PATIENT INFORMATION

Patient Name: i Date of Visit:
Address s , _____?__pho_n__e: .
Date of Birth: R ' Email
| Pharmé“cy: | | | | Occupation:
* Primary Care Provider: Referring Doctor:

EMERGENCY CONTACT & ADVANCE CARE
Emergency Contact Namég - | Relationship:
Emergency Confact Phone:
ol havé an Advanced Cére Plan/Living VV'I.|.| (please bring a copy for your chart)

IMMUNIZATION HISTORY

Please check YES or NO and provide dates if known:

. _ | Yes/No  Dateifknown
Influenza (Flu)-20250r2026  OYes ONo -
- Pneumococcal (Pneumorﬁa) O Yes ONo
Tdap (Tetanus/Diphtheria/Pertussis) O Yes ONo
..zostér.(éhingles) e | N— - Yés _ No ............
Meningococcal (Meningitis) O Yes O No
'Hp\/ (for'éd'o@gc"éhts) : - Yes...t‘ NO
COVID-19 (most recent) O Yes O No

HEALTH SCREENING
Have you tested positive for COVID-19 in the last year? O Yes 0O No

Do you currently smoke, vape, or use tobacco products? O Yes O No

PATIENT CERTIFICATION

| certify that the information provided above is accurate and complete to the best of my knowledge.
Patient Signature: Date:
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