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Name:

PATIENT INFORMATION FORM

Please Print

Date of Birth:

Mail ing Address: city/State/ Zip:

SS# Marital Status: Emailaddress:

Home Phone  * (___ )__  __Ce i l  phone#(___)  workphone#(___)

Are you a student:  Yes _ No Ful l  Time: part  Time:

Employer: Full Time: Part Time: _ Not Employed:

Emergency Contact (Not l iving with you):

Name:

Name:

Relationship:

Relat ionship:

Phone#: (_ _ _)

Appointment Reminder callcontact # (please circle one) Home ceII

Race:  '  lAmer ican lnd ianorA laskaNat ive  : lAs ian  l lB lackorAf r i canAmer ican i . . . . lWh i te  l lNat iveHawai ianorOtherpac i f i c ls lander
i- J Hispanic or Latino ll Other 'J Unreported/ Refused to Report

Ethnicity: ! Hispanic or Latino ! Not Hispanic or Latino l Refused to Report

Preferred Language: i...1 English L j Indian r. lSpanish i...1 Russian i_lOther

Sex: M F

RESPONSI BLE PARTY I N FORMATION

Name: Date of Birth: SS#

Address: City/State/Zip:

Home Phone  # (___ )  ___ - Cell  Phone# (_ _ _)

Relationship to patient:

Primary lnsurance Name Name of Pol icv Holder

Primary Policy Holder Date of Birth SS# _

Secondary Insurance Name Name of Policy Holder

Secondary Policy Holder Date of Birth SS# _ Relationship to Patient

How did you hear about us? rr Radio i-r Newspaper I Website '.l Referral r Other

02126/1-4
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CONSENT TO OBTAIN MEDICATION HISTORY

Patient lD: Date:

As a user  of  an e lect ronic  medica l  record,  Gagon Fami ly  Pract ice would l ike to  inc lude your
medication history in your record. A medication history is a l ist of prescript ion medicines that
we or other doctors may have prescribed for you. This l ist is col lected from several sources,
inc lud ing your  pharmacy and your  heal th  insurance.

An accurate medication history is very important to help us treat you and avoid potential ly
dangerous drug interactions. By signing this consent form you give us permission to col lect,
and to give your pharmacy and your health insurance permission to give us information about
your prescript ions that have been f i l led at any pharmacy or covered by any health insurance
plan.  This  inc ludes prescr ip t ion medic ines to  t reat  AIDS/HlV and medic ines used to t reat
mental health condit ions, such as depression. This information wil l  become part of your
electronic medical record, should your provider feel i t  is important to your medical care.

This medication history is a useful guide, but i t  may not be complete. Some pharmacies do not
make drug h is tory  avai lab le to  us,  and the drug h is tory  might  not  inc lude drugs purchased
wi thout  us ing your  heal th  insurance.  Your  medicat ion h is tory  might  not  inc lude over  the
counter medicines, supplements or herbal remedies. l t  is st i l l  very important for us to take the
time to discuss everything you are taking, and for you to tel l  us about any errors in your
medication history.

I give my permission to allow my healthcare provider to obtain my medication history from
my pharmacv, my health plans, and my other healthcare providers.

Pr in t  Pat ient  Name Patients Date of Birth

Signature of  Pat ient  or  Guardian

s/1.s/20L4
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Date

Welcome to our practice! Your answers on this form will help your health care provider get an accurate history of your medical
concerns and condit ions.
Medications: Please, list (or show us your own printed record) all prescriptions and non-prescription medications, vitamins, herbs,
etc.
Medication How many times per day?

Name

Health History Form for NEW Patients

Dose (e.g. mglpil l)

Local Pharmacy: Mail in Pharmacy:

Personal Medical  History: Do you have now (current)or have you had (past)any of the fol lowing condit ions?

Condition Current Past Comments
Alcohol /  Drue abuse
Allergy (Hay Fever)
Anemia
Anxiety/ Depression
Arthr i t is (Rheu matoid), (Osteoarthritis), (Gout)
Asthma
Bladder /  K idney Problems /  Disease
Blood Clots
Blood Transfus ion
Breast Lump (Benien)
Cancer (please, specifv tvpe)
Cataracts / Glaucoma
Coronary Artery Disease / Ml
Diabetes (adult  onset)
Diabetes (chi ldhood onset)
Diverticu losis
Emphysema /  Lung
Fracture (broken bones) Where?
Gal lb ladder d isease
Gastroesophageal Refl ux
(heartburn/GERD) /  Ulcers
Gynecological Conditions (Fibro ids)  or  (Endometr ios is)
Gynecological Conditions (other)
High Blood Pressure
Crohn's Disease / ulcerative colit is
Congestive Heart Failure
High Cholesterol



Liver  Disease
Migra ine Headaches
Prostate (Enlargement) or (Nodules)
Seizure /  Epi lepsy
Skin condit ion
Sleep Apnea

Thyroid (nodule)
Thyroid High (hyperthyro id ism)

Thyroid Low (hypothyro id ism)
Other  ( l is t )

Other ( l ist)

Allergies or intolerance to medications (inctude type of reaction

Women's Health
Total number of pregnancies: _ Number of births:
Date (month /day it  known) of last menstrual period:
Age at beginning of per iods (menstruat ion):  _
Age at end of per iods (menopause):  _
Mammogram Date
Pap Smear  Date
Bone Density Date

Abnormal?
Abnormal?
Abnormal?

E N o
E N o
E N o

EYes
flYes
EYes

Surgical History - Please check off any procedure or surgeries. List any abnormal finding or complications. tr NONE

Surgical Procedure Yes Year Comments
Abdominal  Surgery
Appendectomv (appendix removal)
Back Surgery
Biopsy ( locat ion)
Breast Surgery
Colonoscopy /  S igmoidoscopv
Coronary Bypass / Stent
EGD (Stomach Endoscopv)
Cataract / Eye Surgery
Gal lb ladder Removal
Heart  Surgery (other  than coronary
bypass)
Hip Surgerv
Hysterectomy (total) or (partial -ovaries
left) /  Ovary Removal
Knee Surgery Circle: Right Left Both
LEEP Cervix Surgerv)
Neck Surgery
Ovary Ligation ("Tubal")
Vasectomy
Sinus Surgery
Other ( l is t )



Family History -  Indicate which relat ive has had the fol lowing diseases (parents and sibl ings are most important).

Disease
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o Other Relative Comments

No significant historv known
Alcohol ism
Alzheimer 's
Asthma

Autoimmune Disease
Bleeding or Clott ing Disorder
Cancer Breast
Cancer Colon
Cancer Ovar ian/  Uter ine
Cancer Prostate
Cancer Skin
Cancer Other
Coronary Artery Disease,
[e.9. heart attack, anginal
Depression/Su icide/Anxiety
Diabetes (chi ldhood onset)
Diabetes (adult  onset)
Emphysema (COPD)

Genetic Disorder (explain)
Heart  Disease (CHF)/  Other
Hepat i t is  B or  C
High Blood Pressure
High Cholestero l
Hypothyro id ism
Kidney Disease/ Stones
Macular  Degenerat ion
Migra ine Headaches
Osteoporosis / Osteopenia
Other  (p lease,  l is t )

Other Health Issues:

Tobacco Use
Smoke cigarettes: E Never tr No Eyes
Quit date: How many years did you smoke?
Approximately how many packs a day did you smoke?
Current Smoker:  Packs/day: # ofyears:
OtherTobaccoUse:  I  P ipe -  Cigar  t rSnuf f  EChew

lmmunizations
Flu Vaccination (current season) ENo nyes
Pneumonia Vaccination tr No Eyes, approximate date
TB Test tr No Eyes, approximate date

Street Drugs (other drug use) E Yes i No

Have you had or current ly have (mark answer)?

f lHepat i t is (B, or C) t l  HIV

trAIDS ISTD'S


