
 

 
 

Established Patient Intake Form 
 

 
Patient Name: _________________________ Date of Birth: ______________________________ 
 
 
 
ALLERGIES 
Have there been any changes in your allergies since your last visit? 
 
 
MEDICATIONS 
Have there been any changes in your medications since your last visit?   
 
 
Preferred Pharmacy: __________________________________________ 
 
 
 
MEDICAL HISTORY 
Have there been any changes in your medical history since your last visit?   
 
 
 
SURGICAL HISTORY 
Have you had any new surgeries since your last visit?   
 
 
 
IMMUNIZATION HISTORY 
Have you had any new immunizations since your last visit?   
 
 
 
FAMILY MEDICAL HISTORY 
Have there been any changes in your allergies since you last visit?   
 
 


