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New Patient Registration Form
	Last Name                                              First Name                                                    Middle Initial   Date of Birth

		
	
	
	




	Assigned Sex at Birth                                         Gender Identification                                  Preferred Name/Pronouns 

		☐ Male   ☐Female
	[bookmark: Check11]☐ Male   ☐ Female 

	




	Race                                                                     Ethnicity                                                            Marital Status

		☐ American Indian/Alaskan Native
☐ Asian ☐Black/African American
☐ Native Hawaiian/Pacific Islander
☐ White/Caucasian☐ Other:
	☐ Hispanic/Latino/Spanish Origin
☐ Not Hispanic/Latino/Spanish Origin
	☐ Married  
[bookmark: Check19]☐Life Partner ☐Single
☐ Separated
☐ Divorced




	Preferred Language                                                                                                              Interpreter Needed?

		[bookmark: Check22]☐ English  ☐ Spanish ☐ French ☐ Other
	[bookmark: Check25]☐ Yes ☐ No




	Mailing Address                       

	PO Box or Street                                               City                                                                 State                   Zip

		
	
	
	




	Physical Address (if different)

	Street                                                                  City                                                                 State                  Zip

		
	
	
	




	Home Phone                                                      Mobile Phone                                                 Work Phone

		
	
	




	Below only if applicable:

	Parent/Guardian

	Last Name                                                  First Name                                                     Middle Initial   Date of Birth

		
	
	
	




	Relationship to patient

		




	Mailing Address (if different from patient’s)

	Street                                                                       City                                                                     State              Zip

		
	
	
	




	Phone (if different from patient’s)

		







     

 Insurance Information
	Patient Name                                                                                                               Date of Birth

		
	




	Primary Policy

	Insurance Company Name                                                                                                Sponsoring Employer Name

		☐Copy of insurance card provided (If YES, only Policy Holder field required)

	
	




	Medical Claims Mailing Address

	PO Box or Street                                          City                                                                 State             Zip

		
	
	
	




	Policy Holder **REQUIRED FIELD**

	Name                                                             DOB                                                               Relationship to patient

		
	
	




	Policy ID Number                                                                            Policy Group Number                                                     

		
	




	Secondary Policy (if applicable)

	Insurance Company Name                                                                                                Sponsoring Employer Name

		☐Copy of insurance card provided (If YES, only Policy Holder field required)

	
	




	Medical Claims Mailing Address

	PO Box or Street                                         City                                                                  State             Zip

		
	 
	
	




	Policy Holder **REQUIRED FIELD**

	Name                                                             DOB                                                              Relationship to patient

		
	
	




	Policy ID Number                                                                            Policy Group Number

		
	






Self-Pay?
MDI Health offers two programs to help with current and/or upcoming accounts. Our ‘Free Care Program’ and ‘Cost Share Program’ are income based. If you’d like to know more about these programs, you can call our Financial Counselor at 207-288-5082 x1202 or you can access this information by visiting: 
MDI Hospital website at www.mdihospital.org


Patient Name: ____________________________________________________Date of Birth: ________________



MDI Health ·10 Wayman Lane · Bar Harbor, ME 04609

	                   

MDI Health ·10 Wayman Lane ·Bar Harbor, ME 04609

PHARMACY INFORMATION

	Preferred Pharmacy
	Secondary Pharmacy

	Name
	Name

	Address
	Address

	Phone
	Phone

	Fax
	Fax



	Preferred Health Center
	Preferred Provider

	Name
	Name



ADVANCE DIRECTIVE: If you have an Advance Directive, please bring to your first appointment
☐ None    ☐ Do Not Resuscitate   ☐ Durable Power of Attorney    ☐ Living Will    ☐ Other please explain
_____________________________________________________________________________________________
Date reviewed:

MEDICATIONS ☐ I do not take any medications
List all medications you take, prescription and nonprescription, and their dosage. This includes any vitamins, herbs, and natural medicines. We do not promote the long-term use of narcotics and will recommend that these medications be handled through a specialist. We strive for prevention and want to find the source of the problem to help eliminate it.

	Medication Name
	Dosage

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	

	9.
	

	10.
	





















Patient Name: ____________________________________________________Date of Birth: ________________


MEDICATION AND FOOD ALLERGIES
☐No Known Allergies
List all known allergies (Drugs, Food, Animals, ETC):
	Allergy
	Type of Reaction
	Active/ Severity

	1.
	
	

	2
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	





	Medical History: Please check if you have experienced any of the following conditions, and year of onset.

	Condition
	Year
	Condition
	Year

	☐ None
	
	☐ Gallbladder Disease
	

	☐Allergies
	
	☐ GERD (Reflux)
	

	☐Anemia
	
	☐ Hepatitis C
	

	☐Angina
	
	☐ Hyperlipidemia
	

	☐ Anxiety
	
	☐ Hypertension
	

	☐Arthritis 
	
	☐ Irritable Bowel Disease
	

	☐ Asthma
	
	☐ Liver Disease
	

	☐ Atrial Fibrillation
	
	☐ Migraine Headaches
	

	☐ Benign Prostatic Hypertrophy 
	
	☐ Myocardial Infarction
	

	☐Blood Clots
	
	☐ Osteoporosis
	

	☐ Cancer   Type: ______________
	
	☐Peptic Ulcer disease
	

	☐ Cerebrovascular accident
	
	☐ Renal Disease
	

	☐ Coronary artery disease
	
	☐ Seizure Disorder
	

	☐ COPD (Emphysema)
	
	☐ Thyroid Disease
	

	☐ Crohn’s Disease
	
	☐ Other
	

	☐Depression
	
	☐ Other
	

	☐ Diabetes
	
	☐ Other
	















Patient Name: ____________________________________________________Date of Birth: ________________

Surgical History
Please check if you have had any of the following procedures and provide year procedure was done.
	Surgical Procedure
	Year
	Surgical Procedure
	Year

	☐ None
	
	Men Only
	

	☐Angioplasty
	
	☐Prostate Biopsy
	

	☐ Angioplasty w/ stent
	
	☐ TURP (Trans-urethral resection of the prostate)
	

	☐ Appendectomy
	
	☐ Vasectomy
	

	☐ Arthroscopy Knee
	
	Other
	

	☐ Back surgery
	
	
	

	☐ CABG (heart bypass)
	
	
	

	☐ Carpal tunnel release
	
	Women Only
	

	☐ Cataract extraction
	
	☐ Augmentation mammoplasty
	

	☐ Cholecystectomy
	
	☐ Bilateral tubal ligation
	

	☐ Colectomy
	
	☐ Breast biopsy
	

	☐ Colostomy
	
	☐ Cesarean Section
	

	☐ Gastric bypass
	
	☐ D and C
	

	☐ Hernia repair
	
	 ☐Hysterectomy
	

	☐ Hip replacement
	
	☐ Mastectomy
	

	☐ Knee replacement
	
	 ☐ Myomectomy
	

	☐ LASIK
	
	 ☐ Reduction Mammoplasty
	

	☐ Liver biopsy
	
	☐ TAH/BSO
	

	☐ Pacemaker
	
	☐ Vaginal hysterectomy
	

	☐ Small bowel resection
	
	☐ Other
	

	☐ Thyroidectomy
	
	
	

	☐ Tonsillectomy
	
	
	

	☐ other
	
	
	



Health Maintenance
Please check if you have had any of the following exams and provide the date of the last exam.
	Exams
	Date
	Exams
	Date

	 ☐ None
	
	 ☐ GYN exam
	

	 ☐ Breast exam
	
	 ☐ Influenza Vaccine
	

	 ☐ Cardiac Stress Test
	
	 ☐ Lipid Panel
	

	 ☐ Colonoscopy
	
	 ☐ Mammogram
	

	 ☐ DEXA Scan
	
	 ☐ PAP Test
	

	 ☐ Echocardiogram
	
	 ☐ Physical Exam
	

	 ☐ EKG
	
	 ☐ Pneumococcal Vaccine
	

	 ☐ Eye Exam
	
	 ☐ Pulmonary Function Test
	

	 ☐ FOBT (stool card for hidden blood)
	
	 ☐ Sigmoidoscopy
	

	 ☐ Foot Exam
	
	 ☐ Tetanus Vaccine
	








Patient Name: ____________________________________________________Date of Birth: ________________


Family History	
Please check if any family member has had any of the following conditions.        ☐ Adopted
	Diagnosis
	Mother
	Father
	Sister
	Brother
	Paternal Grandmother
	Paternal Grandfather 
	Maternal Grandmother
	Maternal Grandfather
	Other

	Alcoholism
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Allergies
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Alzheimer’s Disease
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Asthma
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Blood Disease
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	CAD (heart attack)
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Cancer/ Indicate type:
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	CVA (Stroke)
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Depression
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Developmental Delay
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Diabetes
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Eczema
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Hearing Deficiency
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Hyperlipidemia (high Cholesterol)
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Hypertension (high blood pressure)
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Irritable bowel disease
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Learning disability
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Mental illness
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Tuberculosis
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Obesity
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Osteoarthritis
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Osteoporosis
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	PVD
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Renal Disease
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐

	Other
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐











Patient Name: _____________________________________________________ Date of Birth: _______________


Social History 
For Adult Patient: 
	Do you have any children?                     ☐ Yes   ☐ No
	How Many?
	Female/s:
	Male/s:

		Tobacco Use

	Type

	Frequency



		☐ Never ☐ Yes ☐ Former/Year Quit: 

	☐ Chewing ☐ Pipe ☐ Cigar ☐ Cigarette ☐ Smokeless/Vape    Brand: 

	☐ Daily ☐ Some days ☐ Not sure




		Alcohol Use

	Type

	Frequency



		☐ Never ☐ Yes ☐ Former/Year Quit:

	☐ Beer   ☐ Wine ☐ Liquor ☐ Other:

	☐ Daily ☐ Some days ☐ Not sure




		Exercise/Activity

	Level

	Frequency



	
	☐ Moderate ☐ Sedentary ☐ Vigorous

	☐ Daily ☐ Some days ☐ Not sure




		Caffeine Use

	Type


	Frequency



		☐ Never ☐ Yes ☐ Former/Year Quit: 

	☐ Chocolate ☐ Coffee ☐ Soda ☐Tablets  ☐ Tea    ☐ Other

	☐ Daily ☐ Some Days ☐ Not sure



	Sleep Pattern:
Changes:  ☐ Yes  ☐ No



For Pediatric Patient:
	Patient Resides With:
	Primary
	☐ Mother
	☐ Father
	☐ Both Parents
	☐ Other:

	
	Secondary
	☐ Mother
	☐ Father
	☐ Other

	Parents Occupation:  Mother:
	Father: 

	Parents Relationship:
☐ Married  ☐ Divorced          ☐ Separated
	Childcare:
	
	
	
	
	
	

	
	☐ Mother
	☐ Father
	
	☐ Sibling
	☐Grandparent
	☐Nanny
	☐ Daycare

	Tobacco Exposure:
☐ Yes☐ No
Smokers at Home☐ Yes ☐ No
	Current Smoker:
 ☐ Daily ☐ Some days   ☐ Not sure  ☐ Former/ Year Quit: _______
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