NEW PATIENT INTAKE QUESTIONNAIRE

Date: _________________________________________________

[ ] Male
[ ] Female

Name:________________________________________________

Marital Status: ________________

Date of Birth: _____________
Age: __________
Symptoms:  Please mark (X) in the available blanks if any of the following apply to you NOW or in the PAST: 

Now
Past
Head, Eyes, Ear, Nose, Throat

Now
Past
Urinary
[ ] 
[ ]
Noise exposure




[ ]
[ ]
Frequent urination /Trouble holding urine 

[ ]
[ ]
Head injury or concussion



[ ]
[ ]
Trouble starting urine

[ ]
[ ]
Draining or painful ears



[ ]
[ ]
Urinate more than two times a night

[ ]
[ ] 
Hearing loss






Nervous System
[ ]
[ ]
Ringing in ears




[ ]
[ ]
Fainting spells (blackouts)

[ ] 
[ ]
Dizziness or loss of balance


[ ]
[ ]
Convulsions (seizures ,fits, epilepsy)

[ ]
[ ]
Chronic facial pain or headaches


[ ]
[ ]
Tremor (shaking, trembling)

[ ]
[ ]
Chronic nasal congestion or drainage

[ ]
[ ]
Paralysis (or weakness of any body part)

[ ]
[ ]
Frequent nose bleeds



[ ]
[ ]
Numbness (body parts “go to sleep”)

[ ]
[ ]
Difficulty swallowing





Females
[ ]
[ ]
Hoarseness




[ ]

Pregnant (Any possibility?)

[ ]
[ ]
Throat pain








[ ]
[ ]
Jaw pain







Endocrine System


[ ]
[ ]
Chronic cough




[ ]
[ ]
Dry skin, cold intolerance


[ ]
[ ]
Tooth pain/Loose teeth/Bite problems 

[ ]
[ ]
Thirst

[ ]
[ ]
Snoring/Sleep Apnea



[ ] 
[ ]
Appetite Change

[ ]
[ ]
Double vision/Eye pain/Change in vision

General






Allergy/Immune System

[ ]
[ ]
Unexplained fever/Night sweats


[ ]
[ ]
Hives or Chronic itching 

[ ]
[ ]
Unexplained weight loss or pain


[ ]
[ ]
Previous allergy workup

[ ]
[ ]
Joint pains and swelling



[ ]
[ ]
Hay fever



Lungs







Heme/Lymph System

[ ]
[ ]
Coughing up blood



[ ]
[ ]
Easy bruising

[ ]
[ ]
Persistent wheezing/Asthma


[ ]
[ ]
Bleeding problems

[ ]
[ ]
Shortness of breath



[ ]
[ ]
Fatigue

[ ]
[ ]
Abnormal chest x-ray



[ ]
[ ]
Enlarged glands

Heart – Circulation


Past Medical History: List types of illness, place & date:


[ ]
[ ]
Chest pain



_______________________________________________________


[ ]
[ ]
Heart palpitation



_______________________________________________________


[ ]
[ ]
Leg Vein trouble/Leg pain when walking
_______________________________________________________


[ ]
[ ]
Ankle swelling



_______________________________________________________
 








_______________________________________________________



Stomach – Intestinal


_____________________________________________
[ ]
[ ]
Heartburn or Regurgitation of Indigestion
_______________________________________________________

[ ]
[ ]
Frequent or severe stomach pain

_______________________________________________________

[ ]
[ ]
Frequent or severe vomiting

_______________________________________________________

[ ]
[ ]
Vomiting blood



_______________________________________________________

Medications:
What prescribed medicines are you taking (list 

Drug Allergies: _____________________________

dose and frequency)?  Include non-prescription medicines, herbal 

__________________________________________________

supplements and/or vitamins.  Attach separate sheet if space 

__________________________________________________

below is not sufficient.





__________________________________________________

____________________________________________________

__________________________________________________

____________________________________________________

__________________________________________________

____________________________________________________

__________________________________________________

____________________________________________________

(Continue questionnaire on back)
Health History: Have you had any of the following?
Social History:

Yes
No

[ ]
[ ]
Cancer (type)_____________________
Smoking: [ ] cigarettes [ ] pipe  [ ] cigars

[ ]
[ ]
Heart murmur





    [ ]  none       [ ] quit 

[ ]
[ ] 
High Blood pressure equalization 

Number of years: _____ Daily amount _________

[ ]
[ ]
Liver disease, yellow jaundice, hepatitis 


[ ]
[ ]
Mental troubles or nervous breakdown
Alcohol: 
[ ] beer
   [ ] wine   [ ]  other liquors 

[ ]
[ ]
Pneumonia






[ ] none   [ ] quit

[ ]
[ ]
Artificial joints or heart valve



Amount per week:_____________________

[ ]
[ ]
Do you take antibiotics when you go to 

the dentist?




Do you use recreational drugs? [ ] Yes [ ] No

[ ]
[ ]
Serious injury/accident




[ ]
[ ]
Diabetes






[ ]
[ ]
Tuberculosis (TB)





[ ]
[ ]
Uncontrolled bleeding

[ ] 
[ ]
Kidney disease

[ ]
[ ]
HIV/AIDS

[ ]
[ ]
Difficulty with anesthetic 

[ ]
[ ]
Heart attack

[ ]
[ ]
Thyroid disease

[ ]
[ ]
Abnormal EKG

[ ]
[ ]
Stroke

[ ]
[ ]
Facial fracture or jaw fracture

[ ]
[ ]
Have you used aspirin within the last 2 weeks?



How much? __________________________

Past Surgeries: List type of operation, place & date:

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________




