Patient Intake Form
Patient Information
Full Name: _______________________________________________
Date of Birth: //____ Gender: □ Male □ Female □ Non-binary □ Prefer not to answer
Address: _______________________________________________
City: ____________________________________ State: ______ ZIP: ___________
Phone (Home): _____________________ (Cell): _____________________
Email Address: _______________________________________________
Emergency Contact Name: _______________________________________
Emergency Contact Phone Number: ________________________________
Relationship to Patient: _________________________________________
Medical History
Primary Care Physician (PCP) Name: ________________________________
PCP Phone Number: _____________________________________________
Have you been hospitalized in the past year? □ Yes □ No
If yes, please describe the reason for hospitalization:


Do you have any of the following conditions? (Please check all that apply)
□ Asthma □ Diabetes □ High Blood Pressure □ Heart Disease □ Stroke
□ Cancer □ Seizures □ Kidney Disease □ Mental Health Conditions □ Allergies
□ Other (please specify): _________________________________________
Other Medical Conditions and details of above conditions:







Past Surgeries 




Medications: Please list any medications you are currently taking (including dosage and frequency):





Are you allergic to any medications, foods, or environmental factors?
□ Yes □ No
If yes, please specify including what happens: ____________________________________________
Do you have a history of any of the following? (Check all that apply)
□ Smoking □ Alcohol use □ Drug use □ Surgery (please list type/date):

□ Blood Transfusion □ Blood Clots □ Tuberculosis □ Hepatitis □ HIV/AIDS
Family Medical History
Please check if any of the following conditions run in your family:
□ Diabetes □ Heart Disease □ Stroke □ Cancer (Type: ________)
□ High Blood Pressure □ Mental Health Issues □ Kidney Disease □ Asthma
Lifestyle and Social History
Do you exercise regularly? □ Yes □ No
If yes, please describe: ___________________________________________
Do you use tobacco products? □ Yes □ No
If yes, how often? _______________________________________________
Do you consume alcohol? □ Yes □ No
If yes, how often? _______________________________________________
Do you use recreational drugs? □ Yes □ No
If yes, please describe: ___________________________________________
Preventive Health Screenings
Have you had any of the following health screenings or immunizations? Please check the most recent dates or indicate if not applicable.
(If you are unsure of dates, please leave blank.)
1. Blood Pressure Check
□ Yes □ No
Last year checked : //_____
2. Cholesterol Check
□ Yes □ No
Last checked on: //_____
3. Blood Sugar Test (for diabetes)
□ Yes □ No
Last year checked: //_____
4. Cancer Screenings:
a) Mammogram (for women 40 and older)
□ Yes □ No
Last done on: //_____
b) Pap Smear (for women)
□ Yes □ No
Last done on: //_____, Result__________
c) Fecal blood Test or Colonoscopy (>50)
□ Yes □ No
Last done on: //_____
d) Prostate Exam (for men over 50)
□ Yes □ No
Last done on: //_____
e) Skin Cancer Screening
□ Yes □ No
Last done on: //_____
5. Immunizations: (Please check any immunizations received) □ Flu Shot
□ Pneumonia Vaccine
□ Tdap (Tetanus, Diphtheria, Pertussis)
□ Shingles Vaccine
□ COVID-19 Vaccine
□ Other (please specify): ______________________
6. Vision and Hearing Screening
□ Yes □ No
Last checked on: //_____
7. Bone Density Screening (for osteoporosis)
□ Yes □ No
Last checked on: //_____
8. HIV Test
□ Yes □ No
Last done on: //_____
9. Mental Health Screening
□ Yes □ No
Last done on: //_____
Reason for Visit
Please describe the reason for your visit today:


Is this visit related to an injury? □ Yes □ No
If yes, when did the injury occur? //_____
Consent and Acknowledgement
I acknowledge that the information provided above is accurate and complete to the best of my knowledge. I understand that it is my responsibility to notify the medical office of any changes to my health history, medications, or contact information.
Signature of Patient (or Guardian): ___________________________________
Date: //_____

