
SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

Preferred Name__________________________   Middle Name, Suffix_____________________  

Former Last Name________________________    Sex____________    DOB_________________ 

Social Security Number       ________________________________________________________ 

Mailing Address      _______________________________________________________________ 

Physical Address       ______________________________________________________________ 

City, State, Zip Code      __________________________________________________________  

Home Phone____________________________         Mobile Phone_______________________  

Employer_______________________________         Work Phone_________________________ 

Preferred Language_______________________         Email _____________________________ 

Race:     White     African-American Asian      Decline to answer    Other________________________ 

Ethnicity:      Central American     Cuban Dominican      Hispanic/Latino      Mexican         Not Hispanic/Latino  Puerto 

Rican       South American     Spaniard       Decline to answer      Other____________________  

Marital Status:    Married    Single    Divorced    Separated    Widowed    Partner    Decline to answer  

Homebound?    Yes    No 

Preferred Pharmacy________________ Location___________   Preferred Laboratory_________ 

Parent/Guardian/Representative Information 

Name_________________________________        Relationship to Patient__________________ 

Name_________________________________        Relationship to Patient__________________ 

Social Security Number___________________________  

Mailing Address_________________________________________________________________ 

City, State, Zip Code____________________________________________ _________________ 

Home Phone______________________________      Mobile Phone_______________________ 

Employer_________________________________         Work Phone_______________________ 

Insurance Information 

Primary___________________________________         Member ID #_____________________ 

Secondary________________________________           Member ID #_____________________ 

Is patient’s condition related to employment?    Yes    No         

Is patient’s condition related to an auto accident?     Yes    No  



SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

Emergency Contact 

Name_____________________________        Relationship______________________________ 

Home Phone________________________        Mobile Phone____________________________ 

Name_____________________________        Relationship______________________________ 

Home Phone________________________        Mobile Phone____________________________ 

Protected Health Information – Preferences 

Who may we talk to about your medical condition and protected/private information?   

Name______________________   Relationship____________   Phone number______________ 

Name______________________   Relationship____________   Phone number______________ 

Summit Healthcare staff and/or representatives may contact you using common business technologies.  Select all 

methods you prefer:   

 Letter:     use home/billing address      Use alternative address_______________________________ 

 Email___________________________ 

 Phone__________________________       Do not leave a message       

 Leave message with call back number only  

 Leave detailed message  

 Text message me with call-back information  

How would you like to receive your patient care summary?        Portal        Paper 

Patient/Representative Signature_______________________  Date____________ Time_________ 

Witness Signature________________________________



SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

Your answers on this form will help your health care provider better understand your medical concerns and conditions.  If you are 

uncomfortable with any question, do not answer it.  If you cannot remember specific details, please approximate.  Add any notes 

you think are important.  ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE 

KEPT STRICTLY CONFIDENTIAL. 

Main reason for today’s visit:  ____________________________________________________________ 

What other concerns do you have: _________________________________________________________ 

ALLERGIES 

List anything you are allergic to (medication, food, bee stings, etc…) and how each affects you 

1.  ___________________________________ Reaction:  _____________________________________ 

2.  ___________________________________ Reaction:  _____________________________________ 

3.  ___________________________________ Reaction:  _____________________________________ 

4.  ___________________________________ Reaction:  _____________________________________ 

PHARMACY

Name:________________________________________ City: _____________________State:_________ 

MEDICATIONS

Please list all medications you are taking.  Include prescribed drugs, over-the-counter, vitamins, minerals and inhalers. 

DRUG NAME STRENGTH FREQUENCY TAKEN

IMMUNIZATION HISTORY

Chickenpox  Yes/No  Date:________  Hepatitis A  Yes/No  Date:________  

Flu Shot Yes/No  Date:________  Hepatitis B Yes/No  Date:________ 

Gardasil/HPV  Yes/No  Date:________  MMR  Yes/No  Date:________ 

Pneumonia Yes/No  Date:________  TDaP  Yes/No  Date:________ 

Tetanus  Yes/No  Date:________  Zostavax Yes/No  Date:________  



SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

WOMEN ONLY  (Obstetric & Gynecological History)

PAP Smear Last Date:  _________________ Abnormal?  Yes / No 

Vaginal Itching, burning or discharge?  Yes / No  Waking at night to urinate?  Yes / No 

Mammography  Last Date:  _________________ Hot Flashes    Yes / No 

Age of first Period:  _______________________ Date of last period:  ______________________ 

Bleeding between periods?  Yes / No  Heavy periods?   Yes / No 

Extreme menstrual pain?  Yes / No 

Breast lump or nipple discharge?  Yes / No Painful intercourse?   Yes / No 

# of Pregnancies:  _____    # of Births:  _____    # of Miscarriages:  _____  # of Abortions:  _____ 

Cesarean sections   Yes / No  How many?  _____ 

Sexually active?  Yes / No Current sexual partner   Male / Female 

Types of birth control:  ___________________  Interested in being screened for STDs  Yes / No 

PAST MEDICAL HISTORY

Please leave blank if unsure 

CONDITION Y N CONDITION Y N

Anxiety / Depression High Cholesterol 

Arthritis Hiatal Hernia or Reflux 

Asthma High Blood Pressure 

Bleeding Disorder Kidney Disease 

Blood Clots / DVT Kidney Stones 

Cancer Leg/Foot Ulcers 

Diabetes / Insulin – Non-Insulin Liver Disease 

Coronary Artery Disease Osteoprosis 

Claustrophobic Stroke 

Dialysis Thyroid Condition  Overactive/Under 

Diverticulitis Other: 

Fibromyalgia 

Gout 

Heart Attack 

Heart Murmur 

HIV or AIDS 



SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

PAST SURGICAL HISTORY

TYPE OF SURGERY REASON YEAR HOSPITAL

FAMILY HISTORY

DISEASE RELATION DIAGNOSED AGE LIVING / PASSED AGE 

Alcoholism 

Arthritis 

Depression 

Cancer Type: 

Diabetes 

Genetic Disease 

Heart Disease 

Hypertension 

Osteoporosis 

Stroke 

Other: 

SOCIAL HISTORY

Occupation:  __________________________  Highest Grade Completed:  __________ College? ______ 

Marital Status:  ____________________  Who do you live with?  _______________________________ 

Exercise Level:  None     Occasional     Moderate     Heavy 

Tobacco:  Do you use tobacco?  Yes / No      Cigarettes:  Packs per day _____   Chew: X per day:  _____ 

Cigars: # per day _____     Vape:  X per Day:  ______      Marijuana:  X Per Day:  ____________ 

Former Smoker?  Yes / No When did you quit?  _____________________  

Alcohol:  Do you drink alcohol?  Yes / No   Type of Alcohol:  Beer / Wine / Liquor   How many drinks per day?  _____  Per 

Week?  _______    Per Month?  ________ 



SUMMIT HEALTHCARE MEDICAL ASSOCIATES 

Last Name__________________________________  First Name ________________________________ 

REVIEW OF SYSTEMS

Please circle all that apply 

Constitutions:  Fever    Night Sweats    Weight Gain (_____ lbs)     Weight Loss (_____ lbs) 

Exercise Intolerance      

Eyes:  Dry     Irritation     Vision Changes     When was your last eye exam?  _____________ 

Ears:  Difficulty Hearing     Ear Pain     Ringing 

Nose:  Frequent Nosebleeds     Nose/Sinus Problems 

Mouth:  Sore Throat     Bleeding Gums     Snoring     Dry Mouth     Oral Abnormalities     Mouth Ulcer 

Teeth Abnormalities     Breathing through your mouth      

Cardiovascular:  Chest Pain on exertion     Arm Pain on Exertion     Shortness of Breath when Walking 

Shortness of Breath when Lying Down     Palpitations     Know Heart Murmur     Light-Headed when Standing    

Respiratory:  Cough     Wheezing     Shortness of Breath     Coughing up Blood     Sleep Apnea 

Gastrointestinal:  Abdominal Pain     Vomiting     Change in Appetite     Black or Tarry Stools      

Frequent Diarrhea     Vomiting Blood     Difficult or Labored Breathing     GERD/Reflux/Heart Burn 

Unable to Restrain Bowel Movements 

Genitourinary:  Urinary Loss of Control     Difficulty Urinating     Blood in Urine     Increase Frequency 

Incomplete Emptying     How many times during the night to you wake to urinate:  _____ 

Musculoskeletal:  Muscle Aches     Muscle Weakness     Arthralgia/Joint Pain     Back Pain     Swelling in Hands or 

Feet 

Skin:  Abnormal Mole     Jaundice/Yellowing of Skin     Rash     Itching     Dry Skin     Growths/Lesions 

Neurological:  Loss of Consciousness     Weakness     Numbness     Seizures     Dizziness     Frequent or Severe 

Headaches     Migraines     Restless Legs     Memory Lapses or Loss 

Psychiatric:  Depression     Anxiety     Sleep Disturbances     Restless Sleep     Feeling Unsafe in Relationship     

Alcohol Abuse 

Endocrine:  Fatigue     Increased Thirst     Hair Loss     Increase Hair Growth     Cold Intolerance 

Hematologic/Lymphatic:  Swollen Glands     Easy Bruising     Excessive Bleeding 

Allergy / Immunologic:  Runny Nose     Sinus Pressure     Itching     Hives     Frequent Sneezing 

_____________________________________________________ Date:  ____________________
PATIENT / PARENT / GUARDIAN / CAREGIVER SIGNATURE 










