[bookmark: _GoBack]For New  Patients 
Please complete the following medical history form to the best of your ability or knowledge. If you are uncertain of a date, the approximate year would be helpful. If it does not apply to you, please cross it out or write “N/A”.  
Full Name________________________________________________ 
 
Date of Birth (DD-MM-YYYY) ______________________________________________________________ 
 
Health Card #/Version Code __________________________________________________________________________ 
 
Age ____________Gender_________________ Marital Status ___________________________________ 
 
Home Phone #________________________________Cell #: ____________________________________ 
 
Home address __________________________________________________________________________ 
 
Postal Code _____________________________ 
 
Email Address _________________________________________________________________________ 
 
Do you currently have a family physician? ___________________________________________________ 
 
What is the name of your most recent family physician? _________________________________________ 
 
When did you leave? ______________________________________________________________________ 
 
What are your reasons for leaving: ___________________________________________________________ 
 
_______________________________________________________________________________________ 
 
 _______________________________________________________________________________________ 
 
Do you require an interpreter?  _______________________________________________________________ 
 
Do you have a family Member registered with this Practice? /Details   _______________________________________ Next of Kin (Name, relationship to you, address and contact details): 
 	 	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
 






Past Medical History (Diagnosis and year of diagnosis): 
1.   	 	 	 	 	 	 	 	 	 	 	 	 2.  	 	 	 	 	 	 	 	 	 	 	 	 
3. 	 	 	 	 	 	 	 	 	 	 	 	 
4. 	 	 	 	 	 	 	 	 	 	 	 	 
5. 	 	 	 	 	 	 	 	 	 	 	 	 
6. 	 	 	 	 	 	 	 	 	 	 	 	 
 
 
Allergies:  	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	  

 
 
Preferred Pharmacy (Phone number/address if known): 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 	 
 
Medication List (Name, dose, frequency & duration): 
1.   	 	 	 	 	 	 	 	 	 	 	 	 2.  	 	 	 	 	 	 	 	 	 	 	 	 
3. 	 	 	 	 	 	 	 	 	 	 	 	 
4. 	 	 	 	 	 	 	 	 	 	 	 	 
5. 	 	 	 	 	 	 	 	 	 	 	 	 
6. 	 	 	 	 	 	 	 	 	 	 	 	 
Over the counter medications/vitamins:  	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
Last complete physical (month and year):   	 	 	 	 	 	 
Last blood work (month and year):  	 	 	 	 	 	 	 	 
Last Pap test (Females every 3 years from 25 to 70):  	 	 	 	 	 
Mammogram (Females 50-69 years of age):  	 	 	 	 	 	 	 
FOBT Colon Cancer Screening (every 2 years 50-74 years of age): 	 	 	 
Colonoscopy:  	 	 	 	 	 	 	 	 	 	 	 
Bone Mineral Density Test for osteoporosis (over 65 or any age with risk factors:  
 	 	 	 	 	 	 	 	 	 	 	 	 
Immunization/Vaccination History (please list or attach a copy of your vaccination records):  
 	 	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
{Examples of Vaccination Recommendations for the Province of Ontario}:  
Tetanus –every 10 years / Flu Shot / Hepatitis B / Shingles / HPV 
Pneumovax: Diabetes, COPD & some other chronic medical conditions which may entail low immunity.   
Family History (medical diagnosis in your family –their relationship to you and age at time of diagnosis): 
 	 	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 



Home Circumstance (who lives at home with you; family/friend support):  
 	 	 	 	 	 	 	 	 	 	 	 	 
Occupation (if retired, job before retirement):  	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
Smoking status (if ex-smoker, when you stopped, how many daily and for how long?): 
 	 	 	 	 	 	 	 	 	 	 	 	 
Alcohol use (how many drinks per week):   	 	 	 	 	 	 
Diet (any special diets, fruits/vegetables, etc.):  	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 	 
Do you drive? (please circle): 	Yes 	No 
Please use the space below if you feel there is any additional information, we should know to provide you with the best care possible. Non-disclosure and falsification of relevant medical information will lead to automatic dismissal if accepted or lead to application not being considered. 
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*E-mail Consent Form* 
 
Dear patient, 
This clinic supports the use of email for the purpose of communicating with our patients regarding their clinical care. A care provider may agree to communicate with you using email but is not required to do so. You may choose to communicate with the clinic using email, but you are not required to do so. If you choose use email at the clinic, signing this consent form provides the clinic with your permission to communicate with you via email and is required before we will respond to your email or send you email for the first time. This consent can be withdrawn at any time by contacting the clinic by phone or in person. 
If you choose to communicate with the clinic using email, you should be aware that email messages you send to or receive from the clinic: 
• may not be secure. The clinic cannot guarantee the security of any email message transmitted outside of our email system. • may exist as an electronic or paper record within the clinic indefinitely. 
For these reasons, if you use email to communicate any information, including personal health information, to the clinic, or to receive any information, you are hereby accepting the inherent risk of this information being compromised. 
THE CLINIC CANNOT GUARANTEE THAT YOUR EMAIL WILL BE RECEIVED, READ, OR RESPONDED TO WITHIN ANY PARTICULAR PERIOD OF TIME. YOU MUST NOT COMMUNICATE WITH THE CLINIC VIA EMAIL FOR MEDICAL EMERGENCIES AND OTHER TIME-SENSITIVE MATTERS. 
TERMS OF USE 
I understand that it is my responsibility to monitor email received at the indicated email address(es) and to advise the clinic in writing if any email address changes or should no longer be used by the clinic for email communications with myself. I understand that only this email address will be used by the clinic for communication to me. If J am signing on behalf of my minor child, I understand that when he/she turns 14 this consent will be void and the child will have the option of signing his/her own consent for ongoing email communication with the clinic. I understand that the clinic cannot guarantee the security of email messages that I send to or receive from the clinic. I agree not to use email to communicate emergency or urgent information about myself and understand that the clinic does not guarantee the receipt or review of any email messages that I may send to the clinic. I understand and agree that individual care providers may make decisions about my treatment based on information I provide through email and that this information may form part of my health record. 
I understand that I may stop using email for clinical communication purposes at any time, at which point I will notify the clinic in writing of my decision to stop using email for these purposes. I understand that this consent remains effective unless and until it is withdrawn. 
I understand that individual care providers may stop using email for clinical communication purposes at any time, at which point s/he will inform me in writing or notify me about this decision at the time of my next appointment.
Consent for Patients 
I have read and agree to these terms, and I wish to communicate with the clinic via email for the purposes of my clinical care. 
E-mail Address: 
 
Patient Signature: 	 




