
Patient’s First Name                                              

Patient Registration Form

Patient Information

Patient Employer/School Information

(as it appears on insurance card or ID)Middle Name Last Name

Date of Birth (Age)                                    Sex Marital Status

Patient’s Address                                  ZipStateCity

Referred by                 Primary Care Physician Primary Care Physician Phone

Social Security Number

Home Phone                  Mobile Phone Email Address

Employer/School                          Occupation Employer/School Phone

Emergency Contact Information

Emergency Contact Name     Emergency Contact Phone Relation to Patient

Insured’s Name  (as it appears on insurance card or ID)                                        

Billing and Insurance

Relation to Patient

Insurance Company                    Plan

Primary Health Insurance

Plan Number

Insured’s Phone Number

Insured’s Address           ZipStateCity

Group Number Insured’s Employer/School

Secondary Health Insurance

Billing Name (if other than patient)                                     

Responsible Party

Relation to PatientPhone

Address           ZipStateCity

Employer/School Address ZipStateCity

Signature of Patient or Authorized Guardian                    Date      

Insured’s Social Security Number Insured’s Birthdate

Insured’s Name  (as it appears on insurance card or ID)                                        Relation to Patient

Insurance Company                    Plan

Plan Number

Insured’s Phone Number

Group Number

Pharmacy Phone        Pharmacy AddressPharmacy

Insured’s Employer/School Insured’s Social Security Number

Date of Appointment:  

Check-In by



Reason for Visit

Date of Appointment:  

]ngz"hxotmy"’u{"zu"znk"ulãik"zujg’E

Ju"’u{"ng¦k"gt’"uznkx"iutikxty"’u{"}u{rj"roqk"zu"gjjxkyyE

Excellent Good Fair Poor

Nu}"oy"’u{x"mktkxgr"nkgrznE

Current Medications

]ngz"skjoigzouty"gxk"’u{"i{xxktzr’"zgqotmE

Name Dosage Frequency

Name Dosage Frequency

FrequencyName Dosage

FrequencyName Dosage

Allergies

Gxk"’u{"grrkxmoi"zu"gt’"ul"znk"lurru}otmE

Adhesive Tape Antibiotics Latex

Barbiturates (Sleeping Pills) Aspirin Iodine

Codeine Sulfa Local Anesthetics

Ju"’u{"ng¦k"gt’"uznkx"grrkxmokyE

Name Reaction

Name Reaction

Past Medical History

Hospitalizations & Surgeries

Reason Date

Reason Date

Family History

Ngy"gt’utk"ot"’u{x"lgsor’"k¦kx"ngj"gt’"ul"znk"lurru}otm"iutjozoutyE

Lifestyle Factors

Gxk"’u{"yk̃{grr’"gizo¦kE
Yes No # of partners in past year

Ju"’u{"}oyn"zu"hk"inkiqkj"lux"YZJyE
Yes No

Ngy"gt’utk"ot"’u{x"nusk"k¦kx"vn’yoigrr’"ux"¦kxhgrr’"n{xz"’u{E
Yes No

Ng¦k"’u{"k¦kx"ysuqkjE
Yes No # of years # packs/day

Ju"’u{"ysuqk"tu}E
Yes No # packs/day

Ju"’u{"{yk"xkixkgzoutgr"jx{myE
Yes No # times/weekz’vkyE

Nu}"s{in"griunur"ju"’u{"jxotq"vkx"}kkqE
# drinks/week

Nu}"s{in"igllkotk"ju"’u{"jxotq"vkx"jg’E
# drinks/day

Nu}"ulzkt"ju"’u{"k̃kxioykE
# times/week

Alcoholism

AIDS / HIV

Anemia

Back Problems

Bleeding Disorder

Anxiety Disorder

Arthritis

Asthma

Blood Disease

Blood Transfusion

Cancer

Diabetes

Depression

Eating Disorder

Epilepsy

Glaucoma

Gout

Heart Disease

Heart Problems

Hepatitis - A, B, or C

High Blood Pressure Migraines

High Cholesterol Osteoporosis

Joint Disorder Pneumonia

Kidney Disorder

Liver Disorder

Lung Disease

Rheumatic Fever

Stroke

Skin Disorder

Stomach Ulcer

Substance Abuse

Thyroid Disorder

Tuberculosis

Venereal Disease

Allergies

Polio

MeaslesEar Problems

Alcoholism

Anemia

Anxiety

Arthritis

Asthma

AIDS/HIV

Bleeding Disorder

Cancer

Depression

Osteoporosis

Stroke

Substance Abuse

Diabetes

High Blood Pressure

High Cholesterol

Joint Disorder

Kidney Disease

Liver Disorder

Lung Disease

Migraines

Psychiatric Disorders

Hepatitis

Allergies

Alzheimer’s

Glaucoma

Heart Disease

Epilepsy

Details: 

Blood Disorder

Genetic Disorder

Thyroid Disorder

Name Gender Age

Check-In by



OBGYN History

Ng¦k"’u{"k¦kx"ngj"ux"ju"’u{"i{xxktzr’"ng¦k"gt’"ul"znk"lurru}otmE

Abnormal Vaginal Bleeding

Breast Surgery

DES Exposure

Pregnancy History

Please describe any pregancies you have had.

Menstrual History

]nkt"}gy"znk"ãxyz"jg’"ul"’u{x"rgyz"vkxoujE

# of Pregnancies # of Full Term # of Miscarriages # of Abortions

Past Pregnancies

Date Length of Pregnancy Type of Delivery Sex Living

]kxk"znkxk"gt’"iusvroigzouty"gyyuiogzkj"}ozn"gt’"ul"’u{x"vxkmtgtiokyE

Gxk"’u{"i{xxktzr’"vxkmtgtzE
Yes No

Gxk"’u{"zx’otm"zu"hkiusk"vxkmtgtzE
Yes No

Ju"’u{"tkkj"hoxzn"iutzxur"ux"iutzxgikvzo¦k"gj¦oikE
Yes No

]ngz"skznuj"ul"hoxzn"iutzxur"ju"’u{"{ykE

Nu}"ulzkt"juky"’u{x"vkxouj"uii{xE

Nu}"rutm"juky"’u{x"vkxouj"rgyzE

Oy"’u{x"vkxouj"xkm{rgxE

Yes No

]ngz"gmk"}kxk"’u{"}nkt"’u{"ngj"’u{x"ãxyz"vkxoujE

]ngz"gmk"}nkxk"’u{"gz"sktuvg{ykE

Health Exams & Procedures

Please check and date all immunizations you have had.

Blood Sugar-Fasting

Month & Year

Breast Self Exam

Cholesterol Test

Colonoscopy

CT/CAT Scan

Results

Dexascan (Bone Density)

EKG

Echocardiogram

Fecal Occult Blood Test

MRI

Physical Exam

Cardiac Stress Test

Ultrasound

Pap Smear

Mammogram

Date of Appointment:  
Name Gender Age

Check-In by

Herpes

Uterine Cancer

Nipple Discharge

Abnormal Pap Smear

Cervical Cancer

Extreme Menstrual Pain

Hot Flashes

Urinary Incontinence

Ovarian Cysts

Bleeding between Periods

Chlamydia

Fibroids

HPV

Yeast Infections – Frequent

Ovarian Cancer

Breast Lump

Colposcopy

Genital Warts

Infertility

Painful Intercourse

Breast Cancer

Cryosurgery

Gonorrhea

Irregular Periods/Bleeding

Vkr¦oi"Otägssgzux’"Joykgyk



Review of Systems

Hair Loss

Hair Growth – Excessive

Thirst - Excessive

Dizziness

Fainting

Fever

Chills

General

Sleeping Problems

Weight Loss

Night Sweats

Weight Gain

Anxiety

Depression

Loss of Interest

Feeling Hopeless

Hearing Voices

Marital Problems

Trouble Concentrating

Mental Health

Panic Attacks

Suicide –Thoughts/Attempts

Appetite Gain

Appetite Loss

Bloating

Bowel Changes

Constipation

Diarrhea

Gas

Hemorrhoids

Indigestion

Intestinal Disorder

Lactose Intolerance

Nausea

Rectal Bleeding

Stomach Pain

Vomiting

Vomiting Blood

Gastrointestinal

Blood in Urine

Lack of Bladder Control

Frequent Urination

Painful Urination

Genitourinary

Coordination Problems

Convulsions

Jolãi{rz’"]grqotm
Learning Disabilities

Light-headedness

Memory Loss

Seizures

Speech Problems

Tremors

Numbness / Tingling

Paralysis

Neurological

Bleeding Gums

Crossed Eyes

Jolãi{rz’"Y}grru}otm
Double Vision

Earaches

Ear Discharge

Blurred Vision

Hay Fever

Hoarseness

Hearing Loss

Nose-Bleeds 

Persistent Cough

Ringing in Ears

Sinus Problems

Recurring Sore Throat

Persistent Runny Nose

Vision Halos

ENT

Coughing

Coughing Up Blood

Shortness of Breath

Wheezing

Respiratory

Chest Pains

Irregular Heart Beat

Circulation Problems

Heart Palpitations

Rapid Heartbeat

Swelling of Ankles

Varicose Veins

Cardiovascular

Back Pain

Joint Pain

Joint Swelling

Neck Pain

Shoulder Pain

Carpal Tunnel Syndrome

Musculoskeletal

Changes in Moles

Chills

Hives

Itching

Rash

Scars

Bruise Easily

Eczema

Dry / Sensitive Skin

Sores That Won’t Heal

Acne

Skin

Other Symptoms

Date of Appointment:  
Name Gender Age

Check-In by

Immunizations

Please check and date all immunizations you have had.

Hepatitis A

Month & Year

Hepatitis B (Series of 3)

HPV Vaccine

Otä{kt\g"(Flu Shot)

Meningitis

MMR 

(Measles, Mumps, Rubella) 

Month & Year

Pneumonia

Polio

Tetanus


