
CMPM - Patient Information Sheet

Driver’s License - Please provide DL or State Photo ID and Military ID with this form

ID Type __________ State of Issue ________________ ID # _____________________________

Name: Last __________________ First__________________ Middle Intl. ______ Sex ________

(Preferred)_____________ (Suffix Jr, II etc.) ________ 
(Maiden)__________________________ 

Date of Birth ____________ SS#______________ Race ____________ Ethnicity ____________

Marital Status ______________ Primary Language _________________ Religion ___________

Mailing Address: _______________________________________________________________

Phone # (Home)_________________(Work) _________________ (Cell)___________________

Best Phone # to reach you at? ________________Email Address ________________________

Emergency Contact:

 (Name) _____________________ (Phone#) ______________ (Relationship) _______________

Preferred Pharmacy Name ______________________ Phone Number ____________________

Prescription By Mail Service Name _________________ Phone Number __________________

Insurance Information:  Fill in or provide the Insurance Card(s) With This Form 

Primary Insurance 

Name of Insurance Company _______________________ Policy Number _________________

Insurance Company’s Billing Address _______________________________________________

Primary Policy Holder 

Name____________________ Relationship ___________________ Date of Birth ___________ 
SS# _________________________ Primary Policy Holder’s Phone # ______________________

Secondary Insurance 

Name of Insurance Company _______________________ Policy Number _________________

Insurance Company’s Billing Address _______________________________________________

Primary Policy Holder 

Name____________________ Relationship ___________________ Date of Birth ___________ 

SS# _________________________ Primary Policy Holder’s Phone # ______________________

Signature ________________________________ Date ___________________________





 

Threlkeld Infectious Disease 

Patient Health History 

   Patient Name: _________________ Today’s Date: ________________________ Date of Birth: ________________ 

   Allergies (Seasonal, Food and Medication): ___________________________________________________________ 

__________________________________________________________________________________________________ 

List ALL MEDICATIONS you take, including over-the-counter (OTC), vitamins, and supplements. (additional space on pg. 2) 

Name of Medication Dosage Frequency 

   

   

   

   

   

   

   

Personal Medical History: (Please check all that apply) 

 

 

 

 

 

 

 

 

 

     Other medical problems not listed:        ____________________________________________________________ 

                

                 

   Past Surgeries and Hospitalizations (Please include location and year):       

                

               

   Do you smoke? If yes, How many cigarettes per day? ______ How long have you smoked? _______ 

   How many alcoholic beverages do you consume in an average week? __________________ 

   Recreational Drug use? Please, share what and how often.   ______________________________________ 

 

Family History: (Please check all that apply and circle M for Mother and/or F for Father) 

   Mother: Age (or age at death) ______ 

 

   Father: Age (or age at death) _______ 

 
   Name of Person Completing this form: _______________________________Relationship to Patient ____________  
 
   Signature of Person Completing this form: ___________________________________  

o Gastrointestinal Diagnosis ___________ 

o Heart Attack (MI) 

o Heart Disease 

o Hepatitis _________ 

o High Blood Pressure 

o High Cholesterol 

o HIV 

o Kidney Disease  

o Kidney Stones 

o Liver Disease 

o Migraine Headache 

o  

o Neuropathy 

o Osteopenia/Osteoporosis 

o Parkinson’s disease 

o Peripheral Vascular Disease 

o Psoriasis 

o Rheumatoid Arthritis 

o Seizure Disorder 

o Sleep Apnea 

o STD _______________________ 

o Stroke 

o Thyroid Disorder 

 

o Alcoholism 

o Arrhythmia 

o Arthritis 

o Asthma 

o Blood Disorders _______________________ 

o Cancer _____________________________ 

o COPD/Emphysema 

o Dementia 

o Diabetes: 1 or 2 

o Disorders of the eye ________________ 

o DVT (Blood Clot) 

 

o Alcoholism M / F 

o Anemia M/F 

o Cancer: M/F __________________ 

o COPD/Emphysema M / F 

o Dementia M / F 

o Diabetes 1 or 2 M / F 

o DVT (Blood Clot) M / F 

o Heart Disease M / F 

o High Cholesterol M / F 

o High Blood Pressure M / F 

o Kidney Disease M/ F 

o Stroke M / F  

 

 



 

  List ALL MEDICATIONS you take, including over-the-counter (OTC), vitamins, and supplements.  

 

Name of Medication Dosage Frequency 
   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

   Other Notes: 

 

 

 

 

 

 

 

 

 

 

 


