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Patient Medical Data
Patient Name : Dr : Chart #

DOB : Staff :

Medical History-  Respond to each category below as needed

1 3

2 4

1 5

2 6

3 7

4 8

History of Symptoms- Circle all that apply

Y / N Shortness of Breath Y / N Fatigue Y / N Abdominal Pain Y / N Back Pain Y / N Constipation

Y / N Chest Pain Y / N Fever Y / N Loss of Appetite Y / N
Joint 
Pain/Swelling

Y / N Diarrhea

Y / N Palpitations Y / N Sore Throat Y / N Weight Changes Y / N
Heat or Cold 
Intolerance

Y / N Bloody Stool

Y / N Rashes Y / N
Change in 
Hearing

Y / N Heartburn Y / N Headache Y / N Blood in Urine

Y / N Changing Moles Y / N Cough Y / N
Nausea & 
Vomiting

Y / N Nervousness Y / N
Frequent 
Urination

Y / N
Numbness or 
Weakness

Y / N Depression Y / N
Nasal 
Congestion

Y / N
Difficulty 
Sleeping

Y / N Memory Loss

Family History

Women Only

Date of last PAP:  __________________________ Date of last mammogram: __________________________

    Where was test performed? ___________________________     Where was test performed? ___________________________

Date of last menstrual period:  ________________________ Date of menopause onset: __________________________

Adult Vaccination Information (Children under 18 must bring immunization records)

Last Tetanus 
vaccine date: 

Last Flu 
vaccine date:

Other Medical Care data

Pharmacy 
Information

 Pharmacy Name: _____________________  Pharmacy Location: _______________________________

Patient Certification- My signature below shows that I attest to the accuracy of the information above.

Date:

Today's 
problems

Chronic 
Medical 

Conditions

Allergies to 
Medications

Current 
Medications

____________________

Surgery and 
approx. dates

Guardian/Patient Signature:

Other 
Allergies 

____________________
Last Pneumonia vaccine 
date:

___________________

Pregnancy 
History

Please indicate 
which Family 
Member along 

with history

Specialists you 
are currently 

seeing
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Release Of Medical Information 

 
 

 
NAME (Please print): DOB:    

By Signing Below, I Authorize Summit Primary Care To Release My Medical And Billing Information To: 

RELATIONSHIP NAME OF DESIGNATED PERSON AND PHONE NUMBER 
 

SPOUSE YES NO    
 

CHILDREN 

IN-LAWS 

CAREGIVERS 
 

PARENTS 

YES          NO               _______ _________________________________________________ 

YES          NO                   

YES          NO              ___________________________________________________ 

YES          NO            

OTHERS     
 

PATIENT SIGNATURE DATE    
 
 

 

Pharmacy Acknowledgement: 
In order to maintain an Accurate and Up to Date Medical Record we request Permission to query outside resources to 
obtain a list of your Current Medications. By giving this permission the nurses will be able to view an external Rx History to 
get a list of the Patient's Medications. 

PATIENT SIGNATURE DATE    
 
 

 

Patient Portal Acknowledgement: 

Our patient portal allows secure two-way communications between you and Summit Primary Care that meets all government 
security requirements for sending Protected Health Information (PHI) between patients and their providers.  
ONLY ONE EMAIL ADDRESS PER PORTAL ACCOUNT IS ALLOWED. 
 
 

*** PLEASE NOTE: IF YOU HAVE AN EXISTING PORTAL ACCOUNT BUT DO NOT PROVIDE YOUR EMAIL BELOW, 
THEN WE WILL ASSUME YOU NO LONGER WANT A PORTAL ACCOUNT AND WILL DEACTIVATE IT.  

Please provide your personal (home) email address: 

Email address:______________________________________________ @____________________________________ 

If patient is a minor, please indicate to whom the above email belongs: 

Relation to patient: _________________________________________________________________________________

I give permission to leave voicemail containing PHI on my cell phone. 

I am aware I will receive appointment reminders via text messages.            

YES NO 
      
     YES          NO 
 

I authorize the following to pick up prescriptions, X-rays, etc. 
 

RELATIONSHIP  

SPOUSE 

RELATIVE 

YES 

YES 

NO 

NO 

  

  

CAREGIVER YES NO   

 

PATIENT SIGNATURE DATE    

I understand that Summit Primary Care will ask for identification of the person picking up patient medical information or 

products. 

Chart #: _______________ 
     
       Staff:  _____________ 
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