LaFollette Family Clinic & Pediatrics

PATIENT DEMOGRAPHIC SHEET

IDENTIFICATION
Patient Name (Last) (First) (M.L)
Parent or Guardian Name (Last) (First) (M.L)
Mailing Address City State Zip
Home Phone Cell Phone 0O Male
O Female
Date of Birth Social Security # O Married 0O Widowed O Other
O Single O Divorced
E-Mail Address Pharmacy
EMERGENCY CONTACT
Name (Last) (First) Relationship
Address City State Zip
Home Phone Cell Phone Work Phone
INSURANCE INFORMATION:
Insurance Company Subscriber Number Group #
Policy Holder (If different from above) Policy Holder Date of Birth Policy Holder Soc Sec Number

I verify that all the information above is correct to the best of my knowledge.

Patient Name:

(Please Print)
Patient Signature:

Parent or Legal Guardian Signature

Date Signed: / /




HEALTH HISTORY (Female)

Date: /

/ Patient Name:

DOB: /

/ Age:

Reason for visit:

Date of last physical: / /

Please complete and check all of the following that apply to vou:

O Abnormal Pap smear
O Irregular Menstruation

O Breast Lump
O Menstrual Pain
O Hot Flashes

Last Menstrual Period / /
Last Pap smear: / /
Last Mammogram: / 5

Are you pregnant? O YES 0[O NO How many children?

PREGNANCY HISTORY
Year of Birth Sex of Child Complications (if any)
SURGERY
Year Hospital Reason for surgery

CHECK (¥) IF YOUR FAMILY HAS OR HAD ANY OF THE FOLLOWING:

High Cholesterol: O Father [0 Mother [ Sister(s) [ Brother(s)
Heart disease/Stroke: [0 Father [0 Mother [ Sister(s) [ Brother(s)
O Father [0 Mother [ Sister(s) [ Brother(s)
High blood pressure: [1 Father [0 Mother [ Sister(s) [ Brother(s)
OO Father [0 Mother [ Sister(s) [ Brother(s)

Diabetes:

Cancer:

Please check (¥') the following: Mother: [

Living O Deceased




