
 
 

Maine Center for Cancer Medicine and Blood Disorders 
PATIENT INFORMATION FORM 

 
TO THE PATIENT: 
PLEASE COMPLETE     THIS SPACE FOR OFFICE USE ONLY 
THIS INFORMATION FORM   Date of Consultation________________ 
BEFORE YOUR CONSULTATION  Referred by________________________ 
      Height w/o shoes___________________ 
      Weight w/o shoes___________________ 
      BSA_______________________________ 
      BP______________TPR_______________ 
      LMP_______________________________ 
 
1. NAME_________________________________________________________________ 

(please print) LAST   FIRST   MIDDLE 
 
2. BIRTH_________________________________________________________________ 

DATE     PLACE 
 
3. MARITAL STATUS: Single (    ) Married (     ) Widowed (     )   Divorced  (     ) 
 
4.  CHILDREN: Yes (     ) No (     )  (Use other side if necessary) 
 If yes: Age  Living (and well)  If deceased, cause of death 
 
  ____   (     )  _________________________________ 
  ____   (     )  _________________________________ 
  ____   (     )  _________________________________ 
  ____   (     )  _________________________________ 
 
5. EDUCATION________________years 
 
6.  OCCUPATION________________________Active (     ) Retired (      ) 
             If retired, please give reason:  Health  (   )   Other:________________________________________ 
 
7. EXPOSURE TO UNUSUAL SUBSTANCES: Yes (     )  No (    )   If yes, what kind:  
 ___________________________________(Example: asbestos, indus, gases, dyes, etc.) 
 
8. PREVIOUS MEDICAL HISTORY: 

A. Hospitalizations: 
 
APPROX. DATE HOSPITAL PROBLEM TREATMENT   DOCTOR 
_____________ _________ __________ ______________ _____________ 
_____________ _________ __________ ______________ _____________ 
_____________ _________ __________ ______________ _____________ 
_____________ _________ __________ ______________ _____________ 
 

B. Problems NOT requiring hospitalization: (ex. Fracture, accident, etc.) 
 
APPROX. DATE PROBLEM  TREATMENT    DOCTOR 
_____________ _________________ ____________________ __________ 
_____________ _________________ ____________________ __________ 
_____________ _________________ ____________________ __________ 
_____________ _________________ ____________________ __________          
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9. Allergies:  Yes  (   )     No  (   )     (Ex: Hay fever, foods, medications) 
             If yes, what kind: ________________________________________________________________ 
 
 
10.       Do you smoke?             Yes  (   )     No  (   )     If yes, how many packs per day? ______________ 
                For how many years?  _______________________  
                If no, have you ever smoked?_________________ 
                When did you quit?__________________________ 
                                                                                        How many packs per day did you smoke?________  
                For how many years? ________________________ 
 
 
11.        Alcoholic beverages? Yes  (   )     No  (   )      If yes, ounces per day?_______________________ 
 
 
12.        CURRENT MEDICATIONS:  (Use other side if necessary) 
 
             Name                                                                MGS.                   HOW MANY?           HOW OFTEN? 
             _______________________________         _______                 ___________            ___________       
             _______________________________         _______                 ___________            ___________ 
             _______________________________         _______                 ___________            ___________ 
 
 
13.        FAMILY HEALTH HISTORY: (use other side if necessary) 
        
                          AGE               State of Health                 Deceased        At Age            Cause of Death 
 
FATHER          ______       ___________________            (    )            _______      ____________________ 
MOTHER         ______       ___________________            (    )            _______      ____________________ 
BROTHER       ______       ___________________            (    )            _______      ____________________ 
      “                 ______       ___________________            (    )            _______      ____________________ 
      “                 ______       ___________________            (    )            _______      ____________________ 
SISTER           ______       ___________________            (    )            _______      ____________________ 
      “                 ______       ___________________            (    )            _______      ____________________ 
      “                 ______       ___________________            (    )            _______      ____________________ 
 
 
14.        ILLNESSES-FAMILY OR RELATIVE: 
                    If Yes, who? 
             a.  Diabetes:                                       Yes  (   )   No  (   )         ______________________________ 
             b.  Heart Disease under age 50        Yes  (   )   No  (   )         ______________________________ 
             c.  High Blood Pressure                    Yes  (   )   No  (   )         ______________________________ 
             d.  Cancer                                           Yes  (   )   No  (   )         ______________________________ 
             e.  Rheumatoid Arthritis                    Yes  (   )   No  (   )         ______________________________ 
             f,  Gout                                                Yes  (   )   No  (   )         ______________________________ 
             g.  Tuberculosis                                 Yes  (   )   No  (   )         ______________________________ 
             h.  Mental Illness                                Yes  (   )   No  (   )         ______________________________ 
             i.   Suicide                                           Yes  (   )   No  (   )         ______________________________ 
             j.   Alcoholism                                     Yes  (   )   No  (   )         ______________________________ 
 
15.       Are there any conditions or illnesses that tend to run in your family?      Yes (   )          No  (   ) 
 
            If yes, please explain:______________________________________________________________ 
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