
ATRIUM OB/GYN, INC. 

P/Front Desk/Forms Revised: 3/13/2023 
 

 

PATIENT INFORMATION 

 

Name _____________________________________ Maiden Name ______________________ 
            Last           First         M 

 

Address ___________________________________________________________________________ 
  Street     City  State  Zip Code 

 

Birth Date _______________     Birth Sex ___________  Social Security # ____________________  

 

Home ____________________ Cell ____________________ Other ____________________ 

 

Email address ______________________________________ 

 

Employer _______________________________ Employer Phone ____________________ 

 

Spouse’s Name ____________________________  Spouse’s Birth Date _____________ 
  Last  First  M 

 

Spouse’s Social Security # ________________________ Spouse’s Birth Sex ____________ 

 

Spouse’s Employer ___________________________  Spouse’s Cell ______________________  

 

 

IF UNDER 18 AND/OR INSURED BY PARENT OR GUARDIAN 

 

Parent/Guardian Name ______________________________________    
   Last              First        MI 

 

Birth Date ____________________  Social Security # ________________________ 

 

Address __________________________________________________________________________ 
Street     City  State  Zip Code 

 

Home ___________________ Cell _____________________ Other _______________________ 

 

Employer _______________________________ Employer Phone _______________________ 

 

 

EMERGENCY CONTACT INFORMATION  

 

Name _______________________________________ Relationship ______________________ 

 

Address __________________________________________________Cell ____________________ 
  Street   City       State            Zip Code 

 

YOUR MEDICAL PROVIDERS: 

 

Primary Care Physician ___________________________________ 

 

Referred By: ___________________________________________ 
 



ATRIUM OB/GYN, INC. 

P/Front Desk/Forms Revised: 3/13/2023 
 

Do you have any problems with any of the following?  If yes, please explain. 

 
Abnormal Pap test   Y N ________________________________________________ 
      
Sexually transmitted disease   Y N ________________________________________________ 
 
Endometriosis    Y N ________________________________________________ 
 
Uterine fibroids    Y N ________________________________________________
       
“Female” surgery    Y N ________________________________________________
    
Breast lumps/pain/nipple disorders Y N ________________________________________________ 
 
Hormone disorder    Y N ________________________________________________ 
 
Liver disease/hepatitis   Y N ________________________________________________ 
 
Bowel problems    Y N ________________________________________________ 
   
Kidney problems/stones   Y N ________________________________________________ 
 
Bladder problems/incontinence  Y N ________________________________________________ 
 
Epilepsy/neurological disorder  Y N ________________________________________________ 
 
Migraine headaches    Y N ________________________________________________ 
 
Psychiatric illness/depression  Y N ________________________________________________ 
 
Diabetes     Y N ________________________________________________ 
 
Hernia      Y N ________________________________________________ 
 
Respiratory problems    Y N ________________________________________________ 
 
Stomach problems    Y N ________________________________________________ 
 
Anemia/blood disorders/sickle cell Y N ________________________________________________
  
Blood clots/embolism/stroke   Y N ________________________________________________ 
 
Blood transfusion    Y N ________________________________________________ 
 
Heart disease     Y N ________________________________________________ 
 
Elevated cholesterol   Y N ________________________________________________ 
 
High blood pressure   Y N ________________________________________________ 
 
Glaucoma    Y N ________________________________________________ 
 
Thyroid disease   Y N ________________________________________________ 
 
Birth defects/inherited illness  Y N ________________________________________________ 
 
Major injuries    Y N ________________________________________________ 
 
Infectious disease/HIV/Hepatitis Y N ________________________________________________ 
 
History of rape/abuse   Y N ________________________________________________ 
 


