




Thank you for choosing Family Care Associates! 

I hereby state all information given on this application/healthcare questionnaire to be true and correct. Once accepted as a 
patient, any information found to be untrue or incorrect could result in the dismissal of all individuals listed on this 
application. 

________________________________  ___  ____________________________________ 
                                 Applicant Signature                         Date 

Family Care Associates 
Application for Medical Care 

Please bring all of your current medications (in their BOTTLES) with you to your first appointment. If you are unsure of 
your medical history, please contact your previous physician and request a records transfer to Family Care Associates. If 

you need additional space, please use the back of this sheet. Thank you!  
 

Name of Applicant      
 

Date of your last Mammogram?      
 

Date of your last Colorectal Screening?       
(Includes Hemoccult, Colonoscopy, Flex Sigmoidoscopy)   
 

Please list your current medications            Please list any additional medications you have  
(including over-the-counter):             taken in the last 12 months (including over-the-counter): 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
________                 ___ 

_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
__                                                          _________ 

 
Medication Allergies:   Side Effect/Reaction: 
               
               
               
 
Pharmacy Name and Phone (so that we may call with questions)         
 

 Please list your past and current health problems: 
Current: 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
______                                          _____ 

Past: 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_                                                    __________ 

 
Please list any hospitalizations, operations, or injuries (please include dates): 

Condition(s):                                                      Date:                                                                        
 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_____________________________________ _ 

Does this require ongoing medical treatment?  If so, 
what? When was your last treatment?: 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
____________________________________   ___    
 

Which doctors have treated you in the past: 
1.        3.        
2.        4.        

 


