
Augusta Oncology, Aiken Oncology, Rheumatology Centre, and Pelvic Health Essentials are divisions of AO Multispecialty Clinic. 



Patient Name: _____________________________________________________________________________________________________________    DOB: ______________________ 

New Patient Information 

Patient Name: _________________________________________  Date: _____________ 

Phone: ______________ Phone (alt): ___________ Email: _______________________________ 

Preferred Pharmacy (name, location, phone): ___________________________________________ 

Preferred Hospital(s): _____________________________________________________________ 

Current Primary Doctor & location: ___________________________________________________ 

Doctor Specialists: _______________________________________________________________ 

_____________________________________________________________________________ 

Reason for Visit: ________________________________________________________________ 

Allergies (and reaction) below. If none, check ____       Latex Allergy? ________________________ 

___________________________________________________________________________________ 

Medications—drug, dose, frequency of all medications including prescription & over-the-counter: 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

Health Maintenance & Vaccinations 

Vaccination: Flu _______   Covid __________   Pneumovax ________   Shingles ________   HPV _________ 

Last Colonoscopy __________________________ Men: Last PSA/Prostate exam & date: ____________ 

Women: Last Mammogram place/date: ____________________ Last PAP smear:___________________ 

# Pregnancies _______   Vaginal _____   C-Section _____   # Daughters ______   # Sons ______  

Last Menstrual Period _________   Age at Menarche (started menses) _______   Age at Menopause _______ 



Patient Name: _____________________________________________________________________________________________________________    DOB: ______________________ 

Medical & Surgical History—include dates if possible 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

Social History 

Marital Status: _____________________________________________   Occupation: ___________________________________________________ 

Emergency contact, relationship, & phone: ________________________________________________________________________________________________ 

Children (son/daughter & age):  _________________________________________________________________________________________________________________ 

Other important caregivers info, if any: ______________________________________________________________________________________________________ 

Tobacco Use: # packs / day: _____ # years: _____  When did you quit (if applicable): ________________ 

Alcohol Use: # drinks / day: ______ # years: _____  When did you quit (if applicable): ________________ 

Exposures: Radiation ______   Asbestos _____   Vaping ______   Illegal drugs _________   Other __________________ 

Family History 

List family members (not by name) who have had cancers or other disorders. 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 

_________________________________________  _________________________________________ 



Patient Name: _____________________________________________________________________________________________________________    DOB: ______________________ 

Review of Systems 

Circle any symptoms you have had & fill in the blanks. 

GENERAL: Fevers – Chills - Hot flashes - Drenching night sweats - Fatigue - Weight Loss* 

*How much weight have you lost or gained in the last _____ months? _____ pounds.

HEAD: Headache - Dizziness - Vision loss or change - Hearing loss - Mouth sores – hoarseness 

             Runny nose - Nasal or Sinus congestion - Sputum production - Dental problems 

NECK: Pain - Lumps or nodules: tender or non-tender - Swallowing problems 

HEART: Palpitations - Rapid pulse - Slow pulse - Chest Pain or discomfort, where? __________ 

LUNGS: Cough - Congestion - Wheezing - Difficulty breathing: at rest, lying down, with exertion 

BREASTS: Rash - Redness - Lesions - Lumps - Discharge 

BACK: Pain or Lumps, if so, where? ________________________________________________ 

ARMS & LEGS: Weakness, Pain, or Swelling, if so where? _____________________________ 

ABDOMEN/GI: Worse appetite - Heartburn - Nausea - Vomiting - Diarrhea - Constipation   

    Indigestion - Bloating - Change in bowel habits - Bloody stool - Hemorrhoids 

GENITALS – URINARY: Incontinence - Difficulty urinating - Frequent urination in day or night 

     Pain - Burning - Bleeding - Discharge - Kidney stones - Lesions 

SKIN: Rash - Redness - Lesions - Lumps - Bruising - Bleeding - Dry skin - Itchy - Hair loss 

ENDOCRINE: Heat or cold intolerance - Excessive thirst 

LYMPH NODES: Swelling or tenderness. If so where? _________________________________ 

NERVES: Difficulty Walking - Slurred speech - Numbness, tingling or burning, where? ___________ 

MENTAL: Depressed - Anxious - Insomnia - Trouble focusing/concentrating - Memory loss 

Anything else? _________________________________________________________________ 

Purpose of Visit 

What do you understand about your condition and what do you want the doctor to address? 

________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________ 



Date of Birth: Social Security#: 
-------------

i;:-mail address: Sex: Male !=emale 
--------------

Street Address: ______________ _ 

City: ______ _ Slate: _______ _ Zip Code: _______ _ 

Where do you live? 
I-louse__ Apartment__ Assisted Living __ _ 
Nursing 1--lome __ With Relative __ Other (please describe) _____________ _ 

Preferred Language: 

Hhnicily: _____________ _ Race: 

l;mployer: _____________ _ l;mployer phone number: ___________ _ 

i;:mployer Address:---------------------------------

Occupation: ____________ _ 

Referring Physician: ____________ _ 

Spouse's Name: _____________ Spouse's Date of Birth: ____ _ 

Spouse's Social Security#: ____________ _ 

Advanced Directives 

Please inform the front desk and indicate below with a checkmark if you have any legal documentation 
for any of the following items: 

1--lealthcare Durable Power of Attorney Do Not Resuscitate Status 

Organ Donor !=eeding Restrictions 

Autopsy Request Medication Restrictions 

Living Will / Advance Directive Other Treatment Restrictions 

Do Not 1--lospitalize Status No Advanced Directives 

Please provide us a copy of your Advance Directive for your chart if you have one. 

Do you need information on Advance Directives? ____ _ 

Patient Name: ______________ _ DOB: ______ _ 












