
Dr. Rachel Mayorga MD 

New Patient Information 

Name:____________________________________________________________ 

Date of Birth:_______________________________________________________ 

Today’s Date:_______________________________________________________ 

 

Please bring to your appointment all of your medication bottles and supplement 

bottles so we can accurately enter them in our system.   

FYI if you are on chronic narcotic pain medication, I do require you to be 

followed by a pain specialist.  

Please bring a copy of your living will, advanced directive or POLST if you have 

them.  

Any allergies to medications?__________________________________________ 

Health History: Please list any current or past major health conditions 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

Surgical History: Please list surgeries and dates of surgeries 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 



Family History: Any family members with: 

Diabetes:  Yes No 

Heart disease: Yes No 

Cancer:  Yes  No   What type?__________________________  

Please give individual medical illnesses, ages or age at death. 

Father:_______________________________________________________ 

Mother:______________________________________________________ 

Siblings:______________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Children:______________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________  

 

Who do you live with? __________________________________________ 

Pets? ________________________________________________________ 

What type of work do/did you do? ________________________________ 

How much education do you have? _______________________________ 

Please list Hobbies, interests: _____________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

 



Habits: 

Smoking: Cigarettes or other?______________________________________ 

How many years did you smoke?___________________________________ 

What year did you quit?___________________________________________ 

How many packs per day?_________________________________________ 

Do you use cannabis?_____________________________________________ 

Do you use illegal drugs?__________________________________________ 

 

Sexual Activity: 

Are you sexually active? _____________________________________ 

Are you in a monogamous relationship? _______________________________ 

 

Diet and Exercise: 

Describe your diet: ____________________________________________ 

Describe your exercise routine: 

____________________________________________________________ 

 

Safety: 

Do you feel safe?       Yes No 

Do you feel threatened by anyone?    Yes No 

Do you have smoke and carbon monoxide detectors in your home? Yes No 

Do you have guns in your home?    Yes No 

 If yes, are they locked & ammo stored separately? Yes No 

 



Medical Forms: Do you have: circle yes or no 

Advances Directive for Health Care?     Yes No 

Durable Power of Attorney for Healthcare decisions?  Yes  No 

Living Will?        Yes No 

POLST?        Yes No 

 

 




















