
Cayuga Family Medicine Initial Information Form for Adults (June 2017) Today’s Date______ 
Name_____________________________ Date of Birth__________________Age______________ 
Your occupation ________________________   Married_____ Single______ Divorced_____ Other______  
Male _____ Female_____ Transgender____ Other_________ 
Partner’s name and occupation______________________________  
Do you have any children?  ___  If yes, please give their names and ages ___________________________________  
Are there other family members in our practice? 
May we leave detailed messages regarding lab and Xray results on your answering machine?  Yes____ No_____ 
 
What would you like to discuss today?  Are you having any symptoms or problems?  Do you need any specific tests? 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 

  
     Past Medical History - ​Please list any hospitalizations, surgeries, or medical problems you have had in the 
past. 
__________________________________________________________________________________________ 

______________________________________________________________________________________________ 
Please list all medications and doses, herbs, vitamins, and supplements you are taking more often than once a week. 
______________________________________________________________________________________________ 
 
Have you had any allergies or reactions to any medications?  No___  Yes____  If yes, list the medicine and reaction. 
______________________________________________________________________________________________ 
 
Please give the year of your last… Tetanus____ Flu Vaccine____ Pneumonia Vaccine____  EKG____  
    Sigmoidoscopy___  Colonoscopy___ Cholesterol test____ Cholesterol number if you remember____ 
 
Please list previous medical offices that we will need to get records from: ​______________________________ 
____________________________________________________________________________________________ 
 
For women only​:  Last menstrual period_______  Are you using birth control?  No___ Yes___ Type________ 
Number of pregnancies___ Live Births___  Year last mammogram?______ Year last pap smear?________ 
Have you ever had an abnormal pap smear? No___ Yes___ If yes, when?_____ What was done?_________________ 
 
     Family History - ​For the following illnesses, please check if you or one of the listed family members has had the 
disease.  Please put the age of the earliest diagnosis (for example –father had his first heart attack in his late 50s). 
Illness Self  Father  Mother  Brother  Sister  Son  Daughter Grandmother  Grandfather  Aunt  Uncle  
High Blood Pressure ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
High cholesterol ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Angina/Heart Attack ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Diabetes ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Breast Cancer ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Prostate Cancer ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Colon Cancer ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Other cancer ______ ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Alcoholism ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Depression ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Other Mental Illness ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Asthma, Allergies, Ecsema ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Blood clots/phlebitis ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Thyroid problems ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Osteoporosis ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 
Other ___  ____     ____     _____     ____   ___     ____          ______           _____       ____   ____ 



 
See other side 
  
 
 
Social History 
Do you smoke now? No___Yes ___  How many packs per day?_______  Ever try to quit?___________________ 
Did you ever smoke No___Yes ___  If yes, when and how many packs per day?___________________________ 
Do you drink alcohol? No___Yes ___  How many drinks per week?___ Was alcohol ever a problem in the past?___ 
Marijuana?  Never__Past__Current __    Cocaine? Never __Past__Current __    Other Drugs? __________________ 
Sexual history – Active Yes___ No ___  Partners – Male ___ Female ___ Both ____  Any concerns? _____________ 
   Number of years with current partner ____   Do you feel safe in your current relationship? ____  
What kinds of exercise do you do? _______________________ How much and how often? ____________________ 
How healthy do you feel your eating patterns are right now? _____________________________________________ 
How stressed are you with life right now? __________ What kind of stressors are you facing? ___________________ 


