New Patient Intake Form
Patient Name: ________________________
Today’s Date:  _____________________

Primary Care Provider:  _____________________________________________________

Medical Oncologist:      _____________________________________________________

Surgeon:

     _____________________________________________________

      Diagnosis: _________________             ICD-9: _______________________

Patient Age: ___________________

DOB: ___________________________

Temp: _____  B/P: ______  Pulse: ______  Resp: _____   Weight: _____  Height: _____
Pain?  (1-10)__________________________
Pertinent Past History
Prior Chemotherapy:
Yes
     No

     Date of last Chemo Rx: ______________

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Prior Radiation Therapy: 
Yes
     No

     When/Where: ______________________

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Past Surgery:


Yes
     No

If yes…...Please list prior surgeries and approximate dates:

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Past Medical Illness:

Yes
     No

If yes…...Please list them:

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
History of Lupus, scleroderma, rheumatoid arthritis, crohn’s disease or ulcerative colitis:    Yes
     No

If yes…..Which one and is patient actively under treatment?

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Please list present medications:

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Flu Vaccine?

Yes
    No

Date:_____________
Drug Allergies?

Yes
     No

If yes…..Which drugs and what was the reaction?

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Social History

What city does patient live in?   _______________________________

Occupation?
    ____________________________________________(Disabled, retired, present job..etc)
Marital status?   ____________________________________________(Single, married, widowed..etc)
Children?
    ____________________________________________

Tobacco use?
    ____________________________________________(# years/packs day, quit when..etc)

Alcohol use?
    ____________________________________________(how much/long, abuse history..etc)

Illicit drug use?  ____________________________________________

Family History
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
(Parents living, age/health presently/at death, what did they pass away from, illnesses/cancer history in primary family…etc)

Weight changes in the last 3 months?
Yes
     No

If yes…..Has it been a gain or loss in weight?   ____________
How many pounds?
_________

How is your appetite?
 _____________________________________________
Dentures?
Yes
     No


Upper

Lower

Both

Glasses?
Yes
     No


Hearing Aids?
Yes
      No
Review of Systems
For women:

Age at last period/menopause

_____________


Date of last PAP smear


_____________

Number of pregnancies


_____________

Number of live births


_____________   
Last Mammogram


_____________

Are you taking hormones?

Yes
No

If yes, what are you taking?

_______________________________________

For men and women:
Are you taking steroids?


Yes
No        If yes, what are you taking?    ________________

Prior history of Colonoscopy?   

Yes
No    
If yes, when?
____________________
Head and Neck

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Severe headaches
	
	
	History of glaucoma
	
	
	Hoarseness
	
	

	Dizzy spells
	
	
	Hearing loss
	
	
	Swelling/Lumps in neck
	
	

	Visual changes
	
	
	Ear pain
	
	
	Dry mouth
	
	

	Double vision
	
	
	Trouble swallowing
	
	
	Dental problems
	
	


Heart and Lungs

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Chest pain
	
	
	Cough up blood
	
	
	Night sweats
	
	

	Difficulty breathing
	
	
	Wheezing
	
	
	Prior stroke
	
	

	Shortness of breath
	
	
	Swollen ankles
	
	
	History of blood clots
	
	

	Chronic cough
	
	
	Heart defects
	
	
	Other
	
	


Urinary Tract

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Incontinence
	
	
	No control
	
	
	Get up at night to urinate
	
	

	Dribbling
	
	
	Blood in urine
	
	
	Trouble starting urine stream
	
	

	Pain with urination
	
	
	Kidney stones
	
	
	Erectile dysfunction
	
	

	Frequency
	
	
	Sexual difficulty
	
	
	Other
	
	


Stomach and Intestines

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Persistent nausea
	
	
	Diarrhea
	
	
	Chronic abdominal pain
	
	

	Heart burn
	
	
	Blood in stool
	
	
	Painful bowel movements
	
	

	Loss of appetite
	
	
	Hemorrhoids
	
	
	Other
	
	

	Vomit blood
	
	
	Constipation
	
	
	
	
	


Muscles, Joints and Nerves

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Numbness
	
	
	Seizures
	
	
	Depression
	
	

	Tingling
	
	
	Memory loss
	
	
	Personality changes
	
	

	Paralysis
	
	
	Dizziness
	
	
	Balance difficulty
	
	

	Problems walking
	
	
	Nervous breakdown
	
	
	Speech changes
	
	


