
     

New Patient Questionnaire 
 

Please write clearly and answer all questions. 

 
Last Name: _________________________ First Name: __________________ Middle Initial: _________ 

Date of Birth: (Month/Day/Year):____________________________________________________________ 

Street Address: _________________________________________ District: __________________________ 

PO Box:   _____________________ KY______-________________________________________________ 

Telephone Number(s):_____________________________________________________________________ 

Email: _________________________________________________________________________________ 

Height: _______Ft ________ In    Weight: _____________________________ Lbs 

Occupation: ______________________________________________________________________________ 

Marital Status:    Single: ___________    Married: ___________ Divorced: _________________________ 

Emergency Contact: ______________________________ Tel: ____________________________________  

What is your reason for seeing the Doctor? 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Current Medications: 

Name: ________________________________  Dosage/ Frequency: ______________________________ 

Name: ________________________________  Dosage/ Frequency: ______________________________ 

Name: ________________________________  Dosage/ Frequency: ______________________________ 

Name: ________________________________  Dosage/ Frequency: ______________________________ 

How did you hear about us? _________________________________________________________________ 

Referring/ Family Doctor: ________________________ Tel: ____________________________________ 

Signature: ____________________________________   Date: _____________________________ 


