
NP 
 

 
We are in the process of updating our records and ask that you take the time to complete all 

pages of this packet in their entirety to ensure that we have all of your information on file. 

 
Today’s Date:_______________________ 

 
Reason for Today’s Visit:_____________________________________________ 

 

Who are you seeing today? (please circle one) 
 

Colette M. Magnant, M.D. F.A.C.S.      Bonnie Sun, M.D.            Ida Trice Vaclavik, CRNP 
 

Patient Information (please be sure to complete all boxes below). 

 

Name (First, Middle, Last): 

 

Age: 
 

Date of Birth: 

Home Address: 

 
 

 
 

Home Phone Number: 

 

Cell Phone Number: 
 

Work Phone Number: 

 

E-mail Address: 

 

May we leave voice mail message regarding 
your medical information? (please circle one) 

  

YES                  NO 
 

If yes, please indicate which phone number you 
would prefer we leave messages on: 

 

Home        Cell        Work 

Please indicate which phone number you would prefer we utilize as your primary contact 
number: 

 

Home        Cell        Work 
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Primary Care Physician: 

 

Primary Care Physician’s Phone: 
 

Primary Care Physician’s Address: 
 

 

 

Referring Physician: 

 

Referring Physician’s Phone: 
 

Referring Physician’s Address: 

Emergency contact name and number: 

 
 

 

 
 

Primary Insurance Company: 
 

 

ID Number: 
 

Group Number: 

Subscriber: 

 

Subscriber’s Date of Birth: 

Effective Date: 

 

 

 

Secondary Insurance Company: 

 
 

ID Number: 

 

Group Number: 

Subscriber: 
 

Subscriber’s Date of Birth: 

Effective Date: 
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Patient Name: 

 

Patient DOB: 

Height: 
 

Weight: Age: 

 
Medical History  

(please check all that apply) 

 High blood 

pressure 

 Heart attack 

 Heart problems 

 Autoimmune 

disease 
 Asthma 

 Emphysema/COPD 

 Liver disease 

 Kidney disease 

 Thyroid disease 

 Anemia 

 Tuberculosis 

 HIV/AIDS 

 High cholesterol 

 Diabetes 

 Excessive bleeding 

 Blood clots 

 Depression/anxiety 

 Stroke 

 Ulcers/reflux 

 

Have you been diagnosed with cancer previously?                  Yes            No 

 

If yes, what kind of cancer? 

 

Please use this space to include any other medical history not listed above: 
 

 

 

Surgical History 

(including breast biopsies) 

Procedure and date: 
 

 

Reason for procedure: 

Procedure and date: 
 

 

Reason for procedure: 

Procedure and date: 

 

 

Reason for procedure: 

Procedure and date: 

 

 

Reason for procedure: 

OB/GYN History 

Number of Pregnancy: 

 
 

Number of births: Age at first full term 

pregnancy: 

Total duration of breastfeeding in months: 

 

Have you ever taken birth control pills?   

 
              Yes           No 

 
If yes, for how long? 

Have you ever taken hormone replacement? 

 
              Yes           No 

 
If yes, for how long? 

Age at first period: 
 

Age at menopause: Date of last period: 



NP 
 

Allergies 

(list medication and reaction) 
 

 No Known Drug Allergies (if you have no known drug allergies please check this box 

otherwise please complete the boxes below) 
 

Medication and reaction: 

 
 

Medication and reaction: 

 
 

Medication and reaction: 

 
 

Medication and reaction: 
 

 

 
Current Medications 

(list all medications including over-the-counter medications, vitamins and supplements) 

Name of medication: 
 

 

Dose: Frequency: 

Name of medication: 
 

 

Dose: Frequency: 

Name of medication: 
 

 

Dose: Frequency: 

Name of medication: 

 

 

Dose: Frequency: 

Name of medication: 

 

 

Dose: Frequency: 

Name of medication: 

 

 

Dose: Frequency: 

Name of medication: 

 
 

Dose: Frequency: 

Name of medication: 

 
 

Dose: Frequency: 

Name of medication: 

 
 

Dose: Frequency: 

Name of medication: 

 
 

Dose: Frequency: 
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Family History of Cancer 

Relationship: 
 

 

Type of Cancer: Age at diagnosis: 

Relationship: 
 

 

Type of Cancer: Age at diagnosis: 

Relationship: 
 

 

Type of Cancer: Age at diagnosis: 

Relationship: 
 

 

Type of Cancer: Age at diagnosis: 

 

Social History 

Occupation: 
 

 

Smoking? 
 

Yes                No 
 

If yes, number of packs per day? 

 
 

How long? 
 

Alcohol? 
 

Yes                No 
 

Number of drinks per week? 

 

Review of Systems 
(please check all that apply) 

GENERAL  Fever  Fatigue  Weight loss  Weight gain  Night 
sweats 

NEUROLOGICAL  Headache  Vision 
change 

 Dizziness  Numbness/ 
tingling 

 Tremors 

CARDIAC  Chest pain  Palpitation  Feet swelling  Shortness of 
breath lying 
flat 

 

RESPIRATORY  Cough  Shortness 
of breath 

 Sinus 
problems 

 Wheezing  

ABDOMEN  Pain  No 
appetite 

 Vomiting  Constipation 
or diarrhea 

 Blood in 
stool 

URINARY  Difficulty  Pain  Urgency  Frequency  Blood in 
urine 

GYNOCOLOGICAL  Spotting  Discharge  Irregular 
periods 

 Hot flashes  

MUSCLE/BONE/EXT  Back pain  Bone pain  Arthritis  Arm swelling  

PSYCH  Depressed  Anxious  Suicidal  Hallucinations  

OTHERS  Increased 
thirst 

 Swollen 
glands 

 Difficulty 
with walking 

 Excessively 
hot/cold 

 Skin 
problems 

 

Patient Signature:  

 
               

Date: 

 

 


