NEW PATIENT FORM DATE

Legal First Name: Last Name:

Preferred or Nick Name: Date of birth:

Street Address:

City: State: Zip: Soc. Sec. #:
Home Phone #: Mobile #:

Email Address:

Ethnicity: ____ Hispanic/Latino Race:(check all that apply)
_____Not Hispanic/Latino _____ Black/African-American ____ White

______American Indian or Alaska Native _____Asian
_____Native Hawaiian or other Pacific Islander Other

Sex Assigned atBirth: = Male _ Female __ Intersex

Current Gender Identity:  Male _ Female __ Transgender Male (FTM)

_____Transgender Female (MTF) __ Non-binary _ Other __ Choose not to disclose
Preferred Pronouns: __ He/his/him __ She/hers/her __ They/Their/Them
Sexual Orientation: _ Straight (heterosexual) _ Lesbian/Gay (Homosexual) _ Bisexual
_____Other __ Choose not to disclose
Marital Status: ____ Single __ Married ____ Partnered ___ Divorced ____ Widowed ___ Separated
Emergency Contact Name: Contact Phone:

Primary Pharmacy Name:

Address:

Phone:

Secondary Pharmacy Name:

(or Mail order)  Address:

Phone:
Insurance: Do you have insurance? _ No ___ Yes (if yes, complete below)
Guarantor: ___ Self ___Spouse __ Parent __ Other:
Primary Plan Name: Effective Date:
Insurance ID: Group ID:

If guarantor other than self: Guarantor Name:

Guarantor Date of birth: Phone Number:

Secondary Plan Name Insurance ID:




MEDICAL HISTORY

Medication Allergies/Sensitivities

I No significant Allergies

| Medications [Reaction | Others IReaction
1. 2. ||

o | + |

3 o |

-l s |

o | o

Current Medications
-

No Known Current Medication
Medication Name | Medication Name

=N

=3
~

° 6. ||

! 8. |

9 I 10 I

|Please enter additional Current Medication details if any:

o] | o[

Surgical History

‘I_ No Significant Past Surgical History
|Surgery |Year |Surgery |Year |Surgery |Year
I Appendectomy I I CABG I I Cholecystectomy I
I Colposcopy I I Gastric Bypass I I Hysterectomy I
I I I I I Transgender Top I
Sinus Surgery Tonsillectomy s
urgery
I Transgender I I I I I
Bottom Surgery




|Please enter additional Surgical History details if any:

|

2|

Past Medical History

Sleep Apnea

Stroke

Thyroid (abnormal)

- No Significant Past Medical History
B Abnormal breast exam ||[ [ [
Abnormal PAP smear ADHD Anemia
or mammogram
B B Arrhythmia (or other B [
Anxiety . Arthritis Asthma
irregular heartbeat)
B Atopic dermatitis B Atrial fibrillation B Bipolar disorder B Bleeding disorders
B Blood transfusion B Broken bone B C. difficile diarrhea B Cancer, Breast
r r Cancer Other: r
Cancer, Colon Cancer, Prostate Congestive heart failure
specify
B COPD/Emphysema B Coronary artery disease B Crohn's/Ulcerative colitis Deep vein thrombosis or
pulmonary embolus (clots)
B Depression B Diabetes type | B Diabetes type Il - SN (17, OEE, et
P yp yp disorder
. Spllpen (Eorme B Esophageal varices B Gastric ulcer B GERD (acid reflux)
disorder)
B Gout B Heart attack B Heart disease B HIV/AIDS
B Hyperlipidemia (high [ SvperErsten (it 3 [ SypstEnsten e 55 B Irritable bowel disease
cholesterol) yp 9 yp (IBS)
) . [ . [ . . [ .
Kidney disease Kidney stones Liver disease Low white blood cells
B B Migraines/Chronic [
Lung disease Myocardial infarction Pancreatitis
headaches
. [ ' [ [ .
Panic attacks Peripheral vascular Prostate (abnormal) Psychiatric/Mental health
disease diagnoses:
specify:
[ [ [ Urinary tract infections

(chronic)




Past Infectious Disease History (please check all that apply):

I Amoeba diarrhea I Chlamydia-anal I Chlamydia-genital I Chlamydia-oral
I Giardia diarrhea I Gonorrhea-anal I Gonorrhea-genital I Gonorrhea-oral
I H : ify bod
r 3 r 3 r 3 erpes: specify body
Hepatitis A Hepatitis B Hepatitis C
site
r . a MRSA: specify body
HIV/AIDS (see below if || HPV (warts) r Lice ("crabs")
yes) site
I Scabies I Shingles I Syphilis I Trichomoniasis

HIV / AIDS History:
If HIV negative, when was your last HIV test?

If you are diagnosed HIV positive, please answer the below:

HIV diagnosis date:

City and State
where HIV first

diagnosed:
Have you received r r Date of AIDS I
an AIDS diagnosis? Yes No diagnosis:
Latest T-cell (CD4) Latest viral
count: I load: I
Date: Date:
Current HIV I
provider:

If HIV positive, are
you currently case .
managed?

If yes, name of case
management
agency:

Name of case
manager:

|Please enter additional Past Medical History details if any:

Hospitalizations:

If you have ever been hospitalized, please provide the details of hospitalization (includes childhood illness).

F |Treated For |When

|Where

F |Treated For

|When |Where

"l |

2

| |

4




5 6
i \I \I B \I \I
Please select your answer and specify the year.
|ImmunizationNaccine |Answer |Year l|lmmunizationNaccine |Answer |Year
s I Hepatitis A vaccine O I
Flu vaccine within last Yes No Yes No
year i
Unknown Unknown
| would like to receive
Flu vaccine today
C Yes No
Adult Pneumovax-23 i I Hepatitis B vaccine i I
Yes No Series of 3 Yes No ||1)
| would like to receive ' i
Pneumovax today Unknown Unknown Ii
2)
C Yes No Ii
3)
Adult Prevnar-13 i I TwinRix Vaccine i I
Yes No (Hep A and B combo) Yes No /|1)
I would like to receive ' Series of 3 '
Prevnar-13 today Unknown Unknown Ii
2)
C Yes No Ii
3)
Tetanus/Tdap i
Never
i i
P algesy I Tuberculosis/PPD P Ve hE I
<10 years Unknown
C > 10 years
C Yes No Previous POSITIVE r I
HPV (Gardasil) - I PPD result Yes No
Unknown
. i .
Zoster (shingles) Yes No I Previous NEGATIVE r I
vaccine r Chest X-ray result Yes No
Unknown

Preventive Health Screenings:




Screening |Screening Date

Last PSA (men) Last Oral Cancer Screen

Last Rectal/Prostate (men)

Date
Last Colonoscopy or Sigmoidoscopy I

Last Bone Density Screen

I

Positive Occult Blood (stool)

Negative

Stool test for blood Last Anal PAP

Positive

Last Dental Exam Other I

Please answer the below if appropriate.

our age .at o.nset & Date of your last period:
menstruation:

W

]

}Are you: Premenopausalr Perimenopausalr Postmenopausal

Have you ever had a r If yes, when was your Ii
mammogram? Yes No most recent?

Was your mammogram r

ever abnormal? No Yes

Have you ever had a Pap r r If yes, when was your I

est? Yes No most recent?

Was your Pap ever r - e
abnormal? No Yes Have you ever had HPV?

How many pregnancies re you currently s s
have you had? pregnant? No Yes
- |

Substance Use History:

]

]

Please check all that apply.
Smoking C Current every day C Current some day i
Status Former smoker Never smoker
smoker smoker
i
unkno?lvmnOKer’ current status Unknown if ever smoked C Heavy tobacco smoker C Light tobacco smoker
Check One How much/How often Last Use Quit Date Reque_st_mfo on
quitting
I
No
Tobacco - I I I C Yesr No
Yes
C No
Alcohol - I I I C Yesr No
Yes
I
. No
Recreational Drugs . I I I i Yesr No
Yes




Prescription Narcotics O
Nl | 's 's
' e Yes No
Type: Yes
. i
Ever received treatment Yes I
for any of the above? r When?
No

Sexual Orientation:
If sexually active, do you r r r r r

have sex with: Men Transwomen N/A
|Please enter additional Social History details if any:

Women Transmen

i 2
Family History

a No Known Family History
I Adopted

|Prob|ems |Relation (list one or more) |Prob|ems |Relation (list one or more)
I Hypertension I I Hyperlipidemia I

I Diabetes I I Heart Disease I

r Stroke I I_ Psychiatric I

Disorder
I Cancer I I I

|Please enter additional Family History details if any:

| _|>
Review Of Systems

|Constitutiona| Symptoms

Appearan o

ce O Normal C Abnormal Disability Denies e Reports
Fever c Denies c Reports Chilli Denies C Reports
Malaise/F Night

atigue c Denies c Reports sweats O Denies O Reports




Recent

weight j
changes
Comment
S
|Eyes
Blurred i~ Double |~
vision Denies Reports vision Denies Reports
Photopho || ~ Visual i~
bia Denies Reports changes Denies Reports
. r Glaucom |~
Discharge Denies Reports a Denies Reports
. Lacrimati
i i
Itching Denies Reports on Denies Reports
. Redness
i i
s Denies Reports of eyes Denies Reports
Eyeglasse | -~ Contact ||~
s Denies Reports lens Denies Reports
Comment
s
|EarslNoselMouthIT hroat
Hearing . r
loss Denies Reports Ear pain Denies Reports
Sensation
of the
room .. '
spinning Denies Reports fonis Denies Reports
inside
your body
S Nasal |-
- 9 Denies Reports discharge Denies Reports
Abnormal Bleeding |~
sneezing Denies Reports from nose Denies Reports
Postnasal Oral ~
drip Denies Reports ulcers Denies Reports
dorta Sore |~
Denies Reports throat Denies Reports
problems
gfe 2?3::?; Swollen =
in the Denies Reports glands in Denies Reports
neck
throat
Ulceration
s Denies Reports
Comment
S
|Cardiovascu|ar
Chest ~
pain Denies Reports ST Denies Reports
Palpitatio |~ Claudicati | /~
n Denies Reports on Denies Reports
D Orthopne
yspnea Denies Reports a Denies Reports
Ed Previous
ema Denies Reports EKG




Comment

births

S
|Respiratory
~ r Shortness
Cough Denies Reports of breath Denies Reports
Chest i~ i~ Hemoptys
tightness Denies Reports is Denies Reports
i i i
L Denies Reports Sz Denies Reports
Comment
S
|Gastrointestina|
Change
Nausea/\/ f - i in bowel :
omiting Denies Reports habits Denies Reports
. i~ i~ Constipati
Dl Denies Reports on Denies Reports
Difficulty
Abdomina |~ ~ with
| pain Denies Reports swallowin Denies Reports
9
Blood in ||~ 'S Hemorrho
stools Denies Reports ids Denies Reports
Comment
S
|Genitourinary
Blood in ||~ ~ Painful
urine Denies Reports urination Denies Reports
Excessive = = Urinary
nighttime : .
urination Denies Reports frequency Denies Reports
. r r Urinary
AESiEnEy Denies Reports urgency Denies Reports
= = Decrease
Bribbling Denies Reports & Ll Denies Reports
stream
Abnormal [~ i~ .
discharge Denies Reports ST Denies Reports
. r r Dyspareu
ltching Denies Reports nia Denies Reports
History of
urinary - -
tract/blad ;
B Denies Reports
infection
Comment |
S
|Female GU
LMP Age at
menarche
Average Shortest
cycle cycle
length length
Longest A
pregnanci
cycle =
length es - live e




No.of
No.of ; .
. miscarria
abortions i ges i
No.of Date of
S last PAP
stillbirths ~ smear
Painful
~ Heavy ~ ~
ir(r)\r?nstruat Denies Reports periods Denies Reports
Menstrual |~ ~ ~
tension Denies Reports PMS Denies Reports
Hot Recent
flashes/ni ||~ breast i~ i~
ght Denies Reports tendernes Denies Reports
sweats s/lumps
Abnormal .
. Prior D
vaginal |~ - . s
STee Denies Reports and C Denies Reports
C-section |~ . Hysterect |~ o
Denies Reports omy Denies Reports
Abnormal
~ Pregnanc |~ ~
PAP Denies Reports y Denies Reports
smear
Comment
s
[Male GU
Lumps/pai D!mculty
) L1 " beni Report eroction/e |* Denies & Report
testicles enies eports _erectlo.n/e enies eports
jaculation
Abnormal Date of
discharge || ~ last
from Denies Reports prostate
penis exam
Comment
S
|Musculoskeletal
int pain |1 inC
Joint pain Denies Reports Neck pain Denies Reports
Shoulder ||~ e
pain Denies Reports Back pain Denies Reports
Upper ~ Lower
ex?remny Denies Reports ex?remny Denies Reports
pain pain
Numbnes
s/tingling ||~
sensation Denies Reports
S
Comment
S
|Integumentary
i -
Itching Denies Reports Rashes Denies Reports
Change in | ~ i(r31hange
skin color Denies Reports L Denies Reports
hair/nails
Varicose ||~
veins Denies Reports




Comment
s

|Neurological

size

. f« Headach
Seizures Denies Reports e Denies Reports
Numbnes ||~ Weaknes .
s Denies Reports s Denies Reports
Decrease
T i in .
el e Denies Reports cognitive Denies Reports
skills
Lossof ||~ Head .
balance Denies Reports injury Denies Reports
is [
Paralysis Denies Reports
T —
Comment
s
Psychiatric
Difficulty _
figgcentra C Denies Reports et Denies Reports
Changes Irritability/
- - Denies Reports maod Denies Reports
socializing changes
Suicidal ~ .
thoughts/ Denies Reports Ry Denies Reports
attempts
Depressio |~ Nervousn .
n Denies Reports ess Denies Reports
Adequate
Forgetfuln | -~ . /sound .
ess Denies Reports Denies Reports
sleep
Previous
use of
psychotro || ~
pic Denies Reports
medicatio
n
Comment
S
|Endocﬁne
Heat or
Excessive |~ cold .
urination Denies Reports intoleranc Denies Reports
e
Changes
in . q )
hat/glove Denies Reports Nocturia Denies Reports




hG;?:%ﬂ:;'/ e Excessive o

problem Denies Reports ly dry skin Denies Reports
Comment I

s
|Hemato|ogic

] Easy

Anemia C Denies 8 Reports bruising C Denies C Reports

] Slow

Night .

sweats C Denies © Reports Cviilkndgs Denies Reports
Past I I s
Lr:nsfusm Denies Reports RISk Denies Reports
Comment I
s

|Please enter additional Review of Systems details if any:

Thank you for completing the form. Please either email to us (info@DiversityHealthCenter.com), fax (813-
518-0882) or bring with you to you new patient visit. Please call us to schedule that appointment if you
haven’t already done so at (813) 518-0881




