SYMPHONY

MEDICAL

FAMILY PRACTICE & AESTHETICS

New Patient Intake Form

The purpose of this form is to ensure that we can provide you with optimal care. Please fill in
the relevant sections to the best of your knowledge. All information will be kept confidential.

=  Full Name:

= Date of Birth:

= Age:

= Address:

= Profession:

=  MSP Number:

= Phone Number:

=  Email Address:

Your Current Family Doctor’s Name:

Current or Past Medical Conditions (e.g. Diabetes, high blood pressure etc.):

1. 5.
2. 6.
3. 7.
4, 8.

Previous Surgeries or Procedures (e.g. colonoscopy. appendix removed etc.):

1. 4.
2. 5.
3. 6.

Current Medications & Supplements:

1. 4.

2. 5.

3. 6.




SYMPHONY

MEDICAL

FAMILY PRACTICE & AESTHETICS

Names of Other SPECIALISTS Consulted (e.g. surgeon, cardiologist, eye specialist etc.):

1. 3.

2. 4.

Allergies (especially to any medications such as penicillin etc.):

1. 3.

2. 4.

Family History of Medical Conditions (e.g. diabetes, heart conditions, cancers etc.):

1. 4.
2. 5.
3. 6.

Do you smoke or consume alcohol?

Do you use any other substances or drugs?

[3y signing below. T confirm Thal The: informalion | have provided is True and. complele To The beil of my fnowledge. T
underiland, Thal compleling This form does nol guarailee acceplance as a palieal dt’ Symphony (Redical, Submission of
This forin places me o a wallil: and, it T am accepled. T will be contacled, by clinic Taff. T wndertand Thal The clinic
may wse secure ailificial wlelligence (A7) Tools 1o asisl wilh clinical documenlalion during wy care. AL personal and.
medical, informelion will remain confideilial and Randled, i accordance wilh applicable privacy laws. T also underiland
el Symphony [Pedical mainlains o geroTolerance policy for aggression. abuse. or violence Tovard, Talf or physicians
Hiny such behaviowr may, resulln, immediale Temindlion. of The palicit physician relalionship

Name & Signature: Date:
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