














 

Electronic Health Records Intake Form 
We are now required to have you answer the questions below, to follow requirements for the government EHR incentive 

program. We apologize for any redundancies.  
 

First name: ____________________________________ Last Name: _______________________________________________ DOB: ____________ 

Address: ___________________________________________________________________________ Phone: ____________________________________ 

Primary Care Physician ______________________________________________________________________________________________________ 

Email address: _________________________________________________________________________________________________________________    

MEDICATIONS: (Please list all current medications, including name, dosage and how often used) 
 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/ E-Cigarette Use (patients 12 years or older):   Never smoked      Quit; former smoker      Current smoker 
If you are a current smoker, we encourage you to quit and will provide you with tobacco cessation information.  
 
Vaccinations (patients who turned or will turn 13 years old in 2025):  
      Yes      No     Has the patient had one dose of the meningococcal vaccine between the patient’s 11th and 13th 
birthdays?  
      Yes      No     Has the patient had one tetanus, diphtheria toxoids and acellular pertussis vaccine (Tdap) between 
the patient’s 10th and 13th birthdays?  
      Yes      No     Has the patient completed the HPV vaccine series between the 9th and 13th birthdays?  
      Yes      No     Did the patient not receive any of the vaccinations above because of a medical reason, 
allergic/anaphylaxis reaction or hospice services?  
 
Urinary Incontinence (female patients 65 years or older): 
      Yes      No     Do you experience any accidental leakage of urine?  
 
Advanced care plan (patients 65 years or older): 
      Yes      No     Do you have an advance care plan in the event you are unable to make your own decisions? 

       If yes, please list the name of your surrogate decision maker: __________________________________  

 

Patient Signature (or guardian): ____________________________________________________________ Date: ________________________ 


