
 

Medical Intake Form 

Past Medical History 
Have you ever had any of the following? (Check boxes that apply): 
 

 
Medications 
 None 
List:  

 
Allergies 
 None   _________________________________________________________ 
 
Surgery History 
 None    _________________________________________________________ 
 



Family History 
 None 
Father: ________________________________ 
Mother: _______________________________ 
Siblings:_______________________________ 
Other:_________________________________ 
 
Social History  
Tobacco: (Check boxes that apply): 

 
Alcohol (circle):  None Occasional  2-5 days per week >5 days per week 
If you drink, how many drinks per day? _______ 
 
Any illicit drug use:   None  ___________________________________ 
 
Marital status (circle): 
   
Married          Single Divorced Widow  Domestic partner 
 
Sexual orientation (circle):  Heterosexual  Homosexual  Bisexual 
 
 
Advanced Directives:  Yes  No 
 
Specialists 
 None 
List: 

 
 
 
Patient Name: _______________________________  DOB: __________________ 
 
Signature:___________________________________  Date: __________________ 


