
 

NEW PATIENT INTAKE FORM 

             

PATIENT NAME _______________________________________________________DOB_______________ 
 

ADDRESS ________________________________________________________________________________________________ 

 

PHONE # _______-________-____________ 

 

INS.COMP.________________________________________________________ID#____________________ 
 

Referred by ________________________________________________________________________________ 

 

Previous PCP______________________________________ Reason for leaving_________________________ 

 

Treating specialists__________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

Reason for an appointment   ☐CP   ☐ MC  ☐ Medication Management   ☐Health issues _________________ 

 

__________________________________________________________________________________________ 
 

Past Medical History ☐HTN ☐ DM ☐ COPD ☐ PVD ☐ CAD ☐ HLD ☐ CRD ☐ GERD ☐ CVA ☐ CHF 

☐ AFib ☐ Hypothyroidism ☐ RF ☐Mental health disorders _______________________________________ 

 

Others____________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

Current Medications 

Pain Medications ___________________________________________________________________________ 

 

Psychiatric Medications______________________________________________________________________ 

 

Others ____________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

Recent Hospitalizations ______________________________________________________________________ 

 

Recent Surgeries ___________________________________________________________________________ 

 

Recent ER Visits ___________________________________________________________________________  

 

Available Medical Records ☐ YES   ☐  NO  


