
New Patient Intake Form

First Name Last Name

Home Address

City State Zip Code

Home Phone Cell Phone Work Phone

Email Address I Prefer You Contact Me By: Email Phone

Marital Status Married Single Divorced Widowed

Are you currently under a physician’s care?  
If yes, please explain the reason(s)
Are you currently taking any medications?  
If yes, please describe
Are you allergic to any medications? (aspirin, penicillin, etc.)  
If yes, what? 

Yes No

Yes No

Yes No

Please list any other significant information regarding your medical history: 

MEDICAL HISTORY: Have you had or do you have any of the following (check all that apply)?
Arthritis  
Sleep Apnea  
High Blood Pressure  
Cancer 

Congenital Heart Defect  
Hearing Impairment  
Mental Health Problems 
Heart Murmur  

Blood Disorder 
Diabetes  
Artificial joints  
Headaches

123 Main Street 
Boston, MA 01950 

Phone: (555) 555 -5555 
Fax: (555) 556 5556

Date of Birth Today’s Date

SUBMIT SECURELY

I understand & certify that the above medical information is correct.  Please initial here:

Do you smoke? If so, how many packs per week?Yes No

Do you drink? If so, how many drinks do you have per week?Yes No

Do you exercise? If so, how many times per week?Yes No

The Medical cenTer
 

Oops! Adobe Acrobat Reader is required to properly 
fill out and submit this form electronically. 

 

You will not be able to complete this form and 
submit it from the current application. 

 

Please save this file to your desktop and open it 
using Adobe Acrobat Reader. 

 

You may download a current copy of Reader from: 

https://get.adobe.com/reader. 

 

Thank you. 
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