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Patient Info Allergies Reactions
Name

Address

City, State, Zip

Phone Specialists : Name & Specialty 

Email

Date of Birth Social Security Number

Marital Status Language

Race Ethnicity

Occupation
Social History (Circle all that apply)

Pharmacy
Alcohol Intake -      None     Occasional      Moderate      Heavy

Laboratory
Caffeine Intake -     None     Occasional      Moderate      Heavy

Emergency Contact Name & Number
Smoker  -  Chewing Tobacco  -  Snuff  -  Smokeless  -  Vape 
Never   -   Former   -   Current          How many years ?  ________

Medical History - Circle all diseases and conditions that apply. 1/4 PPD    1/2 PPD     1 PPD    1 1/2 PPD    2 PPD    3+PPD
ADD/ADHD Gout
AIDS/HIV Headaches Illegal or recreational drugs?  _______________________________
Abuse/Domestic Violence Heart Disease
Allergies/Hay Fever Heart Problems Do you have :   Advanced Directive  -  OOH DNR  -  Medical POA
Anemia Hepatitis
Anesthesia Complications High Cholesterol Surgical History - Please circle all surgeries & date of surgery
Anxiety Disorder Hospitalizations Adenoid Surgery Hydrocele Repair
Arthritis Hypertension Amputation Hypospadias Repair
Asthma Hyperthyroidism Angioplasty Hysteroscopy
Autism Spectrum Disorder (ASD) Hypothyroidism Appendectomy Joint Replacement
Bedwetting Infertility Arthroscopic Surgery Knee Surgery
Birth Defects or Inherited Disease Kidney Disease Back Surgery LEEP
Bladder or Kidney Problems Kidney Stones Bilateral Mastectomy Laparoscopy
Blood Diseases Liver Disease Breast Biopsy Laparotomy
Blood Transfusion Lung Disease Breast Surgery Myomectomy
Breast Cancer MRSA exposure Bronchoscopy Neurosurgery
Breast Problem Meniere's disease CABG Nissen Fundoplication
COPD Mental Disorder Caesarean Section Oophorectomy
Cancer Mental Illness Cancer Surgery Orthopedic Surgery
Chicken Pox Muscle, Joint, or Bone Problems Cardiac Surgery Other
Chronic Ear Infections Obesity Carotid Endarterectomy Ovarian Cystectomy
Congestive Heart Failure (CHF) Osteoporosis Cataract Surgery Partial Hysterectomy
Constipation Ovarian Cancer Cholecystectomy Prostate Surgery
Coronary Artery Disease Polyps Colonoscopy Pyloric Stenosis Repair
Depression Pre-Eclampsia Colposcopy Reconstructive Surgery
Developmental or Behavioral Disorders Pulmonary Embolism ENT Surgery Rhinoplasty
Diabetes Reflux/GERD Ear Tube Septoplasty
Difficulty Swallowing Seizures/Epilepsy Eye Surgery Splenectomy
Diverticulitis Skin Problems Flexible Sigmoidoscopy Strabismus Surgery
Ear or Hearing Problems Stroke Frenulectomy Thyroid Surgery
Eating Disorder Thrombophilias Gastric Bypass Tonsillectomy
Eczema Thyroid Problems Gastrointestinal Surgery Total Colectomy
Endometriosis Tuberculosis Gastrostomy Tube Placement Total Hysterectomy
Fibromyalgia Varicosities Gyn Surgery Tubal Ligation
GI Problems Vision or Eye Problems Hemorrhoidectomy VP Shunt Placement
Other : Hernia Repair Vasectomy
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Family History Mother Father Sister Brother
Maternal 

Grand 
mother

Maternal 
Grand 
father

Paternal 
Grand 
mother

Paternal 
Grand 
father

Other

Alcohol abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Alzheimer's disease ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Anemia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Anxiety disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Arthritis ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Asthma ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Attention deficit hyperactivity disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

BRCA1 mutation carrier detection test ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

BRCA2 mutation carrier detection test ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Blood coagulation disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Cerebrovascular accident ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Chronic obstructive lung disease ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Coronary arteriosclerosis ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Dementia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Depressive disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Diabetes mellitus ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Disease of liver ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Disorder of nervous system ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Disorder of thyroid gland ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Endometrial carcinoma ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Epilepsy ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Headache ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Heart Disease ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Hypercholesterolemia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Hypertensive disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Kidney disease ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Liver problem ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant neoplasm of uterus ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant neoplastic disease ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant tumor of breast ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant tumor of cervix ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant tumor of colon ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant tumor of lung ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Malignant tumor of ovary ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Mental disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Migraine ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Multiple sclerosis ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Myocardial infarction ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Obese ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Obesity ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Osteoporosis ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Seizure ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Seizure disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Sleep disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

Substance abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐
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Medication Name, Strength, Dose, & Frequency (Daily, 2xDaily, 3xDaily, As Needed)

Primary Insurance
Name Of Insurance Company : ___________________________________________________________

ID # :  ______________________________________  Group # :   _______________________________ 

Secondary Insurance
Name Of Insurance Company : ___________________________________________________________

ID # :  ______________________________________  Group # :   _______________________________ 

Privacy Practices Acknowledgement
________ (Initials)    I have received the Notice of Privacy Practices and I have been provided an opportunity to review it. 

Consent for Release of Information
I DO   /   I DO NOT   give E David Pampe, MD permission to release any of my information to anyone other than myself.

Name & Phone : _______________________________________________________________________________________

Name & Phone : _______________________________________________________________________________________

I authorize the release of any medical information necessary to process medical claims. I hereby authorize E David Pampe, MD 
to apply for benefits on my behalf for covered services rendered by him. I request that payment from my insurance company be 
made directly to E David Pampe, MD. I permit a copy of this authorization to be used in place of the original. This authorization 
may be revoked by either me or my insurance company at any time in writing. I certify that the information I have reported with 

regard to my insurance coverage is correct.

Signature : _____________________________________________  Date : __ __ / __ __ / __ __ __ __ 


