Ninth Street Internal Medicine Associates

Established Patient - Form & Visit Day Instructions 

The purpose of this form is to update us on any changes in your health and history.   

Please complete this form in advance of your physical appointment.  Be sure to bring it with you. These forms are confidential.  They are used to evaluate your health and risk factors for disease. 

On the Day of your Appointment:

· Please do not wear any lotions or oils.

· If you have a morning appointment, please do not eat before your appointment so that we can check fasting blood cholesterol and sugar at your visit. You should take all your medicine (except for your oral diabetic medicine if you are on any) with a glass of water or black coffee. Do not eat for 14 hours if you are on medicine for cholesterol. 

· If you have an afternoon appointment, please do not eat for 2 hours before your appointment but do take all your medicine or plan to have a fasting blood testing appointment earlier on your day or on a separate day.

· If you have diabetes and take insulin, you may eat your morning meal and take your insulin on the day of the visit unless otherwise advised by your doctor.

Name_______________________________________________ Appointment Date________________ 

Age____ Spare time activities________________________________Occupation__________________

What questions or problems do you wish to discuss with the doctor during your evaluation?

Circle if you’re allergic to: Latex, Contrast Dye, Shellfish, Iodine, Anesthesia________or none of those.

Please RE-LIST all allergies to medications:
Drug________________Reaction___________________
Drug________________Reaction______________________________

_________________________________            ____________________________________________

_________________________________            ____________________________________________

Please RE-LIST for us ALL of your regular medications including birth control, over-the-counter medicines, vitamins and health food store products. Please include dosage (strength as listed on the medication bottle) and number of times per day. 

1_________________________________            7__________________________________________

2_________________________________            8 __________________________________________

3_________________________________
  9__________________________________________

4_________________________________           10 _________________________________________

5_________________________________           11 __________________________________________

6_________________________________
 12__________________________________________

Last Screening tests dates and name of provider or hospital: 

Colonoscopy_________________________________________________________________________ 

Men Only - PSA (prostate cancer blood test) _______________________________________________

Women Only - Pap Test ______________________ Mammogram _____________________________
DXA bone density scan________________________________________________________________ 

PLEASE BRING ALL FORMS WITH YOU ON THE DAY OF YOUR VISIT
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