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PATIENT INTAKE FORM 
	PATIENT INFORMATION 


 
First Name:                                         Last Name: 
 
Date of Birth:                                  Gender: 
 
Street Address: 
 
City:                             State:                    ZIP Code: 
 
Home Phone:                          Mobile Phone: 
 
Social Security Number: 
 E-Mail: 
 
Ethnicity/Race:
Weight: 
Height: 
 
Primary Language: 
 
Marital Status: 
 
Spouse Name: 
Spouse Phone: 

	EMERGENCY CONTACT 


 
Emergency Contact Name: 
Relationship: 
E-Mail: 
Home Phone:
Mobile Phone: 
 
	PRIMARY INSURANCE POLICY 


 
Primary Insurance Company: 
Group #:
ID #: 
Primary Insurance Type: 
 
Complete the following if you are not the policyholder for your primary insurance: 
 
Insurance Policyholder: 
Policyholder Name: 
Date of Birth: 
Policyholder Social Security Number: 	




 
	SECONDARY INSURANCE POLICY (IF ANY) 


 
Secondary Insurance Company: 
Group #: 
ID #: 
Primary Insurance Type: 
 
Complete the following if you are not the policyholder for your secondary insurance: 
 
Insurance Policyholder: 
Policyholder Name: 
Date of Birth: 
Policyholder Social Security Number: 
 

	HEALTH CONCERNS 


 
What’s your primary health concern? 

Approximately when did this issue begin? 
 
Does the issue cause you pain? 
· If so, where? 
 


How has the pain changed since it began? 
☐ Increased ☐ Decreased ☐ Unchanged 
How quickly did you current pain begin? ☐ Gradually ☐ Suddenly 
 
How often does your pain occur? ☐ Constantly ☐ Occasionally ☐ Rarely 
 
When is your pain at its worst? ☐ Morning ☐ Afternoon ☐ Evening ☐ Night 
 
What are your current symptoms? 

	ALLERGIES 


 
List your allergies and describe the reactions to your body: 
 
Allergy:                                                        Reaction: 
Allergy:                                                        Reaction: 
Allergy:                                                        Reaction: 
Allergy:                                                        Reaction: 
Allergy:                                                        Reaction: 








	MEDICATION 


 
List the medications you are currently taking including the dosage: 
 
Medication:                                           Dose: 
Medication:                                           Dose: 
Medication:                                           Dose: 
Medication:                                           Dose: 
Medication:                                           Dose:

	FAMILY HEALTH HISTORY 


 
List any major conditions/illnesses that your immediate family members have had: 
	Relative 
 
	Condition 
 
	Living? 
 
	If deceased, at what age? 
 

	Mother 
 
	 
 
	☐ Y ☐ N 
 
	 
 

	Father 
 
	 
 
	☐ Y ☐ N 
 
	 
 

	Sibling 
 
	 
 
	☐ Y ☐ N 
 
	 
 

	Other: 
 
	 
 
	☐ Y ☐ N 
 
	 
 



	SURGICAL HISTORY 


 
List any surgeries, fractures, major illnesses, or hospitalizations that you have had: 
 
	Description 
 
	Doctor 
 
	Location 
 
	Year 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 

	 
 
	 
 
	 
 
	 
 


 
	MEDICAL HISTORY 



Have you ever had any of the following? 
	Anemia 
 
	☐ Y ☐ N 
 
	Hypertension  
 
	☐ Y ☐ N 
 

	Arthritis Conditions 
 
	☐ Y ☐ N 
 
	Male Hypogonadism 
 
	☐ Y ☐ N 
 

	Asthma 
 
	☐ Y ☐ N 
 
	Hypothyroidism 
 
	☐ Y ☐ N 
 

	Atrial Fibrillation 
 
	☐ Y ☐ N 
 
	Infection Problems 
 
	☐ Y ☐ N 
 

	Bleeding Problems 
 
	☐ Y ☐ N 
 
	Insomnia 
 
	☐ Y ☐ N 
 

	Benign Prostatic Hyperplasia 
 
	☐ Y ☐ N 
 
	Irritable Bowel Syndrome 
 
	☐ Y ☐ N 
 

	Coronary Artery Disease 
 
	☐ Y ☐ N 
 
	Kidney Problems 
 
	☐ Y ☐ N 
 

	Cancer 
 
	☐ Y ☐ N 
 
	Menopause 
 
	☐ Y ☐ N 
 

	Cardiac Arrest 
 
	☐ Y ☐ N 
 
	Migraines/Headaches 
 
	☐ Y ☐ N 
 

	Celiac Disease 
 
	☐ Y ☐ N 
 
	Neuropathy 
 
	☐ Y ☐ N 
 

	Chest Pain 
 
	☐ Y ☐ N 
 
	Onychomycosis 
 
	☐ Y ☐ N 
 

	Congestive Heart Failure 
 
	☐ Y ☐ N 
 
	Organ Injury 
 
	☐ Y ☐ N 
 

	Chronic Fatigue Syndrome 
 
	☐ Y ☐ N 
 
	Osteoporosis 
 
	☐ Y ☐ N 
 

	Depression 
 
	☐ Y ☐ N 
 
	Pulmonary Embolism 
 
	☐ Y ☐ N 
 

	Diabetes 
 
	☐ Y ☐ N 
 
	Seizure Disorders 
 
	☐ Y ☐ N 
 

	Drug/Alcohol Abuse 
 
	☐ Y ☐ N 
 
	Shortness of Breath 
 
	☐ Y ☐ N 
 

	Erectile Dysfunction 
 
	☐ Y ☐ N 
 
	Sinus Conditions 
 
	☐ Y ☐ N 
 

	Fibromyalgia 
 
	☐ Y ☐ N 
 
	Stroke 
 
	☐ Y ☐ N 
 

	Gerd 
 
	☐ Y ☐ N 
 
	Syndrome X 
 
	☐ Y ☐ N 
 

	Heart Disease 
 
	☐ Y ☐ N 
 
	Tremors 
 
	☐ Y ☐ N 
 

	Hyperinsulinemia 
 
	☐ Y ☐ N 
 
	Wheat Allergy 
 
	☐ Y ☐ N 
 

	Hyperlipidemia 
 
	☐ Y ☐ N 
 
	 
 
	 
 


 
List any other medical problems that you have had: 
 
 
















 
	SOCIAL HISTORY 



Do you currently consume alcohol? ☐ Yes ☐ No  
· How many drinks per week? ________ 

Do you currently smoke? ☐ Yes ☐ No 
· What do you smoke? ☐ Tobacco ☐ Marijuana ☐ Other: ___________________ 
· How many cigarettes do you smoke per day? ________ 
 
Do you currently use any other drugs? ☐ Yes ☐ No 
· What other drugs do you take? _______________________________________ 
· How often? ☐ Daily ☐ Weekly ☐ Occasionally ☐ Rarely 

Do you drink caffeine? ☐ Yes ☐ No  
· How many cups per day? ________ 
 
Are you sexually active? ☐ Yes ☐ No  
How frequently do you exercise? ☐ Daily ☐ Weekly ☐ Occasionally ☐ Rarely 
Are you on a special diet? ☐ Yes ☐ No 
· What diet? _______________________________________ 
Complete the following if applicable: 
Are you planning a pregnancy? ☐ Yes ☐ No 
Are you pregnant now? ☐ Yes ☐ No 
What type of contraception do you currently use? ___________________ 
When was your last menstrual cycle? ___________________ 


	PREFERRED PHARMACY 


 
Pharmacy Name:                                   Phone: 
Street Address: 
City: 
State: 
ZIP Code: 
 


Patient Signature: ______________________ Date: ______________________ 
Print Name: ______________________ 
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