PAMELA L. MEYER, DO, PC
PATIENT INFORMATION FORM
PATIENT INFORMATION
Last Name: ____________________________________
First Name: ______________________

Middle Initial: ___
DOB: _______________________  Age: _____
Sex: ( M    ( F

SS#: __________________________________
Address:_____________________________________

City/State: _______________________

Zip: ___________

Employer/School: ________________________________________ Position/Title: ______________________________
Marital Status:
 ( Single
( Married
( Divorced( Widowed
Race:    ( Caucasian or European American
( African American/African/Black     ( Asian or Asian American


( Native American or Native Alaskan 
(  Native Hawaiian or Other Pacific Islander 

(  Other: ________________________________________________________________________ 

Ethnicity:
( Non-Hispanic

( Hispanic

(  Non-Specified
Language Preference: 

(  English

(  Spanish

Other: ___________________________

Insurance Carrier : ___________________________________   Insurance ID# __________________________________
Subscriber Name : ____________________________________ Date of Birth : __________________________________

          PRIMARY CARE/REFERRING  AND PHARMACY INFORMATION
Primary Care Physician (PCP): ___________________________________________  Phone: ______________________________

Address: ______________________________________ 

City/State: _______________________

Zip: ___________

Did your PCP refer you? 
( Yes    ( No

Referring Physician : ___________________________________________________ Phone:_______________________________

Address: _____________________________________       
City/State: _______________________                                       Zip: _____________
Pharmacy: _______________________________________ Phone: _______________________________
Address: _______________________________________ City/State: ______________________________ 
Pamela L. Meyer, DO, PC has my permission to leave a detailed message at the contact numbers below:
Contact me at home #: _____________________________
( YES

( NO

Contact me by cell phone #: ________________________
( YES

( NO

Contact me at work #: _____________________________
( YES

( NO

Contact me by e-mail ______________________________
( YES

( NO
Patient Name (print): ________________________________________________    DOB: ____________
Emergency Contact

Name: _____________________________________________________ Relationship: ___________________________

Phone #: __________________________________________________________________________________________
Discuss my medical history with anyone other than myself 


( YES

( NO
(In addition to those specified by law to carry out treatment, payment, and healthcare operations)
Name(s): ________________________________________________________________
History and Intake Form

Patient Name:_________________ Date:_____________

Personal Past Medical History: (Please circle all that apply)

Anxiety




Depression


Leukemia

Arthritis



Diabetes


Lung Cancer

Asthma




End Stage Renal Disease
Lymphoma

Atrial fibrillation


GERD



Prostate Cancer

Bone Marrow Transplant

Hearing Loss


Radiation Treatment

Breast Cancer



Hepatitis


Seizures

Colon Cancer



High Blood Pressure

Stroke

COPD




HIV / AIDS


Hyperthyroidism / Hyporthyroidism

Coronary Artery Disease

High Cholesterol


NONE

Other_________________________________________________

Past Surgical History: (please circle all that apply)

Appendix Removed




Joint Replacement w/in 2 years

Bladder Removed




Kidney Biopsy (Nephrectomy)

Mastectomy (Right, Left, Bilateral)


Kidney Removed (Right, Left)

Lumpectomy (Right, Left, Bilateral)


Kidney Stone Removal

Breast Biopsy (Right, Left, Bilateral)


Kidney Transplant

Colectomy: Colon Cancer Resection


Ovaries Removed: Endometriosis

Colectomy: Diverticulitis



Ovaries Removed: Cyst

Colectomy: IBD





Ovaries Removed: Ovarian Cancer

Gallbladder Removed




Prostate Removed: Prostate Cancer

Coronary Artery Bypass




Prostate Biopsy

Mechanical Valve Replacement



Tubilagation

Biological Valve Replacement



TURP (Prostate Removal)

Heart Transplant




Spleen Removed

Joint Replacement: Hip(Right, Left, Bilateral)

Testicles Removed (Right, Left, Bilateral)

Joint Replacement: Knee(Right, Left, Bilateral)

Hysterectomy : Fibroids

Lung Transplant





Hysterectomy: Uterine Cancer

NONE






Other_______________________________

Personal Skin Disease History: (please circle all that apply)                         NONE

Acne




Blistering Sunburns


Melanoma

Actinic Keratoses


Dry Skin



Poison Ivy

Asthma




Eczema




Psoriasis

Basal Cell Carcinoma


Flaking or Itchy Scalp


Squamous Cell Carcinoma

NONE






Other___________________________________

Do you wear Sunscreen?      Yes          No

If yes, what SPF?   __________

Do you tan in a tanning salon?     Yes      No

Do you have a family history of Melanoma?        Yes          No

If yes, which relative(s)?___________________________________

Medications: (please enter all current medications with the strength and directions)

Do we have permission to import your medication list directly from the pharmacy?   YES  or NO

NONE

______________________________________________________________________________________________________________________________________________________________________________________

Drug Allergies: (please enter all known drug allergies)                                NONE

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HAVE YOU EVER HAD A FLU SHOT?                                                                            YES/NO

HAVE YOU HAD A PNEUMONIA VACCINE                                                                  YES/NO

DO YOU FEEL SAFE AT HOME                                                                                        YES/NO                                                 

Social History: (please circle all that apply)NONE

Cigarette Smoking:                                                  

Alcohol Use:

Currently smokes





EtOH – None

Former smoker





Etoh – less than 1 drink per day

Never smoked





EtOH – 1-2 drinks per day








EtOH – 3 or more drinks per day

MEN: How many times in the past year have you had 5 alcohol drinks a day  ______


WOMAN:  How many times in the past year have you had 4 alcohol drinks a day _______




Family History (parents or siblings only)  NONE

Anxiety?  Yes/No   Who?_________


Kidney Disease? Yes/No   Who?___________

Asthma? Yes/No    Who?_________


Liver Disease? Yes/No  Who?_____________

Depression? Yes/No  Who?________


Melanoma/Cancer?  Yes/No  Who?___________

Heart Disease?  Yes/No  Who?________


Seizures/Stroke?  Yes/No  Who?_____________

High Cholesterol?  Yes/No  Who?__________

Thyroid Disorders?  Yes/No  Who?___________

Other?________________________________________________________________________________
Review of Systems: Are you currently experiencing any of the following?         NONE

Abdominal Pain





MRSA

Allergy to adhesive




Night sweats

Allergy to lidocaine




Pregnant or currently trying to get pregnant

Allergy to topical antiobiotics



Problems with bleeding

Artificial joint replacement



Problems with healing

Anxiety






Problems with scarring (hypertrophic or keloid)

Blood Thinners





Rash

Blurry Vision





Require antibiotics prior to surgical procedure

Cough






Shortness of breath

Depression





Sore Throat

Fever or chills





Thyroid problems

Headaches





Unintentional weight loss

