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	PATIENT DEMOGRAPHICS

	First Name:
	Last Name:
	Middle Initial:

	Address:

	City:
	State:
	Zip Code:

	Main Phone No.:
	Cell Phone No.:
	Email:

	Date of Birth:  _____ / _____ / ________
	Age:
	Sex:   Male     Female

	Race:
	 Caucasian     
 Asian     
	  Native Hawaiian / Other Pacific Islander     
 Native American/Alaska Native    
	  Black/African American 
 Other  

	Ethnicity:
	  Hispanic / Latino          
	  Non-Hispanic / Latino          

	PHYSICIAN INFORMATION

	Physician Name:


	Address:
	
	

	City:
	State:
	Zip Code:

	Main Phone No.:
	Fax No.:
	Last Exam Date:

	IN CASE OF EMERGENCY

	Name of Local Friend or Relative:

	Relationship to Patient:
	Phone No.:

	The above information is true to the best of my knowledge. I authorize Waypoint Clinical Research to collect, review and store my information for future reference. I also authorize to be contacted in the future to learn more about resources in my area. 




	Patient / LAR Signature
	Date










Reviewed by (staff initials and date)  ___________ 

	MEDICAL AND SURGICAL HISTORY	
	 NONE

	History / Condition / Procedure
USE PRECISE MEDICAL TERMINOLOGY
DIAGNOSIS, IF POSSIBLE
	Date of 
Onset
DD / MMM / YYYY
	Date of 
Resolution
DD / MMM / YYYY
	Ongoing?

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

	
	
	
	  NO      YES

		Have you ever participated in a clinical trial? 
	□ Y    □ N
	Are you currently enrolled in a clinical trial? 
	□ Y    □ N

	If yes, when was your last dose date?
	____ / ____ / ____
	If no, are you interested in participating?
	□ Y    □ N

	If yes, when was your last visit? 
	____ / ____ / ____
	Any observational product testing?
	      □ Y    □ N






Additional Comments -OR-  N/A: 																																									







[bookmark: _Hlk26349535]Reviewed by (staff initials and date)  ___________ 




	CURRENT MEDICATIONS	
	 NONE

	Medication
	Dosage 
	Onset
DD / MMM / YYYY
	Date of 
Resolution
DD / MMM / YYYY
	Reason for Use

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	List of Allergies
	 NONE

	

	

	

	

	

	



Additional Comments -OR-  N/A: 																																									




Reviewed by (staff initials and date)  ___________ 
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