Patient Medical History / Intake Form

Date: _/ _/

Patient details

Full name:

Date of birth (MM/DD/YYYY): __ / __/ Age:

Sex: [ Female O Male [ Other

Address:

Phone (home): Mobile:

Email:

Preferred language:

Occupation:

Marital status: [ Single L1 Married [J Partnered [ Divorced [J Widowed

Emergency contact

Name: Relationship:

Phone:

Reason for visit

Main complaint / reason for visit:

Onset (when started): Duration:

Severity (0-10):

Any recent tests or imaging? [ Yes [ No If yes, what:

Current medications

dose: frequency:




dose: frequency:

dose: frequency:

Allergies

Medication allergies: [J None If yes, list and reaction:

Food / environmental allergies: [1 None If yes, list:

Medical history (past & ongoing conditions)

Have you been diagnosed with any of the following? Check all that apply: L1 Hypertension
(high blood pressure) [ Diabetes [1 Heart disease / heart attack [ Stroke / TIA [0 Asthma /
COPD [ Kidney disease [ Liver disease / hepatitis [J Cancer (type: ) O

Thyroid disease [ Depression / Anxiety / other psychiatric illness [J Autoimmune disease

(specify: ) O Blood clotting disorder [1 Other chronic conditions:

Past surgeries / hospitalizations (type & year):

Family history

Parents / siblings — major medical conditions (heart disease, diabetes, cancer, stroke, etc.)
and relation:

Any family history of hereditary disease?

Social history

Tobacco: [ Never [ Former (quit // ) O Current — type & amount:
Alcohol: [ Never [ Social L1 Regular — amount:

Recreational drugs: L1 No [J Yes — specify:

Exercise: 1 None [J Occasional [ Regular — type/frequency:

Diet / special needs:




