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PATIENT INFORMATION (Please print)   
 
Name________________________________________________________________________________________ Today’s Date_________________________________ 
 
Date of Birth_________________________________ Social Security ________________________________________________ Gender     M    or      F  
 
Local Mailing Address______________________________________________________________________________________________________________________ 
        

Alternative/Seasonal Address ___________________________________________________________________________________________________ 
 
Home Phone __________________________________ Cell Phone ___________________________________ Work Phone______________________________   
 
Primary Care Physician ____________________________________________________________________________________________________________________ 

Employer___________________________________________________________________ Occupation ___________________________________________________ 
 
Preferred Contact Number:         Home       Cell       Work      Ok to leave detailed message?  Yes    No 
 
Preferred Language   English  Spanish Other: _____________________________________________________________________ 
 
Race  American Indian/Alaskan Native      Asian      Black/African American      Caucasian/White 
  Native Hawaiian/Pacific Islander      Unknown      Decline to specify 
 
Ethnicity  Hispanic or Latino       Not Hispanic or Latino      Decline to specify 
 
Email address: ______________________________________________________________________________________________________________________________    

  Yes     No Please add my e-mail address to your mailing list to receive e-mail updates/ specials 
 

How did you hear about the Woodruff Institute?  

 Physician referral, please specify: ______________________________________________________________________________  
 Newspaper / magazine, please specify: __________________________________________________________________________ 
 Family / friend, please specify: ________________________________________________________________________________  
 Website / social media, please specify: __________________________________________________________________________ 
 Other: ____________________________________________________________________________________________________
 

INSURANCE INFORMATION (Please present insurance card at time of check in.) 
Primary  Insurance _________________________________________________ Secondary Insurance _____________________________________________ 

Name of Insured____________________________________________________ Name of Insured___________________________________________________ 

Insured’s SSN # _____________________________________________________ Insured’s SSN # ____________________________________________________ 

Insured’s Date of Birth ____________________________________________ Insured’s Date of Birth____________________________________________ 

I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessary 
to process insurance claims, insurance applications and prescriptions.  I also authorize payment of medical benefits to the 
physician. 
 

Patient or Responsible Party Signature ________________________________________________________ Date __________________________________ 

  

Have you verified In-Network Coverage?  Yes   No 
If not, I understand that I am responsible for all payments, copayments, and deductibles specified by the insurance 
company if these services are deemed Out-of-Network by my insurance company.  
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PATIENT NAME: __________________________________________________________________ DATE: ____________________________________ 

PREFERRED PHARMACY: ______________________________________________________ Phone: _____________________________________ 

City & Intersection: ___________________________________________________________________________________________________________ 

 Seasonal Pharmacy & Phone: ___________________________________________________________________________________________ 

PAST MEDICAL HISTORY: (please check all that apply) 
 NONE 
 Anxiety disorder 
 Arthritis 
 Asthma 
 Atrial fibrillation 
 BPH (enlarged prostate) 
 Cerebrovascular accident (stroke) 
 COPD  
 Coronary artery disease 
 Depressive disorder 

 Diabetes 
 Elevated blood pressure 
 End stage renal disease 
 Epilepsy 
 GERD (reflux) 
 Hearing loss 
 HIV/ AIDS 
 Hypercholesterolemia 
 Hyperthyroidism 
 Hypothyroidism 

 Inflammatory liver disease 
 Leukemia 
 Malignant lymphoma 
 Malignant tumor of lung 
 Malignant tumor of breast 
 Malignant tumor of colon 
 Malignant tumor of prostate 
 Radiation treatment 
 Transplantation of bone marrow

 

Other:____________________________________________________________________________________________________________________________ 

PAST SURGICAL HISTORY: (please check all that apply) 
 NONE 
 Abdominoperineal resection 
 Bilateral replacement knee joints 
 Biopsy of breast 
 Biopsy of prostate 
 Coronary artery bypass graft 
 Entire transplanted kidney 
 Excision of basal cell carcinoma 
 Excision of melanoma 
 Excision of squamous cell 
carcinoma 
 History of colostomy 
 History of tubal ligation 
 History of appendectomy 
 History of bilateral mastectomy 

 History of cholecystectomy 
(gallbladder) 
 History of colectomy 
 History of liver excision 
 History of PTCA (coronary 
angioplasty) 
 History of heart valve replacement 
 History of total cystectomy (urinary 
bladder) 
 History of prostatectomy 
 Hysterectomy 
 Kidney biopsy 
 Low anterior resection of rectum 
 Lumpectomy of breasts R  L 
 Mastectomy of breasts  R  L 

 Oophorectomy (ovaries removed) 
 Pancreatectomy 
 Procedure: Kidney stones 
 Portosystemic shunt operation 
 Prostate removed: Prostate cancer 
 Prosthetic arthroplasty of hips 
 Spleen removed 
 Surgical biopsy of skin 
 Total nephrectomy (kidneys) 
 Total orchidectomy (testicles) 
 Total replace of hips  R  L 
 Total replace of knees  R  L 
 Transplantation of heart 
 Transplantation of liver

 

Other: ___________________________________________________________________________________________________________________________ 

SKIN DISEASE HISTORY: (please check all that apply)  
 NONE 
 Acne 
 Actinic keratosis 
 Asteatosis cutis 
 Basal cell skin cancer 

 Contact dermatitis from poison ivy 
 Dysplastic nevus of skin 
 Eczema 
 History of asthma 
 History of hay fever 

 Melanoma 
 Pruritis of scalp 
 Psoriasis 
 Squamous cell skin cancer 
 Sunburn of second degree 

Other:____________________________________________________________________________________________________________________________ 
 
Do you wear sunscreen?                                             Yes     No     If yes, what SPF? ________________ 
Do you tan in a tanning salon?                                 Yes     No   
Do you have a family history of melanoma?      Yes     No 
 
If yes, which relative(s)?______________________________________________________________________________________________________ 
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MEDICATIONS: (Please list all current medications, including name, dosage and how often used, if possible) 
 I do not take any medications 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

ALLERGIES: (Please list all allergies and reactions) 
 I do not have any allergies to medications 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________ 

SOCIAL HISTORY: (Please check all that apply) 
 

Tobacco Use:   Never smoked      Quit; former smoker      Smokes less than daily      Smokes daily 
Alcohol Use:    None      Less than one drink per day     1-2 drinks/ day      More than 3 drinks per day 
     Men: How many times in the past year have you had more than 5 drinks in one day? _________________ 
     Women / All Adults > 65 years: How many times in the past year have you had more than 4 drinks in a day?_______________ 
     Have you ever felt that you should cut down on your drinking?  Yes      No 
      Yes      No     I have received a pneumonia vaccine. 
      Yes      No     I have received an influenza vaccine.  If no, circle reason:   Allergy     Medical Reason     Declined 
      Yes      No     I have received a shingles vaccine. If no, circle reason:   Allergy     Medical Reason     Declined 
      Yes      No     I have received a Covid vaccine. 
      Yes      No     I have a Living Will/ other (Please provide a copy, if possible).  
 

Living Will surrogate/ decision maker (if applicable): __________________________________ Relationship:____________ 
 
 

REVIEW OF SYSTEMS: (Are you currently experiencing problems with any of the following?) 
 Bleeding 
 Healing 
 Scarring 
 Rashes 
 Immune system 
 Hay fever 
 Chest pain 
 Fever / chills 

 Night sweats 
 Unintentional weight loss 
 Thyroid 
 Sore throat 
 Blurry vision 
 Abdominal pain 
 Joint aches 
 Muscle weakness 

 Headaches 
 Seizures 
 Cough 
 Shortness of breath 
 Wheezing 
 Anxiety 
 Depression 

 

ALERTS: (Please check all that apply) 
 Allergy to adhesive 
 Allergy to lidocaine 
 Allergy to topical antibiotics 
 Artificial heart valve 
 Artificial joints in past 2 years 
 Blood thinners 

 Defibrillator 
 MRSA 
 Pacemaker 
 Premedication prior to procedures 
 Rapid heartbeat with epinephrine 
 Pregnancy or planning a pregnancy

COSMETIC INTEREST: 
Do you have any skin care or anti-aging concerns today? (i.e. fine lines, brown spots, etc.)  Yes    No 
Have you had any cosmetic treatments in the past? (i.e. Botox, fillers, laser, facials, etc.)  Yes    No 
Are you interested in hearing about the cosmetic procedures we offer in our office today?  Yes    No 
 

WOMEN ONLY: 
Do you experience any bladder problems such as painful urination, leaking, or frequency?  Yes    No 
Do you have any pelvic health issues such as loss of libido or laxity due to childbirth?  Yes    No 










