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• Allerno11ves, lr,co/

NEW PATIENT INFORMATION FORM 

Please complete all fields 

Social Sec #: 
-----------

DOB: ____ _ 
--------

Sex: Race: ________ _ Marital Status: _____ _ 

Home Address: 

City, State, Zip: _________________ _ Permission to mail to this address: Y or N 

Home Phone: _________ Cell Phone: _________ Work Phone: _______ _ 

Best Time to Call: 
-------

OK to leRve a message: Home: Y N Cell: Y N \Vork: Y N 

Parents Names or Legal Guardian (if minor): ________________________ _ 

For Minors: Is there are current court order for custodial arrangements of your child? o YES D NO 

Emergency Contact Person: 
--------------

Relationshlp: __________ _ 

Phone Number: _____________ _ 

Primary Care Physician:--------------------------------­

Primary Care Address/Phone Numbe1·: 
----------------------------

Preferred Pharmacy:----------------------------------

Pharmacy Address/Phone Number: ____________________________ _ 

Are you currently employed? o YES 

Employment Type: o Part Time 

o NO If yes, please answer the following:

o Full Time Average# of Hours Worked: ________ _ 

Employer: --------------------------------------

Occupation: 
-------------------------------------
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IF YES, PLEASE LIST HERE:



.· Have you experienced any of (he following symptoms in the past 6�_ �ays�-(Please indicate YES/NO) - _. 
·- ,o Ankle swelling o Coughing o Lightheadedness o Pulse In·egularity

o Bed-wetting o Cramps o Memory Problems o Seizures

o Blood in stool o Diarrhea o Mole/Wart Changes o Shakiness

o Breathing Difficulty o Dizziness o Nervousness o Sleep Problems

o Chest Pain o Falling o Nosebleeds o Sweats (night)

o Confusion o Gait Unsteadiness □ Numbness o Tingling in Anus &
Legs 

o Consciousness Loss o Hair Change o Panic Attacks o Tremor

o Constipation □ Hearing Loss □ Penile Discharge □ Urination Difficulty

Date of Last Physical Exam: ____________ _ 

-· MedicaJ Hosoitalization/SureicalProcedures ' - '.::-c:::\··. 
Have you had medical hospitalization(s) and/or surgical procedure(s)? D YES D NO

If yes, please complete infonnation below. 

DATE REASON 

-. 

··-

o Vaginal Discharge

o Vision Changes

o Vomiting

o Other:

. · • ·-

... -· 

If any hospitalizations in the last 6 months, bow many emergency room episodes? ____________ _ 

D None

D Hearing, Describe: 

□ Sight, Describe:

D Speech, Describe: 

D Mobility, Describe: 

:physical Limitations·· ·-- ,_,', ,,-

• � �:�\ :· f Li�l any physical f hrutatiqnran<V�r-�i�<1s.
. ·-��-- : :. - · •  - -·- �·- . -- --- - . .. -�·::• 

: 
. 

··- ·-
. -:.;:;: :t .::..·-· - .- ..... 

- . 

Describe current physical exercise program: __________________________ _ 



�. Communinr 
,0t:�;:};'.i Alt8rndllves, Jr,,tJ

Nutritional Screening (please check) 
o No problems Eating: □ More Drinking: □ More Appetite: □ Increased

□ Less o Less o Decreased
□ Not Eating o Takes liquids only

o Nausea o Vomiting o Trouble chewing or swallowing

□ Special Diet

.. . 
· ·: 

- i·S1,1bstance 
. ,  -·

,. ·-.

Alcohol/Beer/Wine 

Marijuana 

Hashish 

Stimulants 

.. 

□ Other, please describe:

Substance Use ffistory/Curtent Use (Please check appropriate.columns). � ·;_. -::-:·._:: ·. : . . . ·• : . . ; . . ' . 

No. Past Cµrrent 
Use· Use· 'Use:: 
□ □ □ 

□ D D 

D □ □ 

□ □ □ 

. ·Substance 
·- - .• ,:_ 

Sleep 

·-

Medication 

·--
- . 

Tranquilizers 

Hallucinogens 

Inhalants 

No·. Past Current Substance 
use ·Use Use 

-. 

·-

.. 
:. · ·-

□ □ □
Cocaine/Crack

□ D □
Heroin

□ D D Pain 
Medication 

D D D 
Other: 

Have you ever injected drugs or shared needles? □ YES □ NO

Caffeine Use? If yes, form (coffee, tea, pop, etc.): How much per week (cups, bottles)? 
D YES D NO 

Tobacco Use? If yes, form (cigarettes, cigars, smokeless): How much per week (packs, etc.)? 
□ YES D NO

No 

' 

. . 

Use 

□ 

□ 

□ 

□ 

.:- . 

Past 
Use 
□ 

□ 

D 

□ 

Current 
Use 
D 

D 

□ 

D 

Date 
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