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(office use only)    Account # __________ Chart # _________

Patient Name: ____________________________________________________DOB:____________________
How did you hear about us: ______________________________________________?
Who can we thank for telling you about us? ______________________________________________________
	What is your reason for your visit today? 

	

	

	


	Do you have a current diagnosis of Tuberculosis or have you ever been diagnosed with Tuberculosis disease? 
( YES            ( NO


Medications being taken:   ( NONE

	Name of Medication (s):
	Dosage of Medication(s)
	How often is the medication taken

	
	
	

	
	
	

	
	
	

	
	
	


Medication Allergies:  ( NONE
	Name of Medication
	Reaction of Medication

	
	

	
	

	
	


__________________________________________________                      _____________________________

Signature of Patient or Legal Representative




  Today’s Date











New Patient Intake Form (2)
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