Legal Name:

Preferred Name:

Date of Birth: Age:

WILD WOOD
§ FAMILY CLINIC, S.C.

"HEALTHCARE FOR ALL AGES”

In order to provide you the best care, we would appreciate your filling out this form as completely as possible. Thank you!

How did you hear about Wildwood?

Occupation:

Relationship Status:
O single O married O partnered (] widowed [J divorced

What is your current gender identity? (check all that apply)
O Female

Male

Transgender Female / Trans woman / Male-to-Female
Transgender Male / Trans man / Female-to-Male

ooaoan

Gender non-conforming / non-binary /neither exclusively
male nor female

O

Additional gender category / other:

|

Choose not to Disclose

Preferred Pronouns:

Do you think of yourself as:

Bisexual

Lesbian, gay or homosexual

Straight or heterosexual (not lesbian or gay)
Something else:

Don’t know

Oooooagaao

Choose not to disclose

Do you use tobacco (smoke, chew, vape) [ YES [ NO
How much alcohol do you drink in a week?

Do you have a parent, brother or sister with a history of the
following:

a. Cancer of the breast, prostate,

colon/intestine O YES ONO

b. Heart attacks or strokes O YES CINO

before age 60
If yestoaorb:

Relation: Problem:

Relation: Problem:

Other significant family history:

Please list all your long-term illnesses, even if under control
with medications (e.g. asthma, depression, blood clots, anemia,
arthritis, high blood pressure, diabetes):

Date Diagnosed Name of Problem

Please list your hospitalization or surgery history.

Date Reason/type of surgery

Please list any prescription medications, vitamins,
supplements, and herbal or traditional medicines that you take:

O | do not take anything, or;

Medication Name # of years on this

Do you have any allergies to medicine? O YES ONO

Medication Name What happened?

What is the MAIN reason for your office visit today?

If ime permits, what additional issues would you like to address

(either at this visit or another visit?)
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