
 

 

 
 
 
 
 
 
 

PATIENT INFORMATION 
 

General Information 
 

Welcome to our office. To better help us evaluate you, please complete the following form. If 
you have any questions, we will be happy to help you. Thank you!  

 
 
DATE_____________ 

NAME______________________________________________________________ 

ADDRESS___________________________________________________________ 

                    __________________________________________________________ 

HOME #_____________________            WORK #_____________________ 

CELL #______________________            OTHER #_____________________ 

WHEN IS A GOOD TIME TO CALL? _________________________________ 

E-MAIL ADDRESS________________________________________________ 

MARITAL STATUS__________________     BIRTHDATE___________________  

HEIGHT_____________ WEIGHT______________  AGE_______________ 

OCCUPATION___________________________ 

SS#_________________________ 

 

HOW DID YOU HEAR ABOUT US? Please be specific. 

Friend/Family ______________________________________ 

Physician’s Office ___________________________________ 

Internet--Which website?______________________________ 

Other _____________________________________________ 

I verify that the above is an accurate representation of my past and current health.  
HIPPA ACKNOWLEDGEMENT: I also verify that I have received a copy of the Notice of 
Privacy Practices regarding the use and disclosure of my private health information. 
 
Patient Signature ____________________________ Date ____________ 



 

Medical History 
 
 
Primary Care Physician: ___________________________ 
 
List all Medications: ______________________________ 
 
_______________________________________________ 
 
List any surgeries you have had and date performed: ______________ 
 
________________________________________________________ 
 
Do you have any allergies:  ___ Yes    ___ No 
Do you use: Tobacco ___ Yes    ___No              Alcohol ___Yes  ____No 
 
Past Medical History: ______________________________________ 
 
________________________________________________________ 
 
Family History: __________________________________________ 
  
_______________________________________________________ 
 
Please circle which best describes you: 
 
1. Sleep         less than 5hrs/night        5-8 hours/night              8 hours or more/night 
 
 
2. Stress        0  1     2     3 
                     No Stress               Seldom Stress                Frequent Stress               Always Stressed 

 
    If circled “2” or “3” please explain: _______________________________ 
 
   ____________________________________________________________ 
 
 
3. Exercise                   Yes                     No 
 
     If yes, please explain: ________________________________________ 
  
     __________________________________________________________ 
 
Is there any other information you would like us to be aware of? 
 
_____________________________________________________________ 

 



 

ACKNOWLEGEMENT OF HIPPA PRIVACY NOTICE & DESIGNATION OF DISCLOSURE 
I have received a copy of the Notice of HIPPA Privacy for the physician’s practice. 

 
_________________________________  __________  __________________________  __________ 
  Name of Patient                                                             Date of Birth           Signature of Patient/Guardian                                  Today’s Date 
   

Designation of certain Relative, Close Friends and Other Caregivers: 
I agree that the practice may disclose certain health information to a family member, close personal friend or other 
caregiver, since such person is involved with my health care or payment relating to my health care.  In that case, the 
Physician Practice will disclose only information that is directly relevant to the person’s involvement with my 
health care or payment relating to my health care.  I wish to be contacted in the following manner (check all that 
apply):  Telephone, Written and Fax Communication 
HOME TELEPHONE #             WRITTEN COMMUNICATION 
________________________________                        ___OK to mail to my home address 
___ OK to leave message with detailed information           ___OK to mail to my work/office address 
 
___ Leave message with call back numbers only           FAX COMMUNICATION: ___ OK to fax 
                 to this number: (   )_____________________ 
WORK TELEPHONE NUMBER:              
________________________________              
___OK to leave message with detailed information              OTHER # OR CELL #  _______________ 
 
___Leave message with call back numbers only            ___OK to leave detailed information 
 
I designate the following persons listed below as persons involved with my health care or payment relating to my 
health care for the purpose of the practice making the limited disclosures described above.  I understand that I am 
not required to list anyone.  I also understand that I may change this list at any time in writing. 
 
Print Name:________________________________ Last four digits to his/her SS# (required):_______ 
Print Name:________________________________ Last four digits to his/her SS# (required):_______ 
Print Name:________________________________ Last four digits to his/her SS# (required):_______ 
 
The following person (s) are not authorized to receive my Patient Health information: 
Print Name:_________________________________ Print Name:_______________________________ 
 
___________________________________________ _________________________________________ 
Signature of Patient/Guardian                Date 
 
The Privacy rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, 
and requests for, Patient Health Information to the minimum necessary to accomplish the intended purpose.  These 
provision do not apply to uses or disclosures made pursuant to an authorized requested by the patient, parent, 
guardian.  Healthcare entities must keep a record of Patient Health Information disclosures.  Information provided 
below will constitute an adequate record.  Uses and disclosures for Treatment, Payment, and Health Care 
Operations may be permitted without prior consent. 
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