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NEW PATIENT REGISTRATION - CONFIDENTIAL

PLEASE PRINT                                                                  Date ___________________

Name ________________________________________________________________



First


Middle


Last

Address _______________________________________________________________



Street





City

State

Zip

Home  phone _____________________
  Cell phone ___________________________
Work phone_____________________


Age ______
 Date of birth ___________       Male ________
Female ________
Social security number _______________
Spouse’s name ___________________________
Contact  phone ______________

Emergency contact (other than spouse) ______________________________________

Relation to you _____________________________   Contact  Phone ______________

Referred by _____________________________________     Phone _______________

Is this an injury?   Yes ____    No ____


Date of injury _______________

Is this a workers’ compensation case?    Yes ___No ___   If yes, claim number _______

If yes, name of WC carrier ________________________________________________ 
Point of contact and phone ________________________________________________
Primary insurance carrier __________________________________________

Name of policy holder_____________________  Policy holder date of birth__________
Policy holders social security number_____________________Office visit copay_____

Secondary insurance carrier ________________________________________
Name of policy holder_____________________  Policy holder date of birth__________

Policy holders social security number_____________________Office visit copay_____

NEW PATIENT HISTORY FORM


Please list any major illnesses, chronic medical conditions or injuries: _________

Current medications



Dose


Frequency

Previous surgeries/hospitalizations

Year


Complications

Have you ever had any problems with anesthesia?     Yes ______

No _______

Do you have any known allergies?  If yes, to what ____________________________
Family medical history

	Family member
	Age or de- ceased (D)
	Health status if living or cause of death if deceased

	Grandmother (Mom’s)
	
	

	Grandfather   (Mom’s)
	
	

	Grandmother (Dad’s)
	
	

	Grandfather    (Dad’s)
	
	

	Mother 
	
	

	Father
	
	

	Sister/brother
	
	

	Sister/brother
	
	

	Sister/brother
	
	


Social history

Occupation _________________________________________________________

Marital status    single _____    married _____     divorced _____  widowed _____

Do you have children?   yes _____    no _____     If yes, how many? _____

Do you live alone?   yes _____     no _____     If no, who lives with you? ________

Do you smoke cigarettes?    yes ____    no  ____       I have never smoked _____ 

_____ I quit _____ years ago

_____ I currently smoke _____ packs/day

Do you smoke cigars?   no _____     yes _____    If yes, how many per week? ____

How much alcohol do you consume each week? ____________________________

Are you at risk for AIDS?    no _____     yes _____    If yes, please explain (sexual 

orientation, drug use, previous blood transfusion) __________________________

Review of Systems

Current weight ______ lbs

Current height _____ ft  _____ in

Please check the box if you have problems with any of the following
_____ Fever





_____ Weight loss
_____ Excessive fatigue



_____ Night sweats

_____ Do you wear glasses?  Date of last exam ________________

_____ Infections




_____ Injuries 
_____ Glaucoma




_____ Cataracts
_____ Hearing loss




_____
Hearing aids?

_____ Ear pain




_____ Ear infections
_____ Ringing in ears     (circle:  left   right   both)
_____ Balance disturbance (vertigo, spinning)
_____ Nosebleeds




_____ Nasal congestion
_____ Nasal drainage



_____ Inability to smell
_____ Sinus problems



_____ Sinus headaches
_____ Sore throats




_____ Mouth sores
_____ High blood pressure


_____ Irregular pulse
_____ Heart murmur



_____ Swelling in feet or hands
_____ Leg pain while walking


_____ Chest pain or angina
_____ Asthma




_____ Chronic cough
_____ Emphysema




_____ Shortness of breath
_____ Bronchitis




_____ Pneumonia
_____ Lung cancer




_____ Bloody sputum
_____ Date of last chest X-ray ______
_____ Indigestion or pain when eating

_____ Nausea
_____ Vomiting




_____ Blood in your vomit
_____ Liver disease




_____ Jaundice
_____ Abdominal pain



_____ Change in your bowel habits
_____ Ulcers or gastritis



_____ Colon cancer

_____ Urinary tract infections


_____ Painful urination
_____ Blood in your urine



_____ Incontinence

_____ Difficulty starting or stopping the stream _____ Kidney stones
_____ Prostate cancer (men)


_____ Uterine or cervical cancer (women) 
_____ Arm or leg weakness
_____ Back pain





_____ Joint pain or swelling
_____ Arthritis





_____ Broken bones ________
_____ Skin disease




_____ Skin cancer
_____ Breast pain, tenderness or swelling
_____ Nipple discharge (women)

_____ Mammogram




_____ Fainting spells or “blackout
s”
_____ Seizures





_____ Problems with memory
_____ Disorientation



_____ Difficulty with speech
_____ Inability to concentrate


_____ Double or blurred vision
_____ Facial weakness



_____ Arm or leg weakness
_____ Coordination
problems


_____ Tremor

_____ Numbness or “pins & needles” sensations
_____ Anxiety





_____ Depression
_____ Other mental disorder ______________

_____ Diabetes





_____ Thyroid disease
_____ Excessive thirst or urination

_____ Hormone problems

_____ Anemia





_____ Bleeding tendencies
_____ Persistent swollen glands or lymph nodes
_____ Blood transfusion



_____ Food allergies



_____ Inhalant (nasal) allergies


_____ Immunologic disorders
The above information is accurate to the best of my knowledge.

______________________________________________

Patient signature
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