


44 Elm Street * Limerick, Maine  04048 * Phone (207) 793-9586 * Fax (207) 793-9587

(Please Print)

Primary Care Provider:       Dr. David Galbraith    Dr. Kathryn Galbraith
Patient Last Name                               First                                         Middle Date of Birth

             /                 /

Mailing Address                     Social Security #

Street Address (if different from above)                                    Home Phone #
(           )

City                                                                                      State        Zip Code Cell Phone #
(           )

Marital Status

Single     Married       Separated      Divorced       Widow/Widower   

Gender

Male             Female

Employer                                                                               Occupation Work Phone #
(           )

Emergency Contact                                                        Phone #
                                                                                  (        )

Relationship

Preferred Pharmacy Race:      White  Hispanic   Asian  

 Native American   African American  

 Multiracial/Other____________________

Person Responsible for the Bill Address if different from patient�s Phone #
(          )

Relationship to patient Responsible Person�s Employer This Employer�s Phone #
(          )

Name of Primary Insurance /               CoPay
                                                         $                                                         

Group # Policy #

Subscriber�s Name Subscriber�s Social Security # Relationship to patient

Name of Secondary Insurance /          CoPay
                                                        $

Group # Policy #

Subscriber�s Name Subscriber�s Social Security # Relationship to patient

The above information is true to the best of my knowledge.  I authorize my insurance benefits to be paid directly to Galbraith 
Family Medicine, LLC.  I understand that I am financially responsible for any balance and for any amounts that may not be covered by my 
insurance.  I also authorize Galbraith Family Medicine, LLC, and/or insurance company to release any information required to process my 
claim.

I, or the guardian/representative of the patient, hereby give consent to Galbraith Family Medicine, LLC, and other individuals 
involved in this care to administer such diagnostic procedures and/or treatments as may be advisable to evaluate and treat illness or injury and 
promote good health.  

I also understand that the provider responsible for this care has the responsibility to explain the purpose, benefits, and usual risks 
inherent to the diagnosis and treatment of any illness, injury or to the promotion of good health and preventative care, including alternative 
courses of treatment.  I further understand that I have the right to refuse any suggested examinations, tests or treatments.

___________________________________________________________ ___________________
Patient/Guardian Signature Date

Note to minors:  If you are a minor who consents to health care services on your own behalf, but utilize your parent�s or guardian�s insurance policy to pay for 
your services, please know that your parent or guardian will receive an Explanation of Benefits describing the nature of the services provided and, as a result, 
these services will no longer be confidential.  Please speak with our staff if you wish to pay for your services in another manner.  
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Please Print

Today�s Date: _________  Name: ________________________________   DOB: ___________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Name of Medication Strength When you take it

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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 Cancer  Heart attack prior to age 50_____________________
 Breast______________________  Diabetes (adult onset)_________________________
 Colon______________________  Stroke______________________________________
 Melanoma___________________  High cholesterol______________________________
 Ovarian_____________________  Asthma_____________________________________
 Prostate_____________________    Depression or Anxiety_________________________

 High blood pressure_____________  Bipolar disorder______________________________
 Migraine headaches_____________  Alcoholism__________________________________
 Osteoporosis __________________  ADD/ADHD ________________________________
 Other: ______________________________________________________________________

Occupation:____________________________________________________________________
Marital status (circle):       Single         Married          Divorced         Widowed
Do you have children?  (circle)    YES        NO       #daughters:_____    #sons:______
Do you use tobacco?  (circle)       YES(every day)   YES(some days)    NO(quit)      NO(never)  

If yes , how much per day:________
If quit, what year did you quit:____   #years smoked:____   Ave. amount smoked:____

Do you drink alcohol?  (circle)   YES     NO    
If yes, what type:______   How often:_____    Amount:_______
If quit, what year did you quit:____   

Do you drink caffeine?  (circle)   YES     NO   
If yes, what types: __________________  Amount per day:_______________________

What is your activity level?  (circle)     Sedentary     �Active�      Moderate or vigorous exercise         
What is your birth control type?____________________________________________________
Do you have a living will or advanced directive?  (circle)    YES    NO
List your preferred language: ________________   
Ethnicity (circle):   Hispanic   Non-Hispanic   Other:____________________________________

Do you use recreational drugs?  (circle)  YES   NO   
If yes, what types:____________  Frequency:_________

Do you have a history of being abused as a child?  (circle)    YES     NO
Have you ever been a victim of domestic violence?  (circle)   YES    NO
Are you sexually active?  (circle)   YES    NO

If so, do you engage in activity with (circle):   Men    Women    Both
If so, do you use condoms?  (circle)   YES   NO

Colonoscopy:___________________________  Where was it done?_______________________
Flu shot:_______________________________
Pneumonia shot:________________________
Tetanus shot:___________________________
Mammogram:___________________________  Where was it done?_______________________
Pap smear:_____________________________   Where was it done?_______________________
Bone density test:________________________  Where was it done?_______________________
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Weight gain or loss______________________ Cough_________________________________   
Fever_________________________________ Windedness with activity__________________     
Insomnia______________________________   Shortness of breath_______________________
Fatigue_______________________________   Wheeze________________________________ 

Abdominal pain________________________ Joint pain______________________________
Blood in stool__________________________ Muscle pain____________________________
Constipation___________________________
Diarrhea______________________________ Easy bruising____________________________
Heartburn_____________________________ Easy bleeding___________________________
Nausea _______________________________

Cool extremity___________________________
Acne_________________________________ Varicose veins___________________________
Excessive sun exposure__________________
Change in mole________________________ Hives__________________________________
Skin lesion____________________________

Hair loss_______________________________
Headache_____________________________
Itchy eyes_____________________________ Localized body weakness__________________
Visual loss____________________________ Gait disturbance_________________________
Ear pain______________________________ Memory impairment______________________
Ringing in ears_________________________ Seizures________________________________
Dizziness_____________________________
Nasal discharge________________________ Difficulty concentrating___________________
Nasal congestion_______________________ Anxiety________________________________
Postnasal drip__________________________ Depression______________________________
Snoring_______________________________ Irritability______________________________
Tooth pain_____________________________ Suicidal thoughts_________________________

Mood swings____________________________
Decreased stream_______________________
Painful urination________________________ Age when became postmenopausal___________
Urinary frequency_______________________ History of abnormal pap smear______________
Blood in urine__________________________ Sexual dysfunction_______________________
Lots of urine___________________________ Last menstrual period_____________________
Urinary incontinence____________________

Chest pain______________________________
Passing out_____________________________ 
Ankle swelling__________________________
Irregular heart beat_______________________

How did you hear about us?________________________________________________________




