  THIS SPACE FOR OFFICE USE ONLY 
 Date of Consultation___________ 

  Height w/o shoes______________ 

Weight w/o shoes_____________ 

PATIENT INTAKE FORM                                                                                   BP____________TPR___________ 

Name: ___________________________________________Date of Birth:_________________ 

1. Do you have drug allergies? Yes ( ) No ( ) 

If yes, drug/type of reaction: ______________________________________________________ 

2. Any other allergies ? Yes ( ) No ( ) 

Please check all that apply: 

Latex ( ) Tape ( ) Dyes/Contrast media ( ) Other ( ):______________________________ 

3. Have you ever smoked tobacco? Yes ( ) No ( ) Chewed Tobacco? Yes ( ) No ( ) 

If yes, how many years? _____ Packs per day? _____ When did you last smoke? ___________ 

4. Do you drink alcoholic beverages? Yes ( ) No ( ) 

If yes, how many drinks per day? _____ 

5. Exposure to unusual substances? Yes ( ) No ( ) 

If yes, what kind? ____________________________ (ex: asbestos, industrial, gas, dyes, etc.) 

6. Have you ever received any form of radiation? Yes ( ) No ( ) 

If yes, what year? _______ What area treated? ______________________ 

Physician who treated you? _______________________________________ 

7. Have you ever received any form of chemotherapy? Yes ( ) No ( ) 

If yes, what year? _______ What type? _____________________________ 

Physician who treated you? _______________________________________ 

8. Have you ever received any form of hormone therapy? Yes ( ) No ( ) 

If yes, what year? ______ What type? _____________________________ 

Physician who treated you? _______________________________________ 

9. Have you ever been diagnosed with any of the following? (Check all that apply) 

( ) High Blood Pressure ( ) Renal Insufficiency ( ) Heart attack or angina 

( ) Seizures ( ) Irregular heart rhythm ( ) Stroke 

( ) Asthma ( ) Diabetes ( ) COPD or emphysema 

( ) Thyroid disease ( ) Pneumonia ( ) Blood clots in legs or lung 

( ) Gastric ulcers ( ) Osteoporosis ( ) Jaundice or hepatitis 

( ) Alcoholism ( ) Illegal drug use ( ) Bleeding tendency 

( ) Crohn’s disease/Ulcerative Colitis 

Please list any surgeries or broken bones you have had: _____________________________ 

____________________________________________________________________________ 
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Family Health History (use other side if necessary) 

Age State of Health Deceased At Age Cause of death 

Father ____ ____________ ( ) _____ ______________________ 

Mother ____ ____________ ( ) _____ ______________________ 

Brother ____ ____________ ( ) _____ ______________________ 

“ ____ ____________ ( ) _____ ______________________ 

“ ____ ____________ ( ) _____ ______________________ 

Sister ____ ____________ ( ) _____ ______________________ 

“ ____ ____________ ( ) _____ ______________________ 

“ ____ ____________ ( ) _____ ______________________ 

Illnesses – Family/Relative: If yes, who? 

a. Bleeding or clotting problems? Yes ( ) No ( ) ______________________ 

b. Diabetes Yes ( ) No ( ) ______________________ 

c. Heart disease under age 50 Yes ( ) No ( ) ______________________ 

d. High blood pressure Yes ( ) No ( ) ______________________ 

e. Cancer Yes ( ) No ( ) ______________________ 

f. Rheumatoid arthritis Yes ( ) No ( ) ______________________ 

g. Gout Yes ( ) No ( ) ______________________ 

h. Tuberculosis Yes ( ) No ( ) ______________________ 

i. Mental illness Yes ( ) No ( ) ______________________ 

j. Suicide Yes ( ) No ( ) ______________________ 

k. Alcoholism Yes ( ) No ( ) ______________________ 

Are there any conditions or illnesses that tend to run in your family? Yes ( ) No ( ) 

If yes, please explain: ___________________________________________________________ 

Social Information 
Who is with you at home? _____________________________________________________ 

Do you anticipate any problems with the following: (please check all that apply) 

( ) Caring for yourself ( ) Shopping 

( ) Transportation ( ) Financial 

( ) Child Care ( ) Other ________________________________________ 

Are you visited by any nursing agency? Yes ( ) No ( ) 

If yes, what agency? __________________________________________________________ 

What is the best way you learn? 
( ) Reading ( ) Listening ( ) Demonstration ( ) Video 

What is your primary language? ________________________________________________ Version: December, 2012 
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Please list all medications, doses and frequency. Please include prescription, over-the-counter medications (such as aspirin, vitamins and supplements) you are currently taking. If you are unsure of any information, please bring the medication to your appointment. 

Medication Dose Frequency 

1.__________________________ ____________ __________________________ 

2.__________________________ ____________ __________________________ 

3.__________________________ ____________ __________________________ 

4.__________________________ ____________ __________________________ 

5.__________________________ ____________ __________________________ 

6.__________________________ ____________ __________________________ 

7.__________________________ ____________ __________________________ 

8.__________________________ ____________ __________________________ 

9.__________________________ ____________ __________________________ 

10.__________________________ ____________ __________________________ 

11.__________________________ ____________ __________________________ 

12.__________________________ ____________ __________________________ 

13.__________________________ ____________ __________________________ 

14.__________________________ ____________ __________________________ 

15.__________________________ ____________ __________________________ 

Thank you for taking the time to complete this form. 

Signature: ____________________________________________ Date: ________________ 

(or personal representative)
