
         Dayspring Cancer Clinic 

All questions contained in this questionnaire a strictly confidential and will become part of your medical record.

2401 N. Hayden Rd., Ste 114, Scottsdale, AZ  85257
 480 699-7400  480 947-1901

www. .com
info@ .com

Reason for visit, listed in order of importance:  
1. _________________________________________________________________________________
2. _________________________________________________________________________________
3. _________________________________________________________________________________
4. _________________________________________________________________________________

HEALTH HISTORY QUESTIONNAIRE 

Name (Last, First, M.I.):  Today’s Date 

 M     F Age:Address ( :

(City, State, Zip): Date of birth 

       Email: Occupation

Home: Work: Phone: Employer

 Single     Partnered      Married  Separated     Divorced     Widowed  Marital Status:

Children (Names, Ages)  

Please list any medical problems that other physicians have diagnosed: ___________________________  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Describe your interests, hobbies, spiritual practices, things you do to relax ________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________

Name of Significant Other:

Previous or referring doctor:
Date of last physical exam:

How did you hear about me? 
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Medication allergies (including reaction when taken): ________________________________________  
_________________________________________________________________________________ 

Please list ALL medicines, prescribed and over the counter (OTC), including vitamins, 
herbs, homeopathics, Etc. or check [ ] if you do not take medicine regularly.  
Attach a separate page if necessary.

Medicine  Strength  Times/Day  Reason  Prescriber  

Family Health History  

Age  Significant Health Problems Significant Health Problems 
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Father  

Mother  

M   F 
Sibling  

M   F

M   F Grandmother Maternal  

M   F Grandfather Maternal  

M   F Grandmother Paternal  

M   F Grandfather Paternal  
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____________  
 
 

SIGNATURE:  The information provided above is correct to the best of my knowledge:

Print Name_______________________________

 Date___________________
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Release of Your Health Information 

Who may receive information regarding your Protected Health Information? 
(Check all that apply) 

Spouse   Yes  No   Name:  __________________________________________ Birth date: _____________ 

Children  Yes    No    Name: __________________________________________   Birth date: _____________
Name:____________________________________________Birth date: _____________   

Name:___________________________________________Birth  date:______________ 

Other      Yes   No   Name:              _________________________________________Birth date:______________ 

Name:     

Name:     

__________________________________________Birth date: ____________    

__________________________________________Birth date: ____________ 

This authorization may be revoked at any time by submitting a written notification to Dayspring Cancer Clinic. 

May we leave messages regarding appointments and other health information on your answering machine/voice mail? 

Yes _____          No _____ 

Signature of Patient or legally authorized individual    Date 

Name and relationship to patient if signed by anyone other than the patient 
(Parent, legal guardian, personal representative, etc) 


	Cancer Intake Blake for Main St.pdf
	Intake Release of Your Health Information



