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New Patient History 
Patient Name: ____________________________________________________Date______________________ 

 

Address: ___________________________________________________________________________________ 

 

Email Address (personal): ____________________________ (work): __________________________________ 

 

Home Phone: (______)_______________________ Work Phone: (______)______________________________ 

 

Date of Birth: _______________________________ Social Security Number: ____________________________ 
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Nuva Rung 

Total number of sexual partners in the past: 
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**If you have had a colonoscopy, please describe where the test was administered, when you had the 
test, and indicate your results (please use the back of this page). 
**If you have had a mammogram, please describe where the test was administered, when you had the 
test, and indicate your results (please use the back of this page).  
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List ALL drugs, medications, and/or natural supplements you use regularly  

(include birth control pills and non-prescription items - laxatives, pain pills, cold tablets, etc.): 

________________________________________________________________________________ 

 

________________________________________________________________________________ 

 

Personal Profile 

Number of Living Children 

Number of People in Household 

Marital Status 

Current or Most Recent Job 

Level Of Education Completed 

 

Personal High Risk Criteria 

Have you had a pap smear in the last 7 years? Yes / No 

Have you ever had an abnormal pap smear test? Yes / No 

Did you begin sexual activity before you were 16 years old? Yes / No 

Have you had more than 5 sexual partners in your lifetime? Yes / No 

Have you ever tested positive for the HIV virus? Yes / No 

Did your mother take the drug DES while she was pregnant with you? Yes / No 

 

General Health 

Please describe your weekly physical activity (what, how long, how often)?_______________________________ 

 

__________________________________________________________________________________________ 

 

I have included all pertinent information regarding my health history. YES / NO 

 

I have additional health issues that were not addressed on this form. YES / NO 

 

-If yes, please explain: 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________  

   

Completed by:   � Patient   � Office Nurse   � Physician 

 

__________________________________________    ______________________________________________ Patient or 

Representative Name (Please Print)              Patient or Representative Signature  

 

__________________________________________  

Date reviewed by physician with Patient 

 

Annual Review of History: 

 

Date Reviewed:_________________  Physician Signature:___________________________________________ 

 

Date Reviewed:_________________  Physician Signature:___________________________________________ 

 

Date Reviewed:_________________  Physician Signature:___________________________________________ 

 

Date Reviewed:_________________  Physician Signature:___________________________________________ 

 

Date Reviewed:_________________  Physician Signature:___________________________________________ 


