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Ph: 615.625.7777                                 NEW PATIENT EXAMINATION SHEET                             Fax: 615.625.7700
PLEASE  PRINT ANSWERS TO ALL QUESTIONS AS ACCURATELY AS POSSIBLE.
Name:  ______________________________________              DOB_______​________  Age _______ Male / Female 
Please list all of the symptoms you are having or why you need to be seen_______________________________________
When did your symptoms start?( PLEASE GIVE EXACT DATE IF POSSIBLE)_________________________________
Last Menstrual Period __________________     Pap Smear  __________________________
When was your last annual Physical? ( PLEASE GIVE EXACT DATE IF KNOWN) ______________________________
When was your last tetanus shot? ( PLEASE GIVE EXACT DATE IF KNOWN) ________________________________
Are you currently on any medications?    YES   NO : If YES, please list ALL your medications and dosages. Please add over the counter medications/natural/herbal meds as well​​​​​​​​__________________________________________ _____________________________________________________________________________________________

_____________________________________________________________________________________________

Are you allergic to any medications?   YES   NO    If  YES, please list the medication and the reaction you had. _____________________________________________________________________________________________
Please list ALL medical conditions that you have (ie: hypertension, diabetes, etc.) If you do not have any – please circle: NONE __________________________________________________________________________________
Have you had any past surgeries/hospitalizations?    YES   NO     If YES, please list with dates.

________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________
Please list your family’s health history: 

Father (circle one)       Living  / Deceased    Health History: ______________________________________________
Mother (circle one)     Living / Deceased    Health History: ______________________________________________
Siblings (circle one)   Living / Deceased    Health History:  _______________________________________________
Children (circle one) Living  / Deceased   Health History: __________________________________________ _____
Do you smoke?   YES      NO    If YES, how many packs per day? __________For how long? ____________________
Do you drink alcohol?      YES        NO     If YES, how often?______________________________________________
Do you have Living Will:  YES        NO.   If you would like one, please ask the receptionist for a copy .

Office Use Only:                  New Patient/ Established Patient

Insurance_______ __________ Self Pay________________Deductible/Alert_________________________
Height _________ Weight _________ BP___​_______ Pulse _________ Resp ________ Temp________     Strep_______  Mono__________ O2 Before Tx  ____​​___ After Tx __________ Peak Flow 1st________ 2nd  ________ Spirometry________Influenza _______ Glucose _______ Tymp / DPOAE (see attached) _________ Urine (see attached) _____​​______ LMP_________ Pregnancy________​___ EKG (see attached) ___________ Vision: left 20/______​​​__ right 20/________ both 20/______​_

