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PATIENT REGISTRATION FORM (Please write in Capital letters)   
Full Name (Last, First): _____________________________________________

Home Address: ____________________________________________________

City: ABBOTSFORD/______________________Home phone: ______________




Occupation: (Present or Past) ___________________________________

Marital status: Married/Divorced/Common Law/Widowed/Separated/Single. 

Are you allergic to any medication? : YES/NO

If yes then list them with type of reaction


DRUG




REACTION WHEN TAKE


_________________________

______________________


_________________________

______________________

Please list all the Current medication with doses in space below (Capital letters please):

1.




2.




3.



4.




5.




6.



7.




8.




9.

Smoking History: Have you ever smoked? : YES/NO

If yes,
Cigarettes per day_____

How Long________
Still smoking YES/NO








If no when did you quit _____

Alcohol history: 

Ever had a drinking problem? YES/NO



Please circle the alcohol drink you like the most. 
Beer/Hard liquor/Wine



How many drinks per day and how often? _______________________________

 Circle if you have any of the following illness:

Angina/ Heart attack/ Heart failure/ Heart rhythm problems/ High blood pressure/Pacemaker/ 

Diabetes/ Thyroid problem/High Cholesterol

Asthma/ Bronchitis/ Emphysema/ Tuberculosis/ Pneumonia

Appetite problems/ abdominal pain/ Heart burn or Hiatus hernia/ Ulcers/ Liver problems/ Hepatitis/ Diarrhea or Constipation/ Blood with stool or black stools

Kidney problem/ Bladder problems/Arthritis or body rash Stroke/ Seizures or Epilepsy/ Blackouts/ Memory problems/ Glaucoma/ Cataracts/ Hearing aid /Other: _____________________

MORE QUESTIONS ON THE BACK OF THIS PAGE 

Do you exercise? YES/NO

How often do you exercise?______________TIMES PER WEEK

How long do you exercise?_______________MINUTES

Do you exercise at a FAST/MODERATE/SLOW pace.

How is your appetite? GOOD/POOR

Has your weight changed in the last 1-2years? UP/DOWN/UNCHANGED

Do you have a sleeping problem? ONSET/INTERRUPTION/EARLY WAKE UP

Is the sleeping problem NEW/OLD

Do you SNORE/WAKE GASPING OR CHOKING?

Do you wake up tired? YES/NO

Has anyone thought you stop breathing during sleep? YES/NO

Hospitalization in the past including surgeries (In the past 5 years only):



When:


Why hospitalized



______________
_____________________



______________
_____________________



______________
_____________________



______________
_____________________

Please circle any illness in your family:

Angina/ Heart attack/ Heart failure/ any other heart disease. If yes, who had it and at what age_________________________

Cancer: YES/NO If yes who had it and where ________________________________

Please list if any other disease/diseases _____________________________________________

Signature: ____________________


Date: ____________________
