
HEALTH HISTORY INTAKE FORM 

NAME: ________________ DATE OF BIRTH: ______ _ 

PATIENT EMAIL ADDRESS: ______________ _ 

PRIMARY CARE PROVIDER: _______________ CITY/STATE _______ _ 

PREFERRED PHARMACY: ____________ PHONE: 

PHARMACY ADDRESS: ___________________ _ 

PAST MEDICAL HISTORY 
Anemia Depression Yes 
Anxiety Diabetes Yes 
Arthritis Eczema Yes 
Asthma Glaucoma Yes 
Bleeding HIV Yes 
Chronic Heart Failure Hay fever Yes 
COPD Heart Disease Yes 
Cataracts Hepatitis A/B/C Yes 
Clotting Problems High Cholesterol Yes 
Crohn's Disease Hives Yes 

Other (Not listed): 

Personal History of cancer: ________________ _ 

D Implants/Devices: select type below 

Hypertension 
Hypothyroidism 
Hyperthyroidism 
Lupus 
Psoriasis 
Reflex/GE RD 
Seizures 
Stroke 
Ulcerative Colitis 
Tuberculosis 

_Artificial Joint _Pacemaker _Defibrillator Month/Year? ____ _ 

D Past Surgical History Include the month/year: 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 

Personal Skin cancer History 
Basal Cell _ Squamous Cell Melanoma Other: ____ _ Month/Year? ____ _ 

Family Skin Cancer History Yes  No If Yes, Whom? _________ _ 

Do you wear sunscreen regularly: Yes  No   No

D Do you have family history of melanoma: Yes 

Have you used a tanning beds: Yes 

If yes, whom? ________ 
_ 

Smoking History: _Never Smoker _Former Smoker _ Every day Smoker _Some Day Smoker 

Do you have any allergies to medications: Yes   No    If yes, please list: ___________ 

_ Please indicate the reaction you had: _____________ _ 

Yes 

Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 

Yes 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 

Noo 

  No

 
No 
No 
No 
No 
No 
No 
No 
No 
No 







4. Disclosures to Authorized Individuals

I understand that HMGS may release my PHI to a family member, friend, or other person I indicate is involved in my care unless I 
object. I designate the following person(s) listed below as a person or persons involved with my healthcare and/or payments for 
my healthcare 

Name Phone Number Relationship DOB Health Payment 
Information information 

5. Emergency
In case of an emergency, please contact the below individual. You may provide general information about me, including as necessary to 
communicate information about the emergency. If this person is also listed above, you may provide information as authorized above. 

Name Phone Number Relationship 

6. Contact Information
I wish to be contacted in the following manner (Please circle all that apply) 

Type 
Home 

Work 

Cell Phone 

Text Message 

Email 

My preferred Mailing address is: 

Detailed message  

□ Home Address

D Work Address 

0 Other Address; 

Call back message only 

Yes   No

Yes  No

Yes  No

Yes  No

Yes  No

Phone number 

I understand that if I have checked the box "detailed message", I agree that HMGS may leave any of the following detailed messages at the 
indicated telephone number: Appointment reminders, insurance/financial issues, biopsy or other test results and any other information 
regarding care/treatment. 
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Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 
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