PrimaryCarePlus+
New Patient Questionnaire

Name Date of Birth Date Age

Who can we thank for referring you to us?

Sex: M F Marital status Name of spouse/partner

Race and/or ethnicity Religion

Tell us the reason for your visit today:

List all of your known medical conditions:

List all of the major surgeries you have had:

List any hospitalizations within the last 2 years (specific dates not needed):

List any serious injuries/fractures in your lifetime:

List any allergies/adverse reactions (specify reaction) to medications you have had:

List all other physicians you see (specify reason):
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Name Date of Birth

| am sexually active: Yes No | have sex with: men women both NA
Work status: employed homemaker unemployed retired disabled

Current or prior occupation(s): Highest level of education:

Type of residence? apartment home condo assisted living nursing home homeless
Military history: none active guard/reserve veteran retired Branch: years

What is your exercise routine?

Diet: Do you have a routine diet?

Alcohol use: never used no longer use recovering alcoholic drinks per week
Tobacco use: never used age started age stopped packs/amount per day

Type used: cigars cigarettes chew snuff electronic other

Family health history:

Living or Age now or at death | Major health problems or cause of death
deceased
Father L D
Mother L D
Sister(s) L D
L D
L D
Brother(s) L D
L D
L D

Current medications (include dosage and frequency):
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Name Date of Birth

Review of systems (circle all that apply to you):

Chest discomfort
Short of breath
Hypertension

Vision problems
Hearing problems
Sinus trouble

Skin growths
Frequent urination
Urine incontinence

Hay fever Diabetes Blood in urine
Nose bleeds High cholesterol History of STD(s)
Sore throat Lumps in breast HIV/AIDS
Hoarseness Breast discharge Anemia

Lumps in neck Trouble swallowing Easy bruising
Tooth problems Nausea Pain in legs
Cough Vomiting Varicose veins
Coughing up blood Abdominal pain Joint pain/stiffness
Wheezing Hepatitis Blood clot leg
Asthma Jaundice Lung blood clot
COPD Gallstones Weight loss
Emphysema Diarrhea Weight gain
Bronchitis Constipation Heat intolerance
TB exposure Blood in stool Cold intolerance
Chest pain Skin cancer Excessive hunger

Premenopausal women:

Last menstrual period Periods are: regular: every days

Are you on birth control? Yes No Type:

Excessive thirst
Weakness

Pain

Fatigue

Fever

Chills

Excess sweating
Fainting
Seizures
Tremors
Headaches
Numbness
Tingling

Anxiety
Depression
Trouble sleeping
Appendicitis

irregular

Perimenopausal and postmenopausal women:

Last menstrual period Any vaginal bleeding?

Any postmenopausal symptoms?

All women:
Number of pregnancies Number of live births

List all previous types of birth control used and for how long:

Number of abortions/miscarriages

Painful intercourse? Yes No Pelvic pain? Yes No

Have you ever had an abnormal Pap/HPV test? Yes No
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Abnormal mammogram? Yes No
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