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EB medical clinics patient intake form

Date: / /
Name: ; Date of birth: / /
Last name First name Mid
Address: Province:
Post code: ; BC Health care number:
(Patients without a valid number will not be accepted)
Tel No: ; Alternate contact No: ; email

Previous/present family physician:

Previous/present family physician’s contact details (email/tel/fax):

(be advised the fax details is essential to transfer of

records)

Marital Status:

Occupation:

Retired:

Are you on disability?

Educational status (PHD, Masters, University, /college degree, high school, home schooling, Grades,
Kindergarten):

Do you have legal problems (please specify):

Other major concerns




Please indicate active medical problems

Year/date

comments

Past medical/psychiatric and surgical history

Details

Year/date

comments




Current medications: Please be aware this clinic does not prescribe narcotics/long term sedatives for
new patients

Medication Dosage Comments
Allergies:
Allergies (Drug and non Drug) Nature of reaction

Family history : provide details of medical history of your family members only

comments comments comments
U Diabetes U Breast cancer U Thyroid dx
U Hypertension U Back pain/surgery U Seizures/epilepsy
U Heart attack U Osteoporosis U Lung cancer
U PCI/Heart surgery U Osteoarthritis U Stomach ulcer
U Stroke U Sudden death U Renal dx
O Prostate enlargement U Obesity U Cataract
U Leukemia U Crohn’s disease U Other cancers
U Lymphoma U Colitis U Other dx




Womens’ reproductive history :

Details Yes | No | comments
Age of first period ()
Pregnancies
Miscarriages
Abortions
Have you attained menopause
Do you have regular periods
Last past smear
Implant/IUD
Abnormal pap smear
Irregular periods
Bleeding between periods
Premenstrual syndrome
Social and lifestyle history:
Circle each that apply Do you currently | How How When did | comments
use/do this? much/often? | many you last?
years?
Do you exercise Yes O No O
Do you like your weight Yes O No O
Do you smoke Yes O No O
tobacco/cigarette
Do you take cannabis Yes O No O
Do you consume alcohol Yes O No O
Do you use opioids Yes O No O
Do you take stimulants Yes O No O
Do you use YesO No O
benzodiazepines/tranquilizers
Do you use street drugs YesO No O
Others (please specify) Yes O No O

Return to: info@ebmedical.ca; 9A-2484 Main Street, West Kelowna, BC. V4T2G2;

107-200 Dougal Road North, Kelowna BC. V1X 3K5.

Phone no: 2507680827; 2508696031. Facsimile: 7786992382

Website: www.ebmedical.ca
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