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Initials: _______                                General Intake Form 1 

GENERAL INTAKE FORM 
General Medicine  - School / Sports Physicals - Annual Exams - Prescriptions - Referrals - Health Forms 

Today’s Date: ____________ Time: _____________ 

How did you hear about us? Google Radio Patient Referral Attorney Referral Staff ZocDoc Website 

Patient Information 

Date of Birth: _____________ Sex: M F   Social Security Number: _____________________ Marital Status: _________________ 

First Name: ______________________________ Middle: _______________________ Last Name: ____________________________ 

Home Phone: __________________________ Mobile: __________________________ Email: _______________________________ 

Address: _______________________________________ City: ___________________________ State: ___________ Zip: _________ 

Occupation: _____________________ Employer Name: _______________________ Employer Phone: ________________________ 

Is Patient a Minor? Yes No  

If yes, Parent/Guardian Name: _________________________________________ Signature: _________________________________ 

Emergency Contact Information 

Name: ______________________________________ Relationship to Patient: __________________ Phone: ____________________ 

HIPAA Authorization for Release of Information to Family and/or Friend 
Sunshine State Medical, Inc. is authorized to release protected health information about the above-named patient as follows: 

1. Leave information on voicemail at Home Work Mobile 

2. Give Information to Spouse: Name of Spouse: _________________________________________________________ 

3. Give information to: _________________________________________________________________________________ 

Please check the correct box for each item below: Check at least one box for each sign or symptom listed: 

Bruising easily Present Past Never Swollen joints Present Past Never Stiff neck Present Past Never 
Liver problem Present Past Never Dizziness Present Past Never Ulcers Present Past Never 
Kidney infection Present Past Never Headache Present Past Never Chest Pain  Present Past Never 
Painful urination Present Past Never Loss of weight Present Past Never Difficulty breathing Present Past Never 
Prostate trouble Present Past Never Asthma Present Past Never Chronic cough Present Past Never 
High blood press. Present Past Never Cancer Present Past Never Backache (Upper) Present Past Never 
Low blood press. Present Past Never Nose bleeds Present Past Never Backache (lower) Present Past Never 
Hearth Trouble Present Past Never Allergy Present Past Never Osteoporosis Present Past Never 
Stroke Present Past Never Diabetes (Type 1) Present Past Never Whiplash Present Past Never 
Spinal problem Present Past Never Diabetes (Type 2) Present Past Never Numbness (Arms) Present Past Never 
Arthritis Present Past Never Anemia Present Past Never Numbness (Legs) Present Past Never 
Thyroid problem Present Past Never Jaundice Present Past Never Weakness Present Past Never 

Do you suffer from any condition not mentioned above?   Yes No 

If yes, please explain: _________________________________________________________________________________________ 

Did you seek other professional help for this condition? Yes No 

If yes, please explain: _________________________________________________________________________________________ 

Are you presently, for any reason, under the care of any other Physician?  Yes No 

If yes, please provide name of physician: __________________________________________________________________________ 
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Family History 
Father:  Living Deceased Any Illness? ____________________________________________________________________ 

Mother:  Living Deceased Any Illness? ____________________________________________________________________ 

Sibling:  Living Deceased Any Illness? ____________________________________________________________________ 

Work Activity  
Sitting Standing Light Labor Heavy Labor 

Habits:  
Cigarettes (Packs/Day_______)  Alcohol (Drinks/Week_______)  Cigars (Per Week_______)  

Caffeine (Cups/Day_______)   Substances (Illegal) Yes No 

 

Preferred Pharmacy: 
Name     Address      Phone Number 
___________________________________ __________________________________________ ____________________________ 
___________________________________ __________________________________________ ____________________________ 

Current Medications: 
Medication Name         Milligrams Quantity 

______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
______________________________________________________________________________ _____________ ______________ 
 

Prior Treatment 
Have you had any accidents, injuries, and/or falls before? Yes No  If yes, please describe below: 

Accident            Date 
____________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
Injuries             Date 
___________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
Falls             Date 
____________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
____________________________________________________________________________________________ ______________ 
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Operations & Procedures 

Have you ever been hospitalized? Yes No 

If yes, please explain: __________________________________________________________________________________________ 

Have you ever had any operations/surgeries? Yes No 

If yes, please explain: __________________________________________________________________________________________ 

Have you ever had any infectious deceases? Yes No 

If yes, please explain: __________________________________________________________________________________________ 

Have you ever had any broken bones (fracture) or dislocations? Yes No 

If yes, please explain: __________________________________________________________________________________________ 

Have you ever been knocked unconscious? Yes No 

If yes, for how long? __________________________________________________________________________________________ 

To the best of my ability, all the information entered in this form is honest and correct: 

_________________________________________ __________________________________ ______________________ 

Patient Name     Patient Signature    Date 

_________________________________________ __________________________________ ______________________ 

Witness Name     Witness Signature   Date 

For Women Only
By signing below, I certify that concerns regarding pregnancy and radiation exposure have been explained to my satisfaction. I 

understand the clinical necessity of having X-rays taken at this time and grant permission for the procedure. In so doing, I release the 

doctor / clinic from responsibility for potential damage arising from this procedure. 

At the present time:  I am sure I am not pregnant 

 It is possible that I could be pregnant 

 I am pregnant 

_________________________________________ __________________________________ ______________________ 

Patient Name     Patient Signature    Date 

_________________________________________ __________________________________ ______________________ 

Witness Name     Witness Signature   Date 
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