New Patient Form

A comprehensive understanding of you and your past and current medical health helps us provide you with
the best medical care. Please complete the following form to the best of your abilities.

Patient Name * PROVINCIAL HEALTH CARE NUMBER
Given Name(s) Last Name ** REQUIRED**
Preferred Name: Date Of Birth *

Month Day Year

Patient Weight (kg's) *

Address *

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Phone Number * Patient E-Mail *
Area Code Phone Number example@example.com
Cell Phone Relationship Status:

Area Code Phone Number married, single, partnered etc.
Occupation
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Emergency Contact Information

Name Phone Number
First Name Last Name Area Code
Relationship

Personal Medical History

Have you ever had (Please check all that apply)

Asthma/COPD
Arthritis

Cancer

Gout

Diabetes
Emotional Disorder
Epilepsy Seizures
Fainting Spells
Gallstones

Heart Disease
Heart Attack

High Blood Pressure
Ulcers

Hepatitis

Kidney Disease
Liver Disease
Sleep Apnea

High Cholesterol
Thyroid Problems
Tuberculosis
Venereal Disease
Neurological Disorders
Bleeding Disorders
Lung Disease
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Emphysema

Skin Conditions
Autoimmune Disease
Depression/Anxiety

Please list any drug allergies

Other lliness:
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Surgical And Acute History

Have you ever had surgery Or been treated for any acute conditions?

Appendix

Hysterectomy

Gallbladder

Fracture Repair

Joint Replacement
Tonsils/Adnoids Removed
Cardiac/Stent

Pregnancies and Deliveries

Yes

No
Vaginal
Cesarean

Number of Pregnancies

Lifestyle- Check all that Apply

Alcohol Consumption
| don't drink
1-2 glasses/day
3-4 glasses/day
5+ glasses/day

Vape Consumption
| don't Vape
1-2 Times/day
3-4 Times/day
5+ Times/day

Tobacco
1-2 per day
3-4 per day
5+ per day

Exercise
Daily
2-4 times per week
4+ times per week
Never
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Do you smoke?
No
0-1 pack/day
1-2 packs/day
2+ packs/day

Drug Use Marijuana
Current Yes
Past No

Allergies
YES
NO

Please Describe:
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Biological Relative Medical History

Please Check all that Apply

Please Check All That Apply
Parent Aunt/Uncle Grandparent Child Sibling Unknown

Cancer
Diabetes
Stroke

Heart Disease
Autoimmune

Liver or Kidney Disease

Other Illiness Not Listed:

Medications

Please list all medications, vitamins and supplements that you are currently taking.

Other information you would like to share

Trauma, phobias, finacial stresses etc.
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If this form is for a child please fill in this additional
information:

Parent/Gaurdian Contact Information:

Name Phone Number

First Name Last Name Area Code Phone Number
Relationship to child: Custody Arrangement

Name Phone Number

First Name Last Name Area Code Phone Number
Relationship to child: Custody Arrangment

Other Health and Wellness Professionals or Resources

speech pathology, pediatrician, optician, individual learning plan, etc.

Eating following a diet

| have a loose diet
| have a strict diet
| don't have a diet plan

7
Create your own automated PDFs with Jotform PDF Editor- It's free % Jotform


https://www.jotform.com/products/pdf-editor/?utm_source=pdf_file&utm_medium=referral&utm_term=240275734267056&utm_content=jotform_text&utm_campaign=pdf_file_branding_footer

	formID: 240275734267056
	pdf_submission_new: 1
	simple_spc: 240275734267056-240275734267056
	adobeWarning: In order to submit this form, you should open it with Adobe Acrobat Reader.
	relationshipStatus90: 
	occupation89: 
	cellPhone88[area]: 
	cellPhone88[phone]: 
	phoneNumber87[area]: 
	phoneNumber87[phone]: 
	dateOf84[month]: 
	dateOf84[day]: 
	dateOf84[year]: 
	preferredName83: 
	patientName[first]: 
	patientName[last]: 
	address86[addr_line1]: 
	address86[addr_line2]: 
	address86[city]: 
	address86[state]: 
	address86[postal]: 
	provincialIns85: 
	patientWeight73: 
	patientEmail: 
	relationship93: 
	phoneNumber92[area]: 
	phoneNumber92[phone]: 
	name91[first]: 
	name91[last]: 
	haveYou52[0]: Off
	haveYou52[1]: Off
	haveYou52[2]: Off
	haveYou52[3]: Off
	haveYou52[4]: Off
	haveYou52[5]: Off
	haveYou52[6]: Off
	haveYou52[7]: Off
	haveYou52[8]: Off
	haveYou52[9]: Off
	haveYou52[10]: Off
	haveYou52[11]: Off
	haveYou52[12]: Off
	haveYou52[13]: Off
	haveYou52[14]: Off
	haveYou52[15]: Off
	haveYou52[16]: Off
	haveYou52[17]: Off
	haveYou52[18]: Off
	haveYou52[19]: Off
	haveYou52[20]: Off
	haveYou52[21]: Off
	haveYou52[22]: Off
	haveYou52[23]: Off
	otherIllness123:  
	pleaseList:  
	haveYou52[24]: Off
	haveYou52[25]: Off
	haveYou52[26]: Off
	haveYou52[27]: Off
	exercise99[0]: Off
	exercise99[1]: Off
	exercise99[2]: Off
	exercise99[3]: Off
	tobacco98[0]: Off
	tobacco98[1]: Off
	tobacco98[2]: Off
	numberOf97: 
	pregnanciesAnd96[0]: Off
	pregnanciesAnd96[1]: Off
	pregnanciesAnd96[2]: Off
	pregnanciesAnd96[3]: Off
	haveYou95[0]: Off
	haveYou95[1]: Off
	haveYou95[2]: Off
	haveYou95[3]: Off
	haveYou95[4]: Off
	haveYou95[5]: Off
	haveYou95[6]: Off
	marijuana101[0]: Off
	marijuana101[1]: Off
	drugUse100[0]: Off
	drugUse100[1]: Off
	pleaseDescribe17:  
	otherIllness108: 
	t109:  
	otherInformation111:  
	name113[first]: 
	name113[last]: 
	phoneNumber114[area]: 
	phoneNumber114[phone]: 
	relationshipTo115: 
	custodyArrangement116: 
	custodyArrangment120: 
	relationshipTo119: 
	name117[first]: 
	name117[last]: 
	phoneNumber118[area]: 
	phoneNumber118[phone]: 
	speechPathology122:  
	alcoholConsumption: Off
	vapeConsumption77: Off
	allergies104: Off
	doYou: Off
	pleaseCheck107[0]: Off
	pleaseCheck107[1]: Off
	pleaseCheck107[2]: Off
	pleaseCheck107[3]: Off
	pleaseCheck107[4]: Off
	pleaseCheck107[5]: Off
	eatingFollowing: Off


