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NEW PATIENT QUESTIONNAIRE

Name : __________________________________________________ Date : _________________________________

DOB: _______________Address: _______________________________________________________________________

Phone No.:  Home: ________________________Cell: _________________________Work: ________________________

Email: _____________________________________________________________SSN: ___________________________

Pharmacy Name: ___________________________________________ Number: _________________________________

Please list how you would like to be contacted for test results: _______Home _______Cell _______Work _______Email
May we leave messages: ________Yes          ________No

Emergency Contact Name: _______________________________ Relationship: _________________________________
Emergency Contact Number: _______________________________________________

Who may we speak with regarding medical care, appointments, test results: ___________________________________

	Social History:

	Relationship status:
	_____Married/Partner
	_____Single
	_____Divorced
	_____Widowed

	Preferred sexual partner:
	_____Men
	_____Women
	_____Both
	_____Never sexually active

	Currently sexually active:
	_____Yes
	_____No
	
	

	Have you ever been pregnant:
	_____Yes
	_____No
	How many times? ____________________

	Do you have children:
	_____Yes
	_____No
	How many? _____________________




Allergies/Drug Reactions (Please list drug and the reaction):
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list current medical problems: (List of conditions you are currently being treated for)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
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Please list other doctors who are also currently treating you:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Please list all surgical or medical procedures you had in the past:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Past medical history: (Please list all hospitalizations, major illnesses) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________

Who lives with you, in your home? (Spouse, children, in-laws, significant others, etc.…) __________________________________________________________________________________________________ __________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Occupation: __________________________________________________________________________________________________

What are your hobbies? __________________________________________________________________________________________________ __________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Birthplace: __________________________________________________________________________________________________
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Education: __________________________________________________________________________________________________ __________________________________________________________________________________________________

Have you recently traveled outside the U.S.A? (If yes, where?) __________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________

Do you get regular exercise? (If yes, describe) __________________________________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________ __________________________________________________________________________________________________

Smoking History
 ________Never smoked 

 ________Previous smoker (age started) _____ (age stopped) _____
                   On average, how many packs a day? _____
 
 ________Current smoker (age started) _____ 
                   On average, how many packs a day? _____ 


Do you drink wine, beer, or other alcoholic beverages? ________Yes ________No ________Socially
· If yes, how many times in the last year have your consumed 4 or more drinks on one occasion? _________

How many cups of coffee or caffeinated beverages do you consume daily? _____________________________________

Do you use: marijuana, cocaine, or any other street drugs/prescriptions not prescribed for you?
              ________Yes ________No     (Leave blank if you would prefer to discuss this with the doctor) 
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Family History
*Please be sure to include cancer, diabetes, high blood pressure, strokes, tuberculosis and other 
important illnesses*

	
	Age if Living
	Age at Death
	Health problems/Cause of death

	Mother
	
	
	

	Father
	
	
	

	Brothers/Sisters:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Children:
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*Please list all medications you are taking, including over the counter medications, vitamins, herbs, and other treatments. Include the name of the Dr. who prescribed it and WHY you are taking it. If you aren’t sure on why you’re taking the medication, please indicate by writing, “Don’t know”, if that is the case, please ask your doctor to explain why and how to use the drug properly. Also, ask about the drugs side effects and what you should do if you experience a side effect. *Please remember to update your medication list when your doctor stops, changes or updates your medications. Please bring your medication list with you to doctors, ER, walk-in clinic visits, nursing home, home health visits and to the hospital. If you are unable to bring a list with you, please bring your bottles.

	Medication Chart

	Medication
	Prescribed by
	Dose
	Frequency
	Purpose

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	




_______Not currently on any medications, vitamins, herbs, and other treatments
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Past Medical History:

Please check whether you have ever had the following:

	
	Yes
	No
	
	Yes
	No

	Hypertension
	
	
	Pancreatitis
	
	

	Diabetes
	
	
	Kidney Problems
	
	

	Cancer
	
	
	Abnormal Pap Smear
	
	

	Heart Murmur
	
	
	High PSA (men only)
	
	

	Heart Problems
	
	
	Seizures
	
	

	Asthma
	
	
	Depression/Anxiety
	
	

	Emphysema/COPD
	
	
	Stroke
	
	

	Positive skin test for TB
	
	
	Blood Problems
	
	

	Tuberculosis
	
	
	Thyroid Problems
	
	

	Blood Clots
	
	
	Arthritis
	
	

	Asbestos exposure
	
	
	Radiation treatments to head/neck
	
	

	Ulcers
	
	
	STDs
	
	

	Colon Polyps
	
	
	HIV infection
	
	

	Gallbladder Problems
	
	
	Other (List):

	Hepatitis/Jaundice
	
	
	

	Liver Problems
	
	
	




	VACCINATIONS
	Yes
	No
	TESTS
	Yes
	No

	Tetanus
	
	
	Stool cards for colon cancer testing
	
	

	Influenza (Flu Shot)
	
	
	Colonoscopy
	
	

	Influenza (H1N1)
	
	
	Sigmoidoscopy
	
	

	Pneumonia
	
	
	Bone Density
	
	

	Hepatitis A
	
	
	Mammogram
	
	

	Hepatitis B
	
	
	Pap Smear (Women Only)
	
	

	Shingles
	
	
	PSA (Men Only)
	
	

	COVID
	
	
	Exam by eye doctor
	
	

	Others:
	
	
	

	
	
	
	



Do you have medical Durable Power of Attorney for Healthcare? _____Yes _____No (If yes, please bring a copy) 
· Name: ________________________________ Relationship: __________________ 

Do you have a living will? ________Yes ________No (If yes, please bring a copy)
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COMPREHENSIVE NEW PATIENT QUESTIONNAIRE

The information provided in this questionnaire is true and complete to the best of my knowledge.  I understand that the accuracy of the information I have provided is important to my physician and my healthcare team in order to develop an individualized care plan for me.

______________________________________________________             ______________________________ 
Patient/Guardian Signature                                                                                   Date

______________________________________________________             ______________________________ 
Print Name                                                                                                               Relationship to Patient
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FINANCIAL POLICY
Thank you for choosing Metropolitan Family Care as your health care provider. The following is our Financial Policy. If 
you have any questions or concerns about our payment policies, please do not hesitate to ask business office 
personnel. We ask that all our patients please take a minute to both read and sign our Financial Policy as well as 
complete our Patient Information Forms Prior to seeing the doctor.
Patient’s portion of the payment, as well as any past due balances are due at the time services are rendered unless 
prior arrangements have been made with the billing department. We accept cash, personal check, money orders, 
travelers’ checks and all major credit cards for payment.
We accept assignment with most major insurance companies and participating provider plans (Please see attached 
list). However, you must understand that:
1. Your insurance policy is a contract between you, your employer, and the insurance company. We are NOT a party to that contract. Our relationship is with YOU, not your insurance carrier.
2. All charges are your responsibility whether your insurance company pays or not.
3. Fees for services, along with unpaid deductibles and co-payments are due at the time of treatment.
4. If the insurance company does not pay your balance in full within 30-60 days, we ask that you please contact the 
              carrier to request payment. Please inform our office of your carriers’ response.
5. Returned checks will be subject to a $35.00 insufficient fund fee. We will notify you by mail.
6. Unpaid balances over 90 days are subject to collections via small claims court, attorney, and/or collections agency with applicable collection fees.
We understand that temporary financial problems may affect timely payments of your balance. We encourage you to 
communicate any such problems so that we can assist you in the management of your account.

Authorization to Release and Assign Insurance Benefits: I authorize the release of any information required to act on 
any insurance claim and permit photographic or other facsimile reproduction of this authorization to be used in place 
of the original assignment. I hereby assign to Metropolitan Family Care the medical benefits I am entitled from my 
insurance company and/or Medicare.

This authorization is in effect for all future claims, until I chose to revoke it in writing.

I, the undersigned, understand and agree to the above Financial Policy, I understand that I am financially responsible 
for all charges incurred for my medical treatment.


___________________________________________________ ______________________________________________
Patient/Guardian Signature                                                                Date

______________________________________________ __________________________________________
Printed Name of Patient                                                           Relationship to patient if not patient
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ASSIGNMENT OF INSURANCE BENEFITS
I hereby authorize direct payment of my insurance benefits to Metropolitan Family Care, for services rendered to my dependents or me by the physician. I understand that it is my responsibility to know my insurance benefits, and whether or not the services I am to receive are a covered benefit. I understand, and agree, that I will be responsible for any co-pay or balances due that Metropolitan Family Care is unable to collect from my insurance carrier for whatever reason.

MEDICARE / MEDICAL / OTHER INSURANCE BENEFITS
I certify that the information given by me in applying for payment under these programs is correct. I authorize, the 
release of any of my or my dependent’s records that these programs may request. I hereby direct that payment of 
my, or my dependent’s authorized benefits to be made directly to Metropolitan Family Care, on my behalf.

I request, that payment of authorized Medigap Benefits be made to either to me, or on my behalf to Metropolitan Family Care, for any services furnished to me by that physician. I authorize any holder of Medicare information about me, to release to any secondary, or tertiary insurance carrier any information needed to determine these benefits payable for related services.

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION
I certify that I have received and read a copy of the Metropolitan Family Care Patient Information Privacy Policy. I 
hereby authorize Metropolitan Family Care, to release any of my or my dependent’s medical or incidental non-public personal information that may be necessary for medical evaluation, treatment, consultation, or the processing of insurance benefits. I understand my signature requests that, payment be made and authorizes release of any medical information necessary to pay claim. If item 9 of the HCFA-1500 Claim Form is completed. 

AUTHORIZATION TO MAIL, CALL OR E-MAIL
I hereby certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby authorize Metropolitan Family Care to mail, call, or e-mail me with communications regarding my healthcare, including but not limited to such things as: appointment reminders, referral arrangements, and laboratory results. I understand that I have the right to rescind this authorization at any time by notifying Metropolitan Family Care to that effect in writing.

LAB/X-RAY/DIAGNOSTIC SERVICES
I understand that I, may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I 
further understand, that I am financially responsible for any, co-pay or balance due for these services if they are not 
reimbursed by my insurance for whatever reason.

______________________________________________________ ______________________________ 
Patient/Guardian Signature                                                                       Date

______________________________________________________ _______________________________
*Optional – Witness to Patients Signature
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PRIVACY NOTICE – ACKNOWLEDGEMENT OF RECEIPT


Patient Name: _____________________________________________________________________

I, _______________________________________, acknowledge that I have received a copy of “Notice of Privacy Practices” from this office.



______________________________________                                   ______________________________________
Patient’s Signature                                                                                     Date


______________________________________                                   _______________________________________
Witness Signature                                                                                      Date
 
 






For Office Use Only:

__ Patient refused to sign
__ Patient unable to sign due to communication/language barrier
__ Patient unable to sign due emergency situation
__ Other (please explain):
__________________________________________________________
__________________________________________________________
___________________________         ______________________
Office Representative Signature           Date

*The signed form is placed in the patient’s medical record
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