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Welcome to Lake Butler Family & Pediatric Clinic. We’re excited to care for you and your loved ones. 

Please print and complete this form before your appointment. Completing it ahead of time can help streamline 
your check-in and allow our team to provide more focused, thoughtful, and personalized care. 

New Patient Health History Form 

Patient Name: __________________________________________ Preferred Name: ___________________________ 

Date of Birth: _________________  Age: ____    Date: _________ Preferred Language: ________________________ 

Address: ________________________________________________________________________________________ 

Phone: _____________________________ Email: ______________________________________________________ 

Emergency Contact: ______________________________ Relationship _______________ Phone: _________________________ 

REASON FOR VISIT 

What brings you in today? __________________________________________________________________________ 

CURRENT MEDICATIONS 
Please list ALL medications you are currently taking (including over-the-counter medications,  
vitamins, and supplements): 

Medication Name Dose Frequency Reason for Taking 

    

    

    

    

​

ALLERGIES 
Do you have any allergies to medications? ☐ Yes ☐ No 
If yes, please list medication and reaction: 

Medication Reaction 
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Medication Reaction 

  

Do you have any other allergies (food, environmental)? ☐ Yes ☐ No 
If yes, please describe:  
 

PAST MEDICAL HISTORY 
Please check any conditions you have been diagnosed with:​
 
General:​ ​ ​ ​ ​  
 ☐ Diabetes​ ​ ​  
 ☐ High blood pressure 
 ☐ High cholesterol 
 ☐ Thyroid disease 
 ☐ Anemia 
 ☐ Obesity 
​
Heart/Lungs: 
 ☐ Heart disease 
 ☐ Heart attack 
 ☐ Stroke 
 ☐ Asthma 
 ☐ COPD/Emphysema 
 ☐ Blood clots 
​
Digestive: 
 ☐ GERD/Reflux 
 ☐ Liver disease 
 ☐ Inflammatory bowel disease 
 ☐ Gallbladder disease​
 

Kidney/Urinary: 
 ☐ Kidney disease 
 ☐ Kidney stones 
 ☐ Urinary incontinence 
​
Mental Health: 
 ☐ Depression 
 ☐ Anxiety 
 ☐ Bipolar disorder 
 ☐ PTSD 
 ☐ Other mental health condition 
 
Cancer: 
 ☐ Cancer (type: ___________________________) 
​
Other: 
 ☐ Arthritis 
 ☐ Osteoporosis 
 ☐ Seizures 
 ☐ Sleep apnea 
 ☐ Chronic pain 

Other conditions not listed: __________________________________________________________________ 
 

PAST SURGICAL HISTORY - Please list any surgeries or hospitalizations: 

Year Surgery/Hospitalization Reason 

   

   

   

​
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FAMILY HISTORY - Please indicate if any blood relatives have had the following conditions: 

Condition Relationship to You Age at Diagnosis 

Heart disease   

Stroke   

Diabetes   

High blood pressure   

Cancer (specify type)   

Mental health disorders   

Substance use disorders   

Other hereditary conditions   

​

SOCIAL HISTORY 
Tobacco Use: 
 ☐ Never used 
 ☐ Former user (quit date: _____________) 
 ☐ Current user (type: _____________ amount per day: _____________) 
​
Alcohol Use: 
In the past year, how often did you have a drink containing alcohol? 
 ☐ Never 
 ☐ Monthly or less 
 ☐ 2-4 times per month 
 ☐ 2-3 times per week 
 ☐ 4 or more times per week 
How many drinks do you typically have on days when you drink? _____________ 
​
Substance Use: 
In the past year, have you used any recreational drugs or used prescription medications for non-medical 
reasons? 
 ☐ No 
 ☐ Yes (please specify): _______________________________________________ 
​
Living Situation: 

●​ Who do you live with? _______________________________________________ 
●​ Do you feel safe in your home? ☐ Yes ☐ No 
●​ Occupation: _________________________________________________________________ 
●​ Education Level: ____________________________________________________________ 
●​ Exercise: How many days per week do you exercise for at least 30 minutes? _______ 
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●​ Diet: Would you describe your diet as: ☐ Healthy ☐ Average ☐ Needs improvement 
●​ Sleep: How many hours of sleep do you get per night on average? _____________ 

 
PREVENTIVE HEALTH SCREENING 
Last Physical Exam: _____________ Last Eye Exam: _____________ Last Dental Exam: _____________ 
​
For Women: 

●​ Last Pap smear: _____________ 
●​ Last Mammogram: _____________ 
●​ Are you pregnant or could you be pregnant? ☐ Yes ☐ No ☐ Not applicable 

​
For Men 55-69 years: 
Have you discussed prostate cancer screening with a doctor? ☐ Yes ☐ No ☐ Not applicable 
​
For Adults 45+ years: Last colorectal cancer screening (colonoscopy, stool test, etc.):    
 
For Adults 50-80 years: with smoking history:  
Have you discussed lung cancer screening? ☐ Yes ☐ No ☐ Not applicable 
 
Immunizations (check if up to date): 
☐ Influenza (flu shot) 
☐ COVID-19 
☐ Pneumonia vaccine 
☐ Shingles vaccine (if 50+) 
☐ Tetanus/Diphtheria (Td or Tdap) 
☐ Other: _____________________ 
​

DEPRESSION SCREENING (PHQ-2) 
Over the past 2 weeks, how often have you been bothered by the following problems? 
 

1. Little interest or pleasure in doing things 
☐ Not at all (0) 
☐ Several days (1) 
☐ More than half the days (2) 
☐ Nearly every day (3)​
 

2. Feeling down, depressed, or hopeless 
☐ Not at all (0) 
☐ Several days (1) 
☐ More than half the days (2) 
☐ Nearly every day (3) 

INTIMATE PARTNER VIOLENCE SCREENING (HARK) 
Within the last year: 
1. Have you been humiliated or emotionally abused in other ways by your partner or ex-partner? 
☐ Yes ☐ No 
​
2. Have you been afraid of your partner or ex-partner? 
☐ Yes ☐ No​

 

 



Page 5 of 6 

3. Have you been raped or forced to have any kind of sexual activity by your partner or ex-partner? 
☐ Yes ☐ No 
​
4. Have you been kicked, hit, slapped, or otherwise physically hurt by your partner or ex-partner? 
☐ Yes ☐ No 
 

PEDIATRIC-SPECIFIC QUESTIONS (For patients under 18 years) 

This section is to be completed by a parent or guardian.​
​
Birth History: 

●​ Gestational age at birth: _____________ weeks 
●​ Birth weight: _____________ 
●​ Any complications during pregnancy or delivery? ☐ Yes ☐ No 
●​ If yes, describe: ___________________________________________________________________________ 

​
Developmental Milestones: 

●​ Are there any concerns about your child's development? ☐ Yes ☐ No 
●​ Has your child been screened for autism? ☐ Yes ☐ No ☐ Not applicable 

​
School Performance: 

●​ Current grade: _____________ 
●​ Any concerns about school performance or learning? ☐ Yes ☐ No 

​
Nutrition (Pediatric): 

●​ Is your child breastfed? ☐ Yes ☐ No ☐ Not applicable 
●​ Any concerns about eating or nutrition? ☐ Yes ☐ No 

​
Safety: 

●​ Does your child use appropriate car seats/seat belts? ☐ Yes ☐ No 
●​ Does your child wear a helmet when biking/skating? ☐ Yes ☐ No 
●​ Are firearms in the home stored safely (locked, unloaded, separate from ammunition)? ☐ Yes ☐ No ☐ 

No firearms in home 
​
Screen Time: 
How many hours per day does your child spend on screens (TV, computer, phone, tablets)? _____________ 
 

GERIATRIC-SPECIFIC QUESTIONS (For patients 65 years and older) 

Functional Status: 
●​ Do you need help with daily activities (bathing, dressing, eating, toileting)? ☐ Yes ☐ No 
●​ Do you need help with household tasks (shopping, cooking, managing medications)? ☐ Yes ☐ No 

 
Falls: 

●​ Have you fallen in the past year? ☐ Yes ☐ No 
●​ If yes, how many times? _____________​
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Memory/Cognition: 
●​ Do you have concerns about your memory or thinking? ☐ Yes ☐ No 
●​ Does anyone else have concerns about your memory? ☐ Yes ☐ No 

 
Hearing and Vision: 

●​ Do you have difficulty hearing? ☐ Yes ☐ No 
●​ Do you have difficulty seeing? ☐ Yes ☐ No 

 
Urinary Issues: 
Do you experience urinary leakage or accidents? ☐ Yes ☐ No 
 
Nutrition (Geriatric): 

●​ Have you lost weight unintentionally in the past 6 months? ☐ Yes ☐ No 
●​ If yes, how much? _____________ 

 
Advance Care Planning: 

●​ Do you have an advance directive or living will? ☐ Yes ☐ No 
●​ Do you have a designated healthcare power of attorney? ☐ Yes ☐ No 

 

REVIEW OF SYSTEMS 
Please check any symptoms you are currently experiencing: 

●​ General: ☐ Fever ☐ Fatigue ☐ Weight loss ☐ Weight gain 
●​ Skin: ☐ Rashes ☐ Itching ☐ Changes in moles 
●​ Head/Eyes/Ears/Nose/Throat: ☐ Headaches ☐ Vision changes ☐ Hearing loss ☐ Sinus problems ☐ 

Sore throat 
●​ Cardiovascular: ☐ Chest pain ☐ Palpitations ☐ Leg swelling 
●​ Respiratory: ☐ Shortness of breath ☐ Cough ☐ Wheezing 
●​ Gastrointestinal: ☐ Nausea ☐ Vomiting ☐ Diarrhea ☐ Constipation ☐ Abdominal pain 
●​ Genitourinary: ☐ Painful urination ☐ Frequent urination ☐ Blood in urine 
●​ Musculoskeletal: ☐ Joint pain ☐ Muscle pain ☐ Back pain 
●​ Neurological: ☐ Dizziness ☐ Numbness/tingling ☐ Weakness 
●​ Psychiatric: ☐ Anxiety ☐ Depression ☐ Sleep problems 

​
Patient Signature: ________________________________________________Date: _____________ 
 
Parent/Guardian Signature (if applicable): ________________________________Date: _____________​
 
Thank you for completing this form. Your information helps us provide care that is safe, personal, and centered 
around your needs. We look forward to caring for you. 

Want to learn more about our Lake Butler Family & Pediatric Clinic? ​
Visit us online at LakeButlerClinic.com or call us at (386) 496-1922​
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