
 
 
 
 
 
 
 
Thank you for your assistance and patience as we transition to a new electronic health record (EHR). Please 
assist us by completing the following questionnaire. We Ask for your email address in order to invite you to 
participate in the new patient portal.  Through this portal, we encourage you to enter new or updated 
demographic information and medical history, view your lab results, or send a message or appointment 
request to the medical office.  We will never share your email address with any outside parties. 

 
Name:________________________________   Date:_______________ 
 
DOB:______________ Sex:  Male  / Female     Marital Staus: Single / Married / Other 
 
Primary Language (circle one):     English  /  Spanish  /  French  /  Other____________ 
 
Email Address:___________________________________ 
 
Address:_____________________________________________________________ 
 
City: __________________________________  State:_________ Zip: ___________ 
 
Phones 
Home:___________________Mobile: ______________________Work:____________ 
 
Employer:_____________________________________________________________ 
 
Primary Care Physician:________________________________________________ 
 
Referred by: ___________________________________________________________ 
 
Pharmacy (Name, Address, Phone)_________________________________________ 
 
 
Communication of Protected Health Information (PHI): 

 
Relationship 

 
Name 

 
Phone 

Permision to 
discuss PHI? 

spouse   Yes  /  No 

   Yes  /  No 

   Yes  /  No 

 
Race(circle one): 
White / Black or African American  / American Indian  /  Alaska Native/Asian 
Native Hawaiian  /  Pacific Islander  /  Other 
 
Smoking Status(circle one): 
Current every day smoker  /  Current some day smoker  /  Former smoker  /  Never smoker 
 
Drinking Status(circle one): 
None / Rarely / Socially / Greater than 3 drinks per day / Other _____________________ 
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List of Medications 

Medication Name DOSE FREQUENCY 

   

   

   

   

   

   

   

   

   

   

   

 
List of Allergies 

 

 
Medical History 

Disease Yourself? Family Members? Details 

Diabetes Yes /  No Yes /  No  

Hypertension Yes /  No Yes /  No  

High Cholesterol Yes /  No Yes /  No  

Thyroid Disease Yes /  No Yes /  No  

Heart Disease Yes /  No Yes /  No  

Osteoporosis Yes /  No Yes /  No  

(List any other illness)    

    

    

    

    

 
Surgical History 

Procedures Yourself? Family Members? Details 

Heart surgery Yes /  No Yes /  No  

Thyroid surgery Yes /  No Yes /  No  

Hysterectomy Yes /  No Yes /  No  

Gallbladder surgery Yes /  No Yes /  No  

Appendectomy Yes /  No Yes /  No  

(List of any other surgeries)    

    

    

    

    

    

 


