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Today’s Date: ______________________________     Acct. No. _____________________ 
 
Patient Name ____________________________________________________________ Drivers Lic #_____________________ 
  Last   First                 Middle 
 
Address ________________________________________________City/State/Zip ______________________________________ 

Telephone: Home (_______) _________________ Work (_______) _________________ Cell (_______) ________________ 

Email: _________________________________________________________________________________________________________ 

Check One: _____ Employed _____ F/T Student _____ P/T Student _____ Unemployed 

Check One:  _____Single  _____Married  _____Other 

 
Patient       Spouse/*Parent 

Employer/School_____________________________________ Name_________________________________________ 

Emp/Sch Address_____________________________________ Wk Number__________________________________ 

SS# _____________________________________________________ SS#____________________________________________ 

Date of Birth___________________________________________ Date of Birth_________________________________ 
*If the patient is a dependent child, please complete the information in the Spouse section for the parent. 
 
Next of Kin Name and Phone Number: _____________________________________________________________________ 

Relative or Friend not living at same address: 

Name _________________________________________________________________Relationship__________________________ 

Address_______________________________________________________________Phone Number_______________________ 

 
Insurance Information 

Primary Insurance           Secondary Insurance 

Ins Co __________________________________________________     Ins Co _____________________________________________ 

Claims Address _______________________________________     Claims Address __________________________________ 

City/State/Zip ________________________________________     City/State/Zip ___________________________________ 

Group Number _______________________________________      Group Number___________________________________ 

Policy/ID# ____________________________________________     Policy/ID#________________________________________ 
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History Worksheet 

 
Today’s Date: ______________________________     Acct. No. _____________________ 
Name: ______________________________________________________ Age: __________ Date of Birth: __________________ 
 
Reason for today's visit: _____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Medications: ________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
Pharmacy name and phone number: ______________________________________________________________________ 
 
ALLERGIES: __________________________________________________________________________________________________ 
 
Date of last Period: ______________________ Date of last Pap Smear: ______________________ 
 
Date of last Mammogram: _____________________ Where? ____________________________________________________ 
 
Contraception:   Condom    Withdrawal              Pill     Tubal Ligation   Vasectomy    
       DepoProvera    IUD         NuvaRing    Patch    Implant     Hysterectomy   
 
Other? ________________________________________________________ 
 
Obstetrics:   Pregnancies _________ Deliveries _________ Losses _________ Living _________ 
 
Date          Type of Delivery    Gender       Birth Weight   Other Information 
___________      ________________     ________        _______________  ________________________________________ 
___________      ________________     ________        _______________  ________________________________________ 
___________      ________________     ________        _______________  ________________________________________ 
___________      ________________     ________        _______________  ________________________________________ 
___________      ________________     ________        _______________  ________________________________________ 
 
Medical History:  For what have you been hospitalized or treated? 
 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
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(History Worksheet continued)           
 
Today’s Date: ______________________________     Acct. No. _____________________ 
Name: ______________________________________________________ Age: __________ Date of Birth: __________________ 
 
Surgeries: What operations have you had and when?  
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Social History: 
  
Race____________________________________     Occupation_________________________________________________ 
 
Do you drink alcohol? ___________ if yes, estimated number of drinks per week _________ 
 
Do you smoke? _______ How many packs a day? _________ Since when? ___________________________________ 
 
Family History: Please tell me about the health of your family. 
 
Mom: __________________________________________________________________________________________________________ 
Dad: ___________________________________________________________________________________________________________ 
Maternal Grandmother: _____________________________________________________________________________________ 
Paternal Grandmother: ______________________________________________________________________________________ 
Maternal Grandfather: ______________________________________________________________________________________ 
Paternal Grandfather: _______________________________________________________________________________________ 
Siblings: ______________________________________________________________________________________________________ 
Other members: _____________________________________________________________________________________________ 
 
 
Anything else? ______________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 


