


Southeastern Primary Care 
Medical History Form 

 

 

Name:  _________________________________________________ Date:  ___________________________ 

 

Reason for Visit: 

 

1.  ______________________________________________________________________________________ 

 

2. ______________________________________________________________________________________ 

 

3. ______________________________________________________________________________________ 

Past Medical History (Check): 

□  Asthma □  Diabetes □  Heart Problems □  Shingles 

□  Anxiety □  Diverticulosis □  Hepatitis □  Stroke 

□  Blood Clots □  Emphysema □  High Blood Pressure □  Thyroid Problem 

□  Cancer □  Glaucoma □  Kidney Problems □  Ulcers 

□  Depression □  Heart Attack □  Prostate Problems  

Other:___________________________________________________________________________________ 

________________________________________________________________________________________ 

Past Operations (Check and write in year): 

□  Aneurysm Repair ____ □  Colon Polyps ____ □  Hysterectomy ____ □  Stomach ____ 

□  Appendix ____ □  Gall Bladder ____ □  Mastectomy ____ □  Tonsils ____ 

□  Breast Biopsy ____ □  Heart Surgery ____ □  Neck / Back ____  

□  Cataracts ____ □  Hernia Repair ____ □  Prostate ____  

Other:___________________________________________________________________________________ 

________________________________________________________________________________________ 

Allergies:  ________________________________________________________________________________________ 

Medications (List name and include dosage): 

 1.  _______________________    5.  _______________________    9.  _______________________ 

 2.  _______________________    6.  _______________________    10.  ______________________ 

 3.  _______________________    7.  _______________________    11.  ______________________ 

 4.  _______________________    8.  _______________________    12. _______________________ 

Routine Health (Date, if known): 

 Pap Smear_____________________       Mammogram__________________ Colonoscopy_______________ 

 Tetanus Booster________________        Pneumovax___________________ Dexa Scan_________________ 

 Chicken Pox___________________ 

 

 



FAMILY HISTORY AGE MEDICAL PROBLEMS CAUSE OF DEATH 

Father ______ ____________________________ _________________________________ 

Mother ______ ____________________________ _________________________________ 

Brothers ______ ____________________________ _________________________________ 

 ______ ____________________________ _________________________________ 

 ______ ____________________________ _________________________________ 

Sisters ______ ____________________________ _________________________________ 

 ______ ____________________________ _________________________________ 

 ______ ____________________________ _________________________________ 

Children  M  □□  F  ______ ____________________________ _________________________________ 

  M  □□  F ______ ____________________________ _________________________________ 

  M  □□  F ______ ____________________________ _________________________________ 

PERSONAL HISTORY: 

1. Occupation:  Yours:  _________________________________  Spouse:  ______________________________ 

2. Education (check level completed)  □  Grade ________   □  College  ______   □  Masters   □  PhD    □  Other 

3. If married, spouse’s name:  __________________________________________________________________ 

4. Tobacco Use:  Type:  ____________________ Quantity per day:  ________ For how long in years?  _________ 

When did you quit? ___________________________________________________________________________ 

5. Alcohol Use:  Type:  ____________________ Drink each day:  ________ For how long in years?  ___________ 

6. List the individuals that live in your home:  ________________________________________________________ 

Any pets in your home?  ________________________ Type:  ________________________________________ 

7. Whom should we contact in the event you develop a medical emergency?  (Give name, address, phone number 

and relationship to you) 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

8. How much exercise do you get (walking, jogging, bicycling, swimming, golf, tennis, other? _________________ 

Minimum each day?  ____________________________ Hours per week?  _____________________________ 

Moderate occupational and recreational exercise?  __________________________________________________ 

Sedentary work and light exercise only?  _________________________________________________________ 

Signature:  ______________________________________________________ Date:  __________________ 





 
 

 
4343 Newberry Road, Suite 18 ∙ Gainesville, FL 32607 ∙ Phone: (352) 224-2200 Fax: (352) 224-2484 

www.simedhealth.com 

 
 
 

ADVANCED DIRECTIVES 
(FOR COMPLIANCE WITH THE PATIENT SELF-DETERMINATION ACT) 

 
 
 
Have you executed an advanced directive? YES _____   NO _____ 
 
If YES, is this directive in the form of: 
 
_____________ A Living Will 
 
_____________ A Durable Power of Attorney 
 
_____________ A Health Care Surrogate 
 
If you have executed an advanced directive in any of the above formats, 
have you provided this office with a copy for your medical records? 
 
_____________ YES 
 
_____________ NO 
 

If you would like more information regarding advanced directives, please 
ask the nurse or the receptionist. 

 
 

I have been provided with the information regarding the 
PATIENT SELF DETERMINATION ACT 

 
________________________________________  _____________ 
Signature of Patient or Representative    Date 



Primary Care 
 
 

 
4343 Newberry Road ∙ Gainesville, FL 32607 ∙  www.simedhealth.com 

 

 

AFTER HOURS CARE 

 

 

 
 

 

At SIMED Primary Care we make every effort to be available to meet your health 

care needs, whenever those needs develop.  During the Monday through Friday 

business hours we encourage you to contact our offices should you develop a 

sudden health care need.  Our integrated medical record system allows all of our 

Primary Care providers to have access to your medical records regardless of which 

SIMED Primary Care location you choose. 

 

Your access to a clinician does not end at the end of our business day.  At SIMED 

Primary Care you have access by telephone every minute of every day, 365 days a 

year.  Just call your SIMED Primary Care physician’s main clinic number and if 

our clinics are closed you will be directed to our answering service which has the 

ability to connect you with the on-call provider.  Of course it is more convenient 

for all to deal with your routine health care issues during our normal clinic hours.  

If you are developing a health issue that should be dealt with that day, letting us 

know as early in the day as you can will enhance your ability to be worked in for 

an appointment.  Also some of our Primary Care clinics offer weekly extended 

hour appointments into the late afternoon and evening. 

 

Emergency rooms and urgent care centers are excellent places for emergent or 

urgent health care needs, however it is usually much more cost-effective for you to 

reach out to your Primary Care practice prior to going to these facilities.  However 

if the need to for an after-hours rapid health evaluation develops we encourage if at 

all possible the use of urgent care centers.  Save the emergency rooms for acute 

life-threatening situations.  There are several urgent care centers to choose from 

and in an effort to minimize your out-of-pocket expenses we suggest facilities that 

do not charge a hospital facility fee.  SIMED’s First Care in Gainesville’s 4343 W. 

Newberry Road location is one such independent urgent care center available for 

your needs.   
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