Patient Intake Form
PATIENT INFORMATION
First name: ______________	Middle name: ____________	Last Name: ____________________
Date of birth: ____________	Gender:  M  F  Other_____________	Race: ___________________
Home street address: ____________________________________	Home phone: ____________
City: __________________________	State: __________________	Cell phone: ______________
ZIP: ________	Occupation: _______________________________	Work phone: ____________
Relationship status: _____________	Email address: ___________________________________	
Primary caregiver(s) & relationship to patient: ________________________________________ ______________________________________________________________________________
Siblings: _______________________________________________________________________
Emergency contact: ___________________	Relationship: ____________	Phone: ___________
Preferred pharmacy’s location: ____________________________________________________
INSURANCE
**For children, use primary caregiver’s insurance information**
Patient’s Primary Care Provider: _____________________	Employer: _____________________
[bookmark: _Hlk488784183]Primary insurance: ____________________	Subscriber’s name: __________________________ DOB: _______	SS#: ____________________	ID#: ______________	Group#: ________________
Secondary insurance: __________________	Subscriber’s name: __________________________
DOB: _______	SS#: ____________________	ID#: ______________	Group#: ________________
[bookmark: _GoBack]MEDICAL HISTORY
Please list all of patient’s previous and current chronic medical problems (i.e. childhood asthma, diabetes) including a child’s birth history if currently less than 6 months old: ________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current medications (i.e. aspirin, 325 mg tab, 1 tab, oral, once daily): _____________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Previous surgeries & when: _______________________________________________________ ______________________________________________________________________________
Previous hospitalizations, when, & why: _____________________________________________ ______________________________________________________________________________
SOCIAL HISTORY
Smoking history: ________________	Drug use: _________	Alcohol use: ___________________
Pets: _______	Guns in the house: ________	Water source: _____	Smoke exposure: _________
FAMILY HISTORY
Mother’s medical problems: ______________________________________________________
Father’s medical problems: _______________________________________________________
Sibling’s medical problems: _______________________________________________________
Maternal grandmother’s medical problems: __________________________________________
Maternal grandfather’s medical problems: ___________________________________________
Paternal grandmother’s medical problems: __________________________________________
Paternal grandfather’s medical problems: ___________________________________________
Maternal aunt’s medical problems: _________________________________________________
Maternal uncle’s medical problems: ________________________________________________
Paternal aunt’s medical problems: _________________________________________________
Paternal uncle’s medical problems: _________________________________________________

Signature: _____________________________________________	Date: ___________________

**For Office Use**
Front Desk: ____________________________________________	Date: ___________________
Provider: ______________________________________________	Date: ___________________
