
New Patient Medical Information
Patient’s Name:  __________________________________________________________

Parent’s Name:  __________________ Parent’s Name:  ______________________

Parent’s Cell Phone:  ______________ Parent’s Cell Phone:  __________________

Parents’s Parent’s
Business Phone:  __________________ Business Phone:  _____________________

Patient’s Address:  ________________________________________________________

Home Phone:  ____________________ E-Mail Address:  _____________________

Referred by:  ____________________________________________________________

Family History
Please check only if the patient has an affected parent, sibling or grandparent.

□   Diabetes □   High Blood Pressure □   Epilepsy/Seizures

□   Allergies □   Asthma □   Cancer

□   Bleeding □  Developmental Delay □   Tay-Sachs /
Disorders e.g. Down Syndrome metabolic diseases

□   Anemia □  Heart Disease before □   Muscular
age 50 yrs. Dystrophy

□   Migraines □   Thyroid Disease □   Tuberculosis

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________



Past Medical History 
 

Was patient conceived using in vitro fertilization, egg donation, etc.?  If so, please  
 
explain.  ________________________________________________________________ 
 
_______________________________________________________________________ 
 
Were there any complications during pregnancy?  If so, please describe. 
 
_______________________________________________________________________ 
 
Was the patient born vaginally or by Caesarian Section?  _________________________ 
 
Were there any complications at or shortly after delivery?  _______________________ 
 
_______________________________________________________________________ 
 
What was the patient’s birth weight?  _____________  Birth length?  _______________ 
 
Has the patient ever been seriously ill or hospitalized?  ___________________________ 
 
_______________________________________________________________________ 
 
Does the patient have any chronic or recurrent illnesses?  _________________________ 
 
_______________________________________________________________________ 
 
Does the patient currently take any medications?  _______________________________ 
 
_______________________________________________________________________ 
 
Does the patient have allergies to any medications?  _____________________________ 
 
Has the patient ever undergone surgery?  ______________________________________ 
 
________________________________________________________________________ 
 
Please use this space to add any information which you think we should be informed of:    
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
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