
Patient information

Full name:

Date of birth: Age: Gender:

Address: Contact number:

Emergency contact name:

Emergency contact number: Relationship to patient:

Medical history

Do you have any chronic illnesses or 
medical conditions?

Yes

No

If yes, please list:

Past surgeries or hospitalizations:

Family medical history (e.g., heart disease, diabetes, etc.):

Current medications

Medication name Dosage Frequency

Medical Needs Form



Allergies

Do you have any allergies?

Yes

No

If yes please specify:

Lifestyle & habits

Do you smoke?

Yes

No

If yes, how often?

Do you consume alcohol?

Yes

No

If yes, how often?

Do you follow any specific diet?

Yes

No

If yes, please describe:

Do you exercise regularly?

Yes

No

If yes, how often?

Insurance information

Insurance provider:

Policy number:

Healthcare preferences:

Preferred primary care physician:

Preferred hospital/healthcare facility:

Accessibility needs (if any):



Consent and signature

I, ______________________________, certify that the above information is accurate to the best of 

my knowledge. I consent to the use of this information for medical care and emergency purposes.

Patient signature: Date:

Guardian/representative signature (if applicable): Date:

For healthcare provider use only

Physician/provider name:

Signature: Date:

Additional notes:


	Full name: Kenneth Guzman
	Date of birth: 05/12/1985
	Age: 39
	Gender: Male
	Address: 123 Main Street, Springfield, IL 62704
	Contact number: (555) 123-4567
	Emergency contact name: Lori Guzman
	Emergency contact number: (555) 987-6543
	Relationship to patient: Spouse
	If yes please listDo you have any chronic illnesses or medical conditions Yes No: Type 2 Diabetes

Hypertension
	Past surgeries or hospitalizationsRow1: Appendectomy (2010)

Hospitalized for pneumonia (2022)
	Family medical history eg heart disease diabetes etcRow1: Father: Heart disease

Mother: Diabetes


	Medication nameRow1: Metformin
	DosageRow1: 500mg
	FrequencyRow1: twice daily
	Medication nameRow2: Lisinopril
	DosageRow2: 10mg
	FrequencyRow2: once daily
	Medication nameRow3: Atorvastatin
	DosageRow3: 20mg
	FrequencyRow3: once daily
	Medication nameRow4: 
	DosageRow4: 
	FrequencyRow4: 
	Medication nameRow5: 
	DosageRow5: 
	FrequencyRow5: 
	If yes please specifyDo you have any allergies Yes No: Penicillin (rash, swelling)

Peanuts (anaphylaxis)


	If yes how oftenDo you smoke Yes No: 
	If yes how oftenDo you consume alcohol Yes No: Occasionally (1-2 times per month)
	If yes please describeDo you follow any specific diet Yes No: 
	If yes how oftenDo you exercise regularly Yes No: 3-4 times per week (cardio & strength training)
	Insurance provider: Blue Cross Blue Shield
	Policy number: ABCD12345678
	Healthcare preferences: 
	Preferred primary care physician: Dr. Christian Carter
	Preferred hospitalhealthcare facility: Springfield General Hospital
	Accessibility needs if any: None
	certify that the above information is accurate to the best of: Kenneth Guzman
	Patient signatureRow1: KENNETH GUZMAN
	DateRow1:  03/19/2025
	Guardianrepresentative signature if applicableRow1: 
	DateRow1_2: 
	Physicianprovider name: Dr. Emily Grey
	Signature: EMILY GREY
	Date: 03/19/2025
	Additional notesRow1: Patient adheres to medication regimen.

Needs routine follow-up for diabetes management.

Encouraged to continue exercise and healthy diet.

No immediate accessibility concerns.
	Group1: Choice1
	Group2: Choice3
	Group3: Choice4
	Group4: Choice5
	Group5: Choice8
	Group6: Choice9


