PCA

Personal Care Associates

Personal Care Associates Patient Registration

Patient Information:

Name:

Last First MI
Address: -

City State Zip Code
Home Telephone: Preferred time to call:
Date of Birth: Social Security #
Sex: M F Martial Status: M D S W Separated

Additional Information:

Employer:
Employer Address:

Office
Work Telephone: Ext; Hours:
May we contact you at work? [f voice mail, is it confidential?
Occupation:
Give a brief job description
How long have you been at this job? [s your job stressful?
Do you commute? Form of transportation to work
Does your job require out of state travel? If yes, how often?

How often do you take a vacation?




Family Information:

Spouse name:

Spouse Employer:

Occupation:

Anniversary Date: Number of Children

Boys: Ages Girls: Ages:

How many children in household?

Personal Habits?

Do you exercise? [f yes, how often?
Run: Walk: Aerobics: Cycling:
Other:

Do you belong to a gym? If yes, do you have a persenal trainer?
Do you currently smoke cigarettes? [f yes, how many per day?

[f you ever smoked regularly, how long since you quit?

When you smoked, how many cigarettes per day?

Do you consume alcoholic beverages? If yes, how many per day?

Is a well balanced diet part of your daily routine?
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