Name: Date form completed:

Birth Date:

East Side Medical Practice, P. C.
New Patient Information Form

Welcome to East Side Medical Practice! Please complete this history form and send it via email
info@eastsidemedicalpractice.com or bring a copy with you to your upcoming office visit.

PAST MEDICAL HISTORY:

Do you have or have you ever been diagnosed with one of the following conditions: 4 None

UHigh Blood Pressure ULung disease

UHigh Cholesterol UAsthma

UDiabetes UGastric Reflux

UHeart Attack or Stroke UHypothyroidism

OCancer (type): QOther:
SURGICAL HISTORY:

Have you ever had surgery? UNone or Please list surgery type and year:

FAMILY HISTORY
Father: QHeart DiseaseDiabetesldBlood Pressure Cholesterol dColon Cancer 4
Mother:Breast Cancer U Diabetes Blood Pressure Cholesterol dColon Cancer 4

Siblings:dNo Siblings Diseases in Siblings:

Others in extended family:(QUNK Diseases:

MEDICATIONS:

Please list the medication name, dose strength and frequency you take it. Please include any
over the counter supplements: U None

B W=

ALLERGIES:

UNo known drug allergies UNo environmental allergies No known food allergies UNo allergy
to shellfish/iodine

[ have these allergies:




Name: Date form completed:

Birth Date:

SOCIAL:

UNon SmokerdFormer Smoker UQuit (when: JUCurrent Some DaysUCurrent every
day QHow much: packs per day

MAlcohol use : QSocial(Ave. drinks/week) ___ORarelydNon-DrinkerdToo muchUORecovering
MExercise: dDailydRegulardOccasionaldRarely or Never
UMarrieddSingleldEngageddPartneredldSame Sex PartnerlSeparatedldDivorceddWidowed

UEmployed: WHome maker URetired UStudent

UChildren:

MDiet: JExcellentOGoodQFairdPoor

HEALTH CARE SCREENINGS:

Have you ever had one of the following screening procedures? If so when:

UNone O Colonoscopy UEndoscopy UBone Density Scan UMammogram UOther:
VACCINATIONS:

Have you ever had the following vaccinations? If so, when

UDon't remember WHepatitis A WHepatitis B WFlu Shot 1 Pneumonia WShingles
UTetanus Diphtheria Pertussis Booster

WOMEN ONLY:

M When was the first day of your last menstrual cycle? Date:
When was your last Pap Smear? Date:
When was your last mammogram? UNever or U Date:
UPregnancies:

PHARMACY INFORMATION:
(Just for your chart, we won't use it unless you tell us and you can have more than one)
Please list the best pharmacy to have your prescriptions sent electronically:

Pharmacy Name:
Phone Number:

Zip Code:
Address:

Does your insurance have a mail-away pharmacy option for daily medications? If so, which mail
away pharmacy do you use (listed on your insurance card): U OptumRx U ExpressScripts
UCVS Caremark U4 Cigna Home U Future Scripts UJAetna Home UO0ther:




