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New Patient Health Information 
Patient Information 
Patient Name: ___________________________________________________Date of Birth: __________________ 
Age: ____________         Sex:   M     F         Occupation: _________________________________________________
Height:   __________ Weight: ___________________ Shoe Size: ________________
Primary Care Provider: ___________________________ Clinic: ________________________________
Pharmacy: ____________________________ Address: ________________________________________________
Tobacco/Nicotine Use: NEVER / CURRENT / FORMER     Type: ________________ Years Used: __________
Medical Information
Allergies and Reactions: (Please include all medications, latex and adhesives if applicable)
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	REACTION

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Current Medications (prescription and over the counter medication, including supplements): 
	1.
	2.
	3.

	4.
	5.
	6.

	7.
	8.
	9.

	10.
	11.
	12.

	13.
	14.
	15.

	16.
	17.
	18.

	19.
	20.
	21.

	22.
	23.
	24.






Past Medical History: Circle if you have had any of the following diseases or problems. 
	Heart & Vascular Issues
	Bleeding disorders/Issues
	Bone/ joint issues

	Heart Murmur
	Abnormal bleeding
	Arthritis

	Mitral valve prolapse 
	Anemia
	Rheumatoid Arthritis

	Artificial heart valve
	History of blood transfusion
	Osteoporosis

	Rheumatic heart disease
	Hemophilia
	Artificial joint replacement

	Angina/ Chest pain 
	AIDS/HIV
	Other:

	Peripheral artery disease
	Factor V Leiden mutation
	Neurological Issues

	Congestive Heart Failure
	Ulcers
	Epilepsy or Seizures

	Damaged Heart valves
	On blood thinners 
	Headaches/ migraines

	Heart Attack
	Other:
	Alzheimer’s/ dementia

	Low Blood Pressure
	Breathing Issues/ disorders 
	Vertigo

	High Blood Pressure
	Asthma
	Other: 

	Congenital Heart Defect
	Emphysema
	Other diseases/Problems

	Pacemaker
	Chronic Bronchitis
	Liver Disease

	Atrial Fibrillation
	COPD
	Gastrointestinal disease

	Raynaud’s Disease
	Sleep Apnea
	Acid reflux/ GERD

	History of stroke
	Other:
	Kidney Problems

	History of blood clots
	Behavioral Health Problems
	Recent Infections

	Elevated Cholesterol
	Chemical dependency
	Open wounds/Sores

	Clogged/hardened arteries
	Alcohol Dependency 
	History of a transplant

	Other:
	Depression/ Anxiety
	History of MRSA infection

	DIABETES/ENDOCRINE
	Other:
	Thyroid Disorder

	Prediabetic
	Pain Issues
	Pregnancy

	Type 1 or Type 2 diabetic
	Chronic Pain
	Auto immune diseases

	Diabetic Peripheral neuropathy 
	Fibromyalgia
	Cancer (Type): 

	Use of GLP-1 medication
	Complex Regional Pain Syndrome
	Glaucoma

	Other:
	Other:
	Other: 



ALL Past Surgeries or Procedures: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What else should we know about your medical history? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________
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