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Name: _______________________________
DOB: _______________
Address: _____________________________________________________
Best Phone number: ___________________________________
E-Mail address______________________________________
Preferred means of communication for patient and family:

Phone	        Email	My chart      Mail      Text

Do you need any support for communication i.e. sign language, I pad, etc.?

Insurance Name____________________________________
Insurance ID number________________________________
Insurance Challenges___________________________________________________________________________

What is your major health concern or the health condition that challenges you most?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Specialist or Primary Care Doctor who manages most of your healthcare:
Name:________________________________________________________________________
Address:__________________________________________________________________________________
Phone number: ____________________________________________________________________________

Pharmacy:
Name: _____________________________________________________________________________________
Address: ___________________________________________________________________________________________

Who should we contact for the following and their relationship to you (please identify if one of these people is your legal guardian):
Appointment scheduling:
Name: ___________________________________________________
Phone number ___________________________________________
Relationship: ______________________________________________

Medication/Supply refills:
Name: _____________________________________________________
Phone number ___________________________________________
Relationship: ______________________________________________

Medical concerns/results:
Name: _______________________________________________________
Phone number ___________________________________________
Relationship: ______________________________________________

Please indicate any organizations or case managers (including Medicaid service coordinators, social workers, community members, etc.) that help you coordinate your care/services:
____________________________________________________________________________________________________
_____________________________________________________________________________________________________
______________________________________________________________________________________________________

How do you best communicate (circle)?
Verbal (English/Spanish) 	Communication Device (iPad/tablet)	Sign Language	

Do you have any mobility challenges?
________________________________________________________________________________________________
What do you use to help you move around?
Orthotic:                   No            	Yes      Type_________________________
Walker:                     No            	Yes      Type__________________________    
Wheelchair:             No            	Yes      Type__________________________    

Do you have any of the following indwelling devices?:
`

G/J-Tube:                 No       	Yes   Size/Type____________________                         

Ostomy:                    No	Yes   Type__________________________                              

Med port:                 No	Yes   Type__________________________             
Central Line: 	        No		Yes   Size/ Type_____________________          
Tracheostomy:       No	Yes   Type/Size ________________________      

Do you use any of the following for breathing support?
Oxygen?                    No	 Yes      if yes how many liters? _____            
CPAP?                       No	 Yes      Settings? ______________________           
BIPAP?                     No		Yes      Settings? ______________________           
Ventilator ?             No	Yes      Settings?______________________            

Nutrition/Swallowing:
Do you have a swallowing disorder ?                   No	 	Yes, describe _____________________
Do you have a severe gag reflex? 		        No		Yes
Eat food that requires chewing?		        No		Yes
Eat food in soft/pureed form?		        No		Yes

Dental Information:
When was your last routine dental exam? __________________________________________
Are you having any dental discomfort at this time? ________________________________
Rate your oral health	 	Good		Fair		Poor		Not Sure
How often do you brush your teeth (check all that apply)
	AM		PM		Other Times
What do you use to clean your teeth (check all that apply)
	Toothbrush		Water Pick		Cloth or sponge		Other ________
Challenges with daily oral care? ____________________________________________________________________
Have you ever been told to take antibiotics before dental treatments?   	No	      Yes
Do you take medications to relax yourself prior to dental treatments?		No	      Yes
Have you required treatments under general anesthesia?			No	      Yes
Do you have any concerns regarding prior dental treatments?			No	      Yes
Have you ever been treated for gum disease?					No	      Yes
Do you wear dentures?								No	      Yes
Please list your current dentist__________________________________________________________

Please list here or attach your current medication list:
	

	

	

	

	

	



Are you allergic or have you reacted to any of the following (circle):
Aspirin	Erythromycin		Local Anesthetic	Penicillin	Sedatives	Metal
Bleach		Codeine		Latex			Pine Nuts	Sulfa		
No Known Allergies
Other Medications?____________________________________________________

Do you take blood thinners? 							No	      Yes
Do you take steroids or cortisone medications? 					No	      Yes
Have you ever had or are you currently taking chemotherapy (for cancer?)      No	      Yes

Please list all your medical challenges in your own words:

	

	

	

	

	

	



Who lives in your household?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Do you use tobacco products? 	No	      Yes, if yes, type and duration of use ____________
Do you use alcohol?			No 	      Rarely		Occasionally		Often
Do you use any drugs that are not prescribed?      			No			Yes

If female, are you pregnant?  	No	      Yes, when is your due date______________________
If female, are you nursing? 		No	      Yes

Please indicate anything else you would like us to know about you before your appointment:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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