




Lehigh Valley Family Practice 
1401 Fairmont Street 
Whitehall, PA 18052 

610-432-4122 
 

PATIENT DATA BASE 
                      DATE 

PERSONAL 
DATA 

 
NAME___________________________________ BIRTHDATE__________________ 
 
ALLERGIES________________________________________________ 
 

MEDICAL 
HISTORY 

High Blood Pressure Y  N 
Heart Disease            Y  N 
Lung Disease            Y  N 

Eye Disease  Y  N 
Arthritis        Y  N 
Cancer          Y  N 

Kidney Disease Y  N 
G I Disease        Y  N 
Seizures             Y  N 

Poor Circulation Y  N 
Allergies            Y  N 
Diabetes             Y  N 

 Other                 Y  N (describe) _____________________________________________ 
Hospitalization Y  N (describe) _____________________________________________ 
Surgery             Y  N (describe) _____________________________________________ 
 

FAMILY HISTORY List medical history/problems and comment state of health for each: 
• Mother   _____________________________________________________ 
• Father     _____________________________________________________ 
• Brothers  ____________________________________________________ 
• Sisters     ____________________________________________________ 

 
SOCIAL HISTORY Do you use: 

Tobacco  Y  N  What form: ___________ How often: ___________Duration: ________ 
Alcohol   Y  N  How often: ___________Duration: ________ 
Other Substances/ 
Drugs                How often: ___________Duration: ________ 
                         What type of drug: _______________________________________ 
 

HABITS ! Exercise 
Routine: _________________ 

! Contact with blood/bodily fluids 
At work/otherwise________________ 
 

! Coffee: Cups Daily: ________ 
! Difficulty Sleeping 
! Disturbance While Sleeping 
! Do you Snore? 
! Daytime Drowsiness 
 

MEDICATIONS List all the medication/dose you are currently taking: 
1. _________________________________  4. _________________________________ 
2. _________________________________  5. _________________________________ 
3. _________________________________  6. _________________________________ 
 

VACCINATIONS Please Provide a copy of childhood immunization records for pediatric patients. 
List all immunizations your child has already received and the date they were given. 
1. _________________________________  4. _________________________________ 
2. _________________________________  5. _________________________________ 
3. _________________________________  6. _________________________________ 
 

 



NAME: ________________________________________   DATE OF BIRTH: ________________________ 
 

HEALTH MAINTENANCE 
 

ALLERGIES 
 
 
 
 

 
 
 
 

 
PROBLEM LIST 

        PROBLEM             DATE 
1._________________________________________ 
2. _________________________________________ 
3. _________________________________________ 
4. _________________________________________ 
5. _________________________________________ 
6. _________________________________________ 

        HOSPITALIZATIONS                    DATE 
1._________________________________________ 
2. _________________________________________ 
3. _________________________________________ 
4. _________________________________________ 
5. _________________________________________ 
6. _________________________________________ 

 
MEDICATIONS 

                                                  BEGUN         DC’d 
1._________________________________________ 
2. _________________________________________ 
3. _________________________________________ 
4. _________________________________________ 
5. _________________________________________ 
6. _________________________________________ 

                                                  BEGUN         DC’d 
7._________________________________________ 
8. _________________________________________ 
9. _________________________________________ 
10. ________________________________________ 
11. ________________________________________ 
12. ________________________________________ 

 
 
DATE          
AGE          
BREAST EXAM          
PAP SMEAR/PELVIC          
RECTAL/PROSTATE          
MAMMOGRAM          
EKG          
CBC          
LIPID PANEL          
THYROID PANEL          
PSA          
STOOL FOR BLOOD          
SIGMOIDOSCOPY          
MMR          
INFLUENZA          
TETANUS          
PNEUMOVAX          
 



	In Compliance with HIPPA 4/02/02 

Lehigh Valley Family Practice 
N.K. Grover MD 

1401 Fairmont Street 
Whitehall, PA 18052 

 
I understand that my medical records may be sent to another medical facility to ensure 
continuity of care. Other than releasing this information to any medical providers 
necessary, it is the office policy of Lehigh Valley Family Practice and staff not to release 
medical and/or confidential information to anyone other than the patient. If you give us 
permission to leave a message, the message for routine care will be to call our office. In 
the case of an emergent situation, the message will be to call our office in regard to an 
urgent matter. 
 
I give permission for Lehigh Valley Family Practice and/or their staff to leave a message 
to call the office without divulging medical information pertaining to my care by the 
following methods, and will assume responsibility to notify them whenever this 
information changes. 
 
 

Method Yes No N/A Phone # with area code 
Home Telephone/ Answering Machine     
Work Telephone/ Voice Mail     
Cell Phone/ Voice Mail     
Pager     
 
I give permission for Lehigh Valley Family Practice to fax me any test results to me at 
my request.  Yes _____   No _____ 
I give permission for Lehigh Valley Family Practice to address me by name when I am in 
the office.    Yes _____   No _____ 
 
In the event that we are unable to contact you please list any desired alternative 
contacts: 
 

 
Name 

Relationship (Spouse, 
Parent, Sister, Brother, 
Boyfriend, Girlfriend) 

 
Phone # with area code 

   
   
   
   
 
Printed Name ____________________________________________________________ 

Signature _______________________________________________________________ 

Parent/Guardian Signature __________________________________________________ 

Date ___________________________ 


