
NEW PATIENT INFORMANTION


PAVILION FAMILY PRACTICE
PATIENT INFORMATION

Name: _________________________________________________________________

Address: _______________________________________________________________

City: _________________________________ State: ____________ Zip: _________

Phone: Home__________________________________ Cell #: _________________

D.O.B.: _______________________
 SS#:_______-______-_______  

Employer: _____________________________________________________________

Phone: ______________________City: _______________ Zip: _________________

Emergency Contact: _______________________________ Relation: _____________

Phone: __________________________________  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work  FORMCHECKBOX 
 Cell

Insurance Information

Primary Insurance Information

 FORMCHECKBOX 
HMO    FORMCHECKBOX 
PPO    FORMCHECKBOX 
POS    FORMCHECKBOX 
Medicare    FORMCHECKBOX 
Medicaid

 FORMCHECKBOX 
Self    FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child    FORMCHECKBOX 
Mother    FORMCHECKBOX 
Father    FORMCHECKBOX 
Other

Name of Insurance Company: __________________________________________

Subscriber: ____________________________________ D.O.B.:________________

Relation: ___________________________ SS#: ______________________________

Contract #: _______________________________ GP#: _______________________

Secondary Insurance Information

 FORMCHECKBOX 
HMO    FORMCHECKBOX 
PPO    FORMCHECKBOX 
POS    FORMCHECKBOX 
Medicare    FORMCHECKBOX 
Medicaid

 FORMCHECKBOX 
Self    FORMCHECKBOX 
Spouse    FORMCHECKBOX 
Child    FORMCHECKBOX 
Mother    FORMCHECKBOX 
Father    FORMCHECKBOX 
Other

Name of Insurance Company: ___________________________________________

Subscriber: ___________________________________ D.O.B.: ________________

Relation: ____________________________________ SS#: _____________________

Contract #:_________________________________GP#:_____________________

Reason you are seeing the doctor: ____________________________________________________

Check Illnesses which have occurred in your blood relatives

 FORMCHECKBOX 
 Diabetes   FORMCHECKBOX 
 high blood pressure  FORMCHECKBOX 
 heart  FORMCHECKBOX 
 cancer  FORMCHECKBOX 
 bleeding tendency  FORMCHECKBOX 
 kidney disease  FORMCHECKBOX 
 stroke  FORMCHECKBOX 
 liver disease  FORMCHECKBOX 
 lung disease/tuberculosis 

 FORMCHECKBOX 
 Pneumonia  FORMCHECKBOX 
 Asthma  FORMCHECKBOX 
 breast cancer  FORMCHECKBOX 
 other

Check any illnesses you have had

 FORMCHECKBOX 
 Diabetes  FORMCHECKBOX 
 high blood pressure  FORMCHECKBOX 
 heart condition  FORMCHECKBOX 
 cancer  FORMCHECKBOX 
 bleeding tendency

 FORMCHECKBOX 
 kidney disease  FORMCHECKBOX 
 stroke  FORMCHECKBOX 
 liver disease  FORMCHECKBOX 
 lung disease/tuberculosis  FORMCHECKBOX 
 Pneumonia  FORMCHECKBOX 
 asthma  FORMCHECKBOX 
 breast cancer  FORMCHECKBOX 
vein trouble  FORMCHECKBOX 
 jaundice  FORMCHECKBOX 
 glaucoma  FORMCHECKBOX 
 rheumatic fever  FORMCHECKBOX 
 AIDS  FORMCHECKBOX 
 Hep C  FORMCHECKBOX 
 other: explain __________________________________________________

List any other illnesses not requiring operation for which you were hospitalized: __________________________________________________________________________________

List previous operations: ___________________________________________________________

Medications:________________________________________________________________________________________________________________________________________________________________

Allergy sensitivity or medication sensitivity or other substances:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Explain:____________________________________________________________________________

Have you has serious injuries, broken bones, Ect.  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   

List: _________________________________________________________________________

Do you use tobacco  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     Do you use Alcoholic beverages  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Dental problems  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 NO       Vision problems  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Check the disease against which you have been immunized  FORMCHECKBOX 
 Smallpox  FORMCHECKBOX 
 Tetanus 

 FORMCHECKBOX 
 Typhoid  FORMCHECKBOX 
 Polio  FORMCHECKBOX 
 Influenza  FORMCHECKBOX 
 other: __________________________________________

Date of last menstrual period started ______________ Periods are  FORMCHECKBOX 
 regular  FORMCHECKBOX 
 irregular

Have you received a blood transfusion  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Have you had any recent involuntary weight loss  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

When was your last pelvic exam ________________ Date of last Pap smear _______________

Have you ever been treated for abnormal pap smear (if yes explain) __________________________________________________________________________________

Have you had a recent bladder infection  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you ever had kidney stones or a kidney infection  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Have you ever had a kidney operation or transplant  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you ever been treated for a venereal disease such as gonorrhea, trichinomas, syphilis, Aids, herpes, Chlamydia  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Is your general health good  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, why not _____________________________

Have you ever had cancer  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If yes, where and when _____________________

Have you ever had breast cancer or lumps  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

Have you ever had convulsions or seizures  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If yes, when ________________

Do you still have them? ______________________________________________________________

PATIENTS SIGNATURE ___________________________________ DATE __________________

