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Patient Intake Form 
 

Patient Name ___________________________________________ Visit Date ___________ 
Phone (home) ___________________ (work) __________ ________ (cell) ______________ 
Home Address: 
____________________________________________________________________________ 
E-mail Address: _______________________________________________________________ 
May we contact you via email?  Yes No 
May we leave personal/private messages on voice mail? At Home: Yes No  
At Work: Yes No  On Cell: Yes No 
How did you hear about PROC?  From Referring Physician: Yes  No  
From another source: Internet search; Ad (please provide name of publication); referral (please 
provide name):________________________________________________________________ 
Marital Status:  _________________ with whom do you live?___________________________ 
SSN:____________________Race__________________County________________________ 
DOB: ____/____/____   Age:______   Are you currently employed:  No   Yes   Retired  
Current or former occupation: 
____________________________________________________________________________ 
Referring physician (name and phone number):   
_____________________________________________  ______________________________ 
Name        Phone Number 
Primary Care Physician (name and phone number): 
_____________________________________________  ______________________________ 
Name        Phone Number 
Other physicians you would like us to keep informed (name and phone number): 
_____________________________________________  ______________________________ 
Name        Phone Number 
Reason for today’s visit: 
____________________________________________________________________________ 
Medical Information: 
Height:  _________Weight: ________ Recent weight loss? _________pounds _______months 

Do you have pain? ____________________________________________________________ 

Do you smoke now? No   Yes       Did you smoke in the past?  No   Yes  

When did you stop? ___________ How many packs per day? ______ How many years? ____ 

About how much alcohol do you drink?   None     Occasionally      1 drink/day    

2-3 drinks/day      More than 3 drinks/day   

Have you ever been treated for drug/alcohol addiction? No   Yes  

Drug Allergies   No   Yes   Please list: 
______________________________________________________________________________ 
______________________________________________________________________________ 

 



Medication List: 
Current 
Medications: 

For the 
Treatment of: 

Dose How 
Often? 

    

    

    

    

    

    

 
Pharmacy:  __________________________ Phone:_________ __________________________ 
Major Medical Problems (diabetes, heart, lung, blood pressure, scleroderma, connective tissue 
disorder):  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Prior Surgeries & Dates: 
______________________________________________________________________________ 
______________________________________________________________________________ 
Hospitalizations & Dates: 
______________________________________________________________________________ 
______________________________________________________________________________ 
Previous radiation treatment?  No   Yes  When/Where?  
______________________________________________________________________________ 
Previous or current chemotherapy? No   Yes  When/Where?  
______________________________________________________________________________ 
History of cancer in the family:  
______________________________________________________________________________ 
______________________________________________________________________________ 

Do you have an implanted medical device including, but not limited to, pacemakers, 
defibrillators, neurostimulators, drug infusion pumps or prostheses?  No   Yes   

Please list type and manufacturer: 
________________________________________________________________________ 

________________________________________________________________________ 
*We do not release information about you without your consent.  If you wish to give us permission 
to speak freely with certain relatives or friends, please list their names and relationship to you. 
________________________________________________________________________ 
________________________________________________________________________ 
Emergency Contact(s): Name, Relation, and Phone Number: 
________________________________________________________________________                                     
________________________________________________________________________ 

 



Review of Symptoms 
 
Are you currently experiencing or have you experienced any of the following symptoms within the 
last 30 days? 

 
 Yes NO 

Constitutional 
Appetite change   
Fatigue   
Fever   
Weight Loss   

Eyes 
Eye Discharge   
Eye Pain   

Head/Ears/Nose/Throat 
Hearing loss   
Pain in ears   
Ringing in ears   
Nose bleeds   
Congestion   
Dental problem   
Sore Throat   
Trouble swallowing   
Voice change   

Respiratory 
Chronic cough   
Difficulty breathing   
Wheezing   

Cardiovascular 
Chest pain   
Leg Swelling   
Palpitations   
Pacemaker   

Gastrointestinal 
Abdominal pain   
Blood in stools   
Constipation   
Diarrhea   
Nausea   
Vomiting   

Genitourinary 
Difficulty urinating   
Burning upon urination   
Frequent urination   
Blood in urine   
Urgency   
Sexual activity   

 

 Yes NO 
Reproductive-Female 

Breast lumps   
Nipple discharge   
Estrogen Replacement 
(current or previous) –  
Years ______ 

  

Last menstrual period                 /        
Age when periods began 
Number of pregnancies: 
Number of live births: 
Age at 1st birth: 

Musculoskeletal 
Joint Pain/arthritis   
Back Pain   
Problems walking   
Joint Swelling   

Skin 
Rash   
Wound   

Neurologic 
Dizziness   
Headaches   
Numbness   
Seizures   
Speech difficulty   
Fainting   
Weakness in arms or legs   

Hematologic 
Swollen lymph nodes   
Bruises/Bleed easily   

Immunology 
Rheumatoid arthritis   
Lupus   
Scleroderma   

Psychiatric 
Agitation   
Confusion   
Depressed mood   
Nervous/Anxiety   

 

 


	Patient Name: 
	Visit Date: 
	Phone home: 
	work: 
	cell: 
	Home Address: 
	Email Address: 
	provide name: 
	Marital Status: 
	with whom do you live: 
	SSN: 
	Race: 
	County: 
	Age: 
	Name: 
	Phone Number: 
	Name_2: 
	Phone Number_2: 
	Name_3: 
	Phone Number_3: 
	Medical Information: 
	Height: 
	Weight: 
	pounds: 
	Do you have pain: 
	When did you stop: 
	How many packs per day: 
	How many years: 
	Please list 1: 
	Please list 2: 
	Current MedicationsRow1: 
	For the Treatment ofRow1: 
	DoseRow1: 
	How OftenRow1: 
	Current MedicationsRow2: 
	For the Treatment ofRow2: 
	DoseRow2: 
	How OftenRow2: 
	Current MedicationsRow3: 
	For the Treatment ofRow3: 
	DoseRow3: 
	How OftenRow3: 
	Current MedicationsRow4: 
	For the Treatment ofRow4: 
	DoseRow4: 
	How OftenRow4: 
	Current MedicationsRow5: 
	For the Treatment ofRow5: 
	DoseRow5: 
	How OftenRow5: 
	Current MedicationsRow6: 
	For the Treatment ofRow6: 
	DoseRow6: 
	How OftenRow6: 
	Major Medical Problems diabetes heart lung blood pressure scleroderma connective tissue: 
	Phone: 
	disorder 1: 
	disorder 2: 
	disorder 3: 
	1: 
	2: 
	1_2: 
	2_2: 
	3: 
	1_3: 
	2_3: 
	Please list type and manufacturer 1: 
	Please list type and manufacturer 2: 
	to speak freely with certain relatives or friends please list their names and relationship to you 1: 
	to speak freely with certain relatives or friends please list their names and relationship to you 2: 
	MailYesNo: [Choose (yes/No)]
	ContactYesNo: [Choose (yes/No)]
	WorkYesNo: [Choose (yes/No)]
	CellYesNo: [Choose (yes/No)]
	ReferalYesNo: [Choose (yes/No)]
	MM: 
	Day: 
	Year: 
	chkEmployYes: Off
	chkEmployNo: Off
	chkEmployRet: Off
	Occupation: 
	Recent weight loss: 
	chkSmokeNo: Off
	chkSmokeYes: Off
	chkPastYes: Off
	chkPastNo: Off
	chkAlcoholOcc: Off
	chkAlcohol1: Off
	chkAlcohol23: Off
	chkAlcohol3: Off
	chkAlcoholNone: Off
	chkAlcTxYes: Off
	chkAlcTxNo: Off
	chkDrugAllNo: Off
	chkDrugAllYes: Off
	chkpriRTYes: Off
	PreviousRT: 
	chkpriRTNo: Off
	chkChemoNo: Off
	chkChemoYes: Off
	PreviousCurrentChemo: 
	chkCIEDNo: Off
	chkCIEDYes: Off
	Text7: 
	txt8: 
	chkAppNo: Off
	chkFatigueNo: Off
	chkFeverYes: Off
	chkFeverNo: Off
	chkFatigueYes: Off
	chkWghtLossYes: Off
	chkWghtLossNo: Off
	chkEyeDisNo: Off
	chkEyeDisYes: Off
	chkEyePainNo: Off
	chkAppYes: Off
	chkBrstLumpNo: Off
	chkBrstLumpYes: Off
	chkNipDisNo: Off
	chkEyePainYes: Off
	chkHearingNo: Off
	chkHearingYes: Off
	chkEarPainNo: Off
	chkEarPainYes: Off
	chkEarRingNo: Off
	chkEarRingYes: Off
	chkNoseBleedNo: Off
	chkCongestionNo: Off
	chkCongestionYes: Off
	chkDentalNo: Off
	chkDentalYes: Off
	chkSoreThrNo: Off
	chkSoreThrYes: Off
	chkSwallowingNo: Off
	chkSwallowingYes: Off
	chkVoiceChNo: Off
	chkVoiceChYes: Off
	chkCouchNo: Off
	chkCouchYes: Off
	chkBreathingNo: Off
	chkBreathingYes: Off
	chkWheezingNo: Off
	chkWheezingYes: Off
	chkChestPainNo: Off
	chkChestPainYes: Off
	chkLegSwellingNo: Off
	chkLegSwellingYes: Off
	chkPalpatationNo: Off
	chkPalpatationYes: Off
	chkPacemakerNo: Off
	chkPacemakerYes: Off
	chkAbPainNo: Off
	chkAbPainYes: Off
	chkBloodStNo: Off
	chkBloodStYes: Off
	chkConstipNo: Off
	chkConstipYes: Off
	chkDiarrheaNo: Off
	chkDiarrheaYes: Off
	chkNauseaNo: Off
	chkNauseaYes: Off
	chkVomitingNo: Off
	chkVomitingYes: Off
	chkDiffUrineNo: Off
	chkDiffUrineYes: Off
	chkBurnUrineNo: Off
	chkBurnUrineYes: Off
	chkFreqUrineNo: Off
	chkFreqUrineYes: Off
	chkBloodUrineNo: Off
	chkBloodUrineYes: Off
	chkUrgencyNo: Off
	chkUrgencyYes: Off
	chkSexActiveYes: Off
	chkSexActiveNo: Off
	txtMenstrualAge: 
	txtNumPregnancies: 
	txtNumLiveBirth: 
	txtDateMens: 
	txtDateMensYear: 
	chkNipDisYes: Off
	chkEstroYes: Off
	chkEstroNo: Off
	Text11: 
	chkNoseBleedYes: Off
	chkJointPainNo: Off
	chkJointPainYes: Off
	chkBackPainNo: Off
	chkBackPainYes: Off
	chkWalkingNo: Off
	chkWalkingYes: Off
	chkJointSwellNo: Off
	chkJointSwellYes: Off
	chkRashNo: Off
	chkRashYes: Off
	chkWoundNo: Off
	chkWoundYes: Off
	chkDizzinessNo: Off
	chkDizzinessYes: Off
	chkHeadAchesNo: Off
	chkHeadAchesYes: Off
	chkNumbnessNo: Off
	chkNumbnessYes: Off
	chkSeizuresNo: Off
	chkSeizuresYes: Off
	chkSpeechNo: Off
	chkSpeechYes: Off
	chkFaintingNo: Off
	chkFaintingYes: Off
	chkArmWeaknessNo: Off
	chkArmWeaknessYes: Off
	chkSwollenNodesNo: Off
	chkSwollenNodesYes: Off
	chkBruisesNo: Off
	chkBruisesYes: Off
	chkArthritisNo: Off
	chkArthritisYes: Off
	chkLupusNo: Off
	chkLupusYes: Off
	chkSclerodermaNo: Off
	chkSclerodermaYes: Off
	chkAgitationNo: Off
	chkAgitationYes: Off
	chkConfusionNo: Off
	chkConfusionYes: Off
	chkDepressedNo: Off
	chkDepressedYes: Off
	chkNervousYes: Off
	chkNervousNo: Off
	Text1: 


