In the interest of keeping all records current and accurate, please complete the following:
(PLEASE DO NOT LEAVE ANYTHING BLANK

Patient Name: __________________________________________    Date of Birth:  ____/____/____

Address:  _____________________________________________________________________
Telephone Number(s):  (H) __________________
(W): _________________(Cellular): ________________
E-Mail Address: _________________________________________________

Insurance:  Present card  
Guarantor: ______________________________________

Height: _________
Weight: __________     Pharmacy: ________________________________________
Primary Care Physician: Name, Address, Telephone #: _________________________________
_____________________________________________________________________________

Current medical history: ________________________________________________

List ALL Medications and allergies.  PLEASE WRITE CLEARLY & LEGIBLY TO ENSURE THE ACCURACY OF YOUR PATIENT RECORD.
	Current Medications & Frequency
	
	
	Allergies to Medicines or other substances Describe Reaction


	
	
	
	

	
	
	
	


Do you smoke? ________  (circle: cigarettes, cigar, pipe)
How often? _____________

Did you smoke?  Yes  No    When did you stop?  ____________

Do you drink? _________  If so, how many drinks per week? __________

Patient Signature ____________​​​​​​​​​_________________[image: image1.png]madison ent
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  Today’s Date ___________________
******************************************************************
PLEASE NOTE:  PATIENTS WHO CANCEL APPOINTMENTS ON THE SAME DAY OR WHO ARE “NO SHOWS” WILL INCUR A $50 FEE. 

******************************************************************
