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Attention Patients, Date

All healthcare offices will be required to implement an Electronic Medical Record-keeping system (EMR) mandated by
the federal government. In order to fully integrate this system, we are required to obtain the following information. Be
secure in the knowledge that this is strictly confidential and will not be shared with anyone without your express written
consent.

Thank you for your assistance and cooperation.

Full Name

E-mail address

Race: O Asian [Black [INative American OWhite [ Other
Ethnicity: CDHispanic/Latino [ONon-Hispanic/Latino

Height

Weight

Please list the names and dosages of any medication you are currently taking:

Name of Medication Dosage Amount Times Taken Per Day

Name of Your Medical Doctor:

Are you allergic to any medications? Circle:  Yes No

If yes, list them here:

Are you a smoker? Circle: Yes No

If yes, how many cigarettes per day?

Have you tried to quit? Circle: Yes No

Thank you again for your cooperation!
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