Clayton State University Quick Registration Form
To our new patients:     To help expedite registration, you have been provided this “quick registration” form.  Additional history will be asked upon interview.  

Personal History







Today’s Date _____________________
Name: ________________________________________  Date of Birth____/____/___________ Age____________ 

Address        2000 Clayton State Blvd, Morrow, GA 30260 or ________________________________________________

Cell Phone Number _________________________SSN_____________________ Email___________________________

ALLERGIES: Like – Food, Pollens, Odors, Medicines, Pets etc… __________________________________________________________________________________________________________________________________________________________________________________

Main problems/ reasons for this CONSULTATION:  (if possible, rank in terms of importance to you)

1. __________________________________________________________   2.  _____________________________________________________

Current Medications 






    Dose 

                Times / Day

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

Current Herbs / Vitamins/ Homeopathy/ Supplements                                           Dose


  Times / Day

________________________________________________________

_________         ____________________________

PAST MEDICAL, SURGICAL & TRAUMA HISTORY
List and date any prior illness, injury, hospitalization, surgery, and/or trauma in past 5 years or write the word “none”:

Reason:








                         Month and Year

_________________________________________________________________________________________________

__________________________________________________________________________________________

Do you smoke cigarettes?  

 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO     If yes, how many?   #_____yrs.   ______________  packs per day

Do you drink alcohol?


 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO     If yes, how often? daily______ 2-3 x weekly_____  socially________
Do you drink caffeine beverages?     
 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO     If yes, how often? Daily ______ 2-3x weekly_____ occasionally___      

Do you use recreational drugs?

 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO     If yes, which and how often?________________________________

Are you satisfied with your social life?
 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO     If no, what would make it better? ____________________________

HEALTH SCREENING HISTORY                                                                  

List the mm/yr of your most recent physical exam. __________ Doctor’s name __________________________LMP______
_____________________________________________________                    (_________)____________________________       

Name of parent or guardian




                      Parent Contact Phone Number
Would you like Emir Primary Care to call your parent/guardian to explain your illness today?    Yes  or   No
Do you authorize Emir Primary Care to share medical information with John Zubal or CSU representative  Yes  or   No
If you have been accompanied to the clinic by a Clayton State Representative, would you like him/her in the examination room with you?  Yes  or  No  

I authorize Emir Primary Care to treat my current medical condition and protect my privacy ___________________________________
                                                                                                                                                                    Signature
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