
New Patient History Form
Magalia-Pines Family Practice Medical Clinic

Confidential

Health Information: (pleasecompleteboth sides and both pages of thisform.)

Name:Last: First: Middle:

Homestreetaddress: P.O.Box

City: State: Zipcode: Phone:

Age: Dateof Birth: SS# Gender:Male- Female-

Today'sdate: DateofLastPhysicalExam:

ALLERGIES:(Pleaselistallmedication/drugallergiesfirst,andthenfoodandenvironmentalallergies.)

Medication/Drugallergies:

Foods Environmental

Occupation:

Animalsathome?(Listalltypes)

Anyexposuretohazardouschemicals? Yes- No-

Doyouhavea MedicalAlerttag?Yes- No- Ifyeswhy? Areyouhandicap? Yes- No-

ChiefComplaint:(Pleasedescribewhatis themainreasonforyourvisittoday?)

Historvof PresentIllness:(Pleaseansweranythatapply,if applicable.)

Whendidyoufirstnoticetheproblem?

Howlongdoestheproblemlast?

Locationoftheproblem?

Istheproblemconstantorvariable?

Doesanythingmaketheproblemworst? Doesanythingmaketheproblembetter?

Onascaleof0-10(with10beingthemostpainful)circlethenumberthatdescribestheproblem:0 1 2 3 4 5 6 7 8 9 10

Paincharacteris:Dull- Sharp- DullthenSharp- Verysharpthenstops- Other

Isanythingelseoccurringatthesametime? Yes No Ifyes,pleaseexplain:

Othercommentsregardingaboveproblem:

OtherHealthConcerns:1.
(notpreviouslylisted)

2.

3.

No Yes
No Yes
No Yes
No Yes
No Yes

PLEASECONTINUEON REVERSESIDE:




