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	**NAME AS IT APPEARS ON YOUR HEALTHCARE CARD**
	

	
LAST NAME: _______________________________
	
FIRST NAME: _________________________________

	
MIDDLE NAME: ________________________
	
PREFERRED NAME: ____________________________

	
PREFERRED PRONOUN: HE/HIM SHE/HER THEY/THEM
	
SEX AT BIRTH:_________________________

	
DATE OF BIRTH: (DD/MM/YYYY) _____________________

ALBERTA HEALTHCARE #: ___________________________

HEALTH CARD EXPIRATION (if applicable): 

__________________________
           (DD/MM/YYYY)
	
PREFERRED GENDER IDENTITY: _________________

IF HEALTHCARD IS NOT FROM ALBERTA, PLEASE INDICATE BELOW:

HEALTH CARD #: ______________________

PROVINCE: _________________________________

EXPIRATION DATE (IF APPLICABLE): ______________________
                                                                         (DD/MM/YYYY)




	
LOCAL ADDRESS: ___________________________________
	
CITY: __________________________________

	
PROVINCE: _________________________________
	
POSTAL CODE: __________________________

	
CELL PHONE: _______________________________
	
HOME PHONE ___________________________

	
EMAIL ADDRESS: ____________________________________
	

	
OTHER ADDRESS: ____________________________________

	
CITY: __________________________________________

	PROVINCE: ________________________________________

	POSTAL: ______________________________________



	EMERGENCY CONTACT
	

	
LAST NAME: _____________________________________
	
FIRST NAME: ____________________________________

	
RELATIONSHIP: ___________________________________
	


	
CELL PHONE: __________________________________
	
HOME PHONE: ___________________________________




	MACEWAN FACULTY/STAFF/STUDENTS
	

	
PLEASE CIRCLE:       FACULTY      STAFF       STUDENT
	
ID NUMBER: __________________________

	
DO YOU HAVE A FAMILY DOCTOR?    YES       NO 
	
DOCTORS NAME: ___________________________________

	
CLINIC NAME AND ADDRESS: __________________________

	
__________________________________________________





NAME: _____________________________________________	DATE OF BIRTH: ________________________________
	ALLERGIES
(PLEASE INCLUDE FOOD, DRUGS, LATEX, ETC.)
	REACTION

	
	

	
	

	
	

	
	

	
	



	CURRENT MEDICATION
(PLEASE INCLUDE NON-PRESCRIPTION, HERBAL, AND SAMPLES)
	DOSAGE

	
	

	
	

	
	

	
	

	
	



	
DO YOU DRINK ALCOHOL?      YES      NO
	
AVERAGE # OF DRINKS: __________ drinks per DAY/WEEK/MONTH


	
DO YOU CURRENTLY SMOKE?      YES      NO

IF YES, HOW OFTEN? AMOUNT: __________ per DAY/WEEK/MONTH

SINCE WHEN: (ESTIMATE, IF CANNOT RECALL) ______________

	
IF YES, WHAT TYPE: (CIRCLE)

          MARIJUANA       CIGARETTE      VAPE       HOOKAH   


	
HAVE YOU EVER SMOKED?      YES      NO

IF YES, HOW OFTEN? AMOUNT: __________ per DAY/WEEK/MONTH

WHEN DID YOU STOP? (ESTIMATE, IF CANNOT RECALL) _________________

	
IF YES, WHAT TYPE: (CIRCLE)

          MARIJUANA       CIGARETTE      VAPE       HOOKAH   




	MEDICAL/SURGICAL HISTORY

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________




	FAMILY HISTORY
	PLEASE CHECK
	
	

	
	YES 
	NO
	RELATIONSHIP
	AGE AT DIAGNOSIS

	DIABETES
	
	
	
	

	HEART DISEASE
	
	
	
	

	CANCER
	
	
	
	

	PLEASE INDICATE WHAT TYPE OF CANCER. (OVARIAN, PROSTATE, COLON, BREAST, OTHERS)





