
 
 

3705 Medical Parkway, Suite 200  Austin, Texas 78705 
 Office: (512) 452-0231   Fax: (512) 452-8083 

 
NEW PATIENT INFORMATION 

 
Visit Date: _____________________ 
Patient Name: ____________________________Age:___________DOB:____________ 
Relationship to Patient:_____________________________________________________ 
 
Health Problem Prompting Today’s Visit: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Patient Medical History: 
 
Please list past and current medical problems: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Please list past surgeries: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Please list all current medications (prescription and non-prescription), vitamins, & 
herbs:  
________________________________________________________________________ 
________________________________________________________________________ 
 
Medication allergies:  None:_____   Yes: _____ (if yes, please list type of reaction): 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Please indicate if ANYONE in the family has problems with the following: 
Trouble with anesthesia?         No ___    Yes ___   Explain ________________________ 
Bleeding problems?                 No ___    Yes ___   Explain ________________________ 
Other family medical issues?    No ___    Yes ___   Explain ________________________ 
 

 
 

PLEASE CONTINUE ON REVERSE SIDE 



 
Birth history:  Full Term?       No___ Yes___   If no, how many weeks 
gestation?_______ 
Immunizations: Up-to-date?   No___ Yes___  
Exposure to smoking?            No___ Yes___ 
Daycare?                                  No___ Yes___ 
School?                                    No___ Yes___ 
 
Does your CHILD have any of the following problems?: 
Heart    No___ Yes___ Explain ______________________________ 
Lungs                   No___ Yes___ Explain ______________________________ 
Stomach/bowels         No___ Yes___ Explain ______________________________ 
Kidney/Urinary tract       No___ Yes___ Explain ______________________________ 
Muscles/joints                 No___ Yes___ Explain ______________________________ 
Skin                                 No___ Yes___ Explain ______________________________                     
Eye/Vision                      No___ Yes___ Explain ______________________________ 
Diabetes/Thyroid            No___ Yes___ Explain ______________________________ 
Allergic/Immune            No___ Yes___ Explain ______________________________ 
Infections                        No___ Yes___ Explain ______________________________ 
Neurologic Problems      No___ Yes___ Explain ______________________________ 
Psychologic Problems    No___ Yes___ Explain ______________________________ 
Weight loss                     No___ Yes___ Explain ______________________________        
Fevers                             No___ Yes___ Explain ______________________________ 
 
Any pain on today’s visit?    No___ Yes___       If Yes, please circle score below: 
 
PAIN RATING SCALE (0=No pain, 10=Most Severe) 
0        1        2        3        4        5        6        7        8        9        10 
 
 
Physician Review _______________________________________ Date ____________ 
 
 
Vital Signs:   Weight________ Temp_________  RR__________  BP____________  


