single ___ Married ___ Divorced ___ Widowed ___
Social Security # ________________________________________________________________
Patient Employed By _____________________________________________________________
Occupation __________________________________ Business Phone ____________________
Who is responsible for this account? ______________________ Relationship _______________
Do you have medical insurance? Y __ N __ Name of Insurance Company ___________________
Group # _______ Policy/Subscriber # ____________ Name of Policy Holder ________________
Name of Secondary Insurance Company (if any) _______________________________________
Group # _______ Policy/Subscriber # ____________ Medicare # _________________________

How did you hear about our practice? Friend/relative, name ____________________________
Internet	Social Media		Website	Magazine	Event
Physician/Provider	Other _______________________________________________________

Pharmacy Information
Name _____________________ Address/Cross Streets _________________________________
Phone Number (if known) ________________________________________________________

In case of an emergency, who should be notified? _____________________________________ 
Relationship ____________________________ Phone # ________________________________

MEDICAL HEALTH HISTORY QUESTIONNAIRE
Name ________________________________ Age ________________ Date ________________
Do you have a primary care provider? Y ___ N ___
If so, name of PCP _______________________________________________________________
Phone # _______________________________________________________________________
Physicians you have seen in the past/current providers __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medical Concerns ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies ______________________________________________________________________
Sensitivities ____________________________________________________________________

List all current prescription medicines (including dosage, reason for taking, prescriber): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List all over-the-counter medicines, vitamins, and/or food supplements that you take:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HEALTH HISTORY QUESTIONNAIRE (CONTINUED) 

Past Medical History ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any surgeries you have had (include year, surgeon, hospital if known): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

I have had the following (please circle all that apply):

Migraines	Tuberculosis		Hemorrhoids		Mononucleosis	Hepatitis

 Heart murmur	Heart Disease		Hearing problems	Memory trouble

Sleep Apnea  		Arthritis	Seasonal allergies	Blood clots

Rheumatic fever	Gallstones	Psoriasis	

When was your last:

Bone Density Test ________________ ECG _________________ Stress Test ________________
Mammogram ___________________ Abnormal? Y ___ N ___      Where? __________________
Pap Smear ______________________ Abnormal? Y ___ N ___      Where? __________________
Colonoscopy ____________________ Rectal Exam ___________ PSA  _____________________
Laboratory Tests _________________ TB Test _______________ Chest X-Ray _______________

IMMUNIZATION HISTORY

Childhood diseases (check all you have had):
 Measles ___ Mumps ____ Rubella ___ Chickenpox ___ Rheumatic Fever ___ Polio ___
Vaccinations and recent dates 
	Tdap ______________________________  
	Td ________________________________

	Hepatitis A _________________________
	Hepatitis B _________________________

	Influenza __________________________
	MMR _____________________________

	COVID 19 __________________________
	Meningitis _________________________

	Hib _______________________________
	RSV _______________________________

	Chickenpox _________________________
	Polio ______________________________

	Pneumonia _________________________
	Mpox _____________________________

	HPV _______________________________
	Other _____________________________


Please provide a copy of your vaccine record.

HEALTH HABITS
Exercise: None ___ Mild (walk 3 blocks, golf) ____ Occasional (< 4x/week for 30min ___ 
	Regular (>4x/week for 30min) ____
Dieting? Y ___ N ___
Salt intake: High ___ Med ___ Low ___
Fat intake:  High ___ Med ___ Low ___
Caffeine: None ___ Coffee ___ Tea ___ Cola ___
Alcohol: Y ___ N ___ # drinks/day ___ # drinks/week ___ 
Previous/current alcohol concerns? Y __ N __
Current weight? ____________		
Goal weight?  ______________		
Heaviest weight?  ___________		
Do/did you smoke? Y ___ N ___	Age you started? ______   Age you quit? ______
Do you currently use recreational or street drugs? Y ___ N ___ Substance(s)_____________
Do/did you participate in AA or substance abuse treatment program?  Y ___ N ___

Are you sexually active? Y ___ N ____	If yes, are you trying for pregnancy? Y ___ N ___
If not, list contraceptive method: __________________________________________________
Any painful or difficulty with intercourse? Y ___ N ___ Please describe: ___________________
_____________________________________________________________________________
Have you ever had a blood transfusion? Y ___ N ___
Illnesses related to Human Immunodeficiency Virus (HIV), such as AIDS, has become a major public health problem. Risk factors for this illness include intravenous drug use and unprotected sexual intercourse. Would you like to speak with your provider about your risk of this illness? 
Y ___ N ___

FEMALE-SPECIFIC QUESTIONS
# of pregnancies _________ # of live births _______  # miscarriages _____ # abortions _______
Date of last menstrual period _______________________ 
Hysterectomy? Y ___ N ___ If yes, do you have your ovaries? Y ___ N ___
History of uterine fibroids? Y ___ N ___
History of uterine ablation? Y ___ N ___ If yes, why? ___________________________________

PERSONAL SAFETY
Do you live alone? Y___ N ___	Do you have frequent falls? Y ___ N ___
Do you have vision loss? Y ___ N ___		Do you have hearing loss? Y ___ N ___
Do you have guns in the home? Y ___ N ___ Locked up? Y ___ N ___
Do you wear a seatbelt? Y ___ N ___
Do you feel safe in/around your home? Y ___ N ___
Do you have an Advance Directive or Living Will? Y ___ N ___ Would you like information on the preparation of these? Y ___ N ___

Physical and/or mental abuse have also become major health issues in this country. This also takes the form	of verbally threatening behavior or actual physical or sexual abuse. Would you like to discuss this issue with your provider? Y ___ N ___



MENTAL HEALTH
Is stress a major problem for you? Y ___ N ___
Do you feel depressed? Y ___ N ___
Do you panic when stressed? Y ___ N ___
Do you have problems with eating or your appetite? Y ___ N ___
Do you cry frequently Y ___ N ___
Have you ever attempted suicide? Y ___ N ___
Have you ever seriously thought of hurting yourself? Y ___ N ___
Do you have trouble sleeping? Y ___ N ___
Have you ever been to a counselor? Y ___ N ___

OTHER PROBLEMS
Check if you have, or have had, any symptoms in the following areas to a significant degree.

	Visual changes/Loss
	Shortness of breath
	Changes in muscle strength

	Head injury
	Asthma or Emphysema
	Falling

	Headaches
	High blood pressure
	Hepatitis A, B or C

	Seizures
	Chest pain, heart attack
	Sexually Transmitted Disease

	Hearing Loss
	Constipation or Diarrhea
	Elevated cholesterol

	Nose
	Bowel or bladder control
	Diabetes

	Throat
	GYN problems
	Memory problems

	Thyroid disorder
	Cancer/Tumor/Cysts
	Sleep problems

	Allergies
	Back pain
	Childhood illness

	Recent weight changes
	Other pain
	Other chronic issues


Please briefly explain any of the above ______________________________________________
____________________________________________________________________________________________________________________________________________________________
	
FAMILY HISTORY
Who in your family has/had (please circle if cause of death and age of death):
Heart Disease ___________________________ Thyroid Disease _________________________
Genetic Disorder ________________________ Mental Illness ___________________________
Diabetes _______________________________ High Blood Pressure _____________________
FAMILY HISTORY CONTINUED (CONTINUED)
Cancer ________________________________________________________________________
Other diseases and relationship to family member: ____________________________________
____________________________________________________________________________________________________________________________________________________________

OTHER CONCERNS
Please use the space below to share any other concerns:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient’s signature _________________________________________Date _________________
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