
 
 
 
 
 

NEW  PATIENT  HISTORY  -  QUESTIONNAIRE 

 

PATIENT __________________________________________________ Date:   _______   

                     FIRST NAME                          MIDDLE INITIAL                        LAST NAME                                          

SOCIAL SECURITY # ____________________ DATE OF BIRTH _______________ AGE _____ M ___ F___ 

                                              (REQUIRED FOR REGISTRY) 

HEIGHT _________________     WEIGHT _______________ 

PHONE # (HOME) ____________________________ (CELL) ________________________ (EMAIL) ___________________ 

ADDRESS ___________________________________________________________________________ 

                                           Number                            Street           City  State  Zip Code                                           

 

RESIDENCY:  Are you a Permanent Resident of the State of Florida?    Yes  /  No 

PREGNANCY:   Any Possibility that you may be Pregnant ?    Yes   /  No 

MEDICATIONS:  Please list ALL Medications and Supplements you are taking: 

 _________________ __________________ _____________________ 

 _________________ __________________ _____________________ 

ALLERGIES:  Please list ALL Allergies to Medicines / Foods:  
 _________________ __________________ _____________________ 

 
Qualifying Medical Conditions  (Circle the Medical Condition You Have) 
 
Group #(1) 

Cancer    Glaucoma    Chronic Pain         
Epilepsy    PTSD    ALS-Lou Gehrig’s Ds   
Seizures    Multiple Sclerosis  HIV / AIDS 
Muscle Spasms   Crohn’s Ds 

 (Severe & Persistent)            Parkinson’s 
Group #(2) 

Auto-Immune Disorders  Neuropathy    Migraines 
Anxiety (Severe)   Hepatitis C    Muscular Dystrophy 
Anorexia    Irritable Bowel Syndrome Terminal Condition  
Arthritis    Inflammatory Bowel Syndrome  
Cachexia(Wasting)   Lyme Disease    
Cyclical Vomiting Syndrome Severe Nausea    
Fibromyalgia   Sickle Cell Anemia 

 
 
PAST MEDICAL HISTORY: (Circle those Conditions which apply to You) 
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Cardiac: 
High BP  Stroke/ CVA/ TIA Heart Disease               Irregular Heart Beat    

 Carotid Artery Ds  High Cholesterol Chest pain  
Respiratory: 

Asthma   Snoring/ Apnea Shortness of Breath   Blood Clots in Lung 
Neurological: 

Bipolar Disorder Depression  Anxiety   Nightmares  
Hallucinations  Suicidal Thoughts Homicidal Thoughts  Syncope (Passing Out)  
Seizures  Concussion   ADD/ADHD   Migraine 

Digestive  /  Urinary: 
Diabetes (I or II) Hematochezia  Irregular BMs   Melena Prostate CA   
Liver Disease             Kidney Ds  Nocturia   Polyuria      UTIs                     

Other: 
 Hashimoto’s  Hypothyroidism       Hyperthroiditis  Arthritis Need for Naps  
 Ankle Edema  Blood clots in leg      Weakness of limbs Gout  Weight Changes          

HIV/AIDS  Syphilis           Herpes   Gonorrhea TB  

Cancer: 
 Type: ___________________________ 
 Year Diagnosed: ______________ 
 Surgery:  ______________ (Type and Date) 
 Radiation:  ______________ (Type and Date) 
 Chemo:  ______________ (Type and Date) 
Females: 
 Any chance you could be currently Pregnant? Yes  /  No 

Last Mammogram: ________ 

Have you ever had an abnormal Pap or Mammogram?  When? _________ Treatment? ______ 

 

SOCIAL  /  RISK FACTORS: 

 Smoke:  Yes  /  No 
 Drink Alcohol:  Yes  /  No  
 Illicit Drugs:  Yes  /  No 
 Blood Transfusion: Yes  /  No 

Hospital Admissions: _____________________  ____________________________  
   _____________________  __________________________ 

FAMILY HISTORY: 
Any family member (mom, dad, brothers, sisters, grandparents) with any of the following: 

 
High Blood Pressure:  Yes  /  No   
Diabetes:  Yes  /  No  
High Cholesterol:    Yes  /  No   
Stroke:     Yes  /  No  
Heart attack:     Yes  /  No 
Seizures:      Yes  /  No  
TIA:       Yes  /  No  
Aneurysms:   Yes  /  No  
Sudden Death:  Yes  /  No   
Cancer:  Yes  /  No Type: ___________________________ 

 
 
 
PAST SURGICAL HISTORY: 
List what Surgeries you have undergone:  

_____________________  __________________________ 
   _____________________  __________________________ 



 
MEDICAL MARIJUANA PATIENT AGREEMENT 

I am over 18 years of age and understand the requirements of the State of Florida’s medical marijuana program. 
 

I have agreed to and have paid the non-refundable $99 initial evaluation fee. 
 

I agree to schedule a follow-up appointment at least once every seven (7) months in order to continue to receive medical 
marijuana recommendations. 

 
I am not pregnant, intending on becoming pregnant, or breastfeeding. 

 
I understand that my medical professional does not condone that I cease treatment of medications that stabilize my mental or 
physical condition. 

 
I understand if I give dishonest or untruthful information, the recommendation for medical marijuana may no longer be valid. I 
agree to promptly provide additional information in the event of any inaccuracies or misstatements in the information I have 
provided. 

 
AUTHORIZATION FOR TREATMENT 

 
I hereby authorize treatment by Cannabis Doctors of Florida and have agreed to voluntarily receive such treatment. I consent to 
treatment and services deemed advisable by Cannabis Doctors of Florida. I acknowledge that any questions I have regarding this 
treatment may be directed towards Cannabis Doctors of Florida or staff. 
 

RELEASE OF LIABILITY 

I agree that Cannabis Doctors of Florida and employees shall not be held responsible for any harm resulting to me and/or any 

other individuals because of my medical marijuana use. 

I certify that I fully understand the potential risks and side effects related to the use of medical marijuana as described above. 

In using medical marijuana, I fully accept responsibility and assume the risks and side effects associated with its use. 

 
Patient’s (or legal guardian’s) Signature: ________________________________________Date: ______________ 

Printed Name: ________________________________________ 

 



                  
 
 
 
 
 
 
 
 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
 

 
PATIENT Name: ________________________________________________________        DATE:   ______________ 
    (Last)       (First)                 (Middle Initial) 
Address:      __________________________________________________________              DATE of BIRTH:   ____________ 
                                                               (Street)   
                      _________________________________________________________                Phone:    _______________                              
        (City)                      (State)                            (Zip) 
    
PROVIDER (Sending Facility):  ________________________________________________________ 

                                                                        ________________________________________________________ 

                                                                        ________________________________________________________ 

                                                                        Phone:  (_____)________________ Fax:  (_____)_______________ 

 
RECIPIENT:   I authorize my Medical Records held by the above named Provider to be released to the following Recipient: 

 

Cannabis Doctors of Florida 
1065 NE 125

th
 St. Ste. #300 

Miami, FL. 33161 
Phone: (305) 893-3989 
By Fax: (305) 891-4228 

        
 
Information to be Disclosed:  I authorize the release of the following health information: 

o MRI Reports 
o CT Scan Report 
o X-Ray Reports 
o Hospital History & Physical 
o Hospital Discharge Summary 
o Office Notes 

o Pathology Reports 
o Lab Reports 
o Consultation Notes / Reports 
o Operative Reports 
o Medications 
o OTHER:  __________________ 

 
I hereby voluntarily consent to authorize my health care Provider named above to use or disclose my health information during the term of 
this Authorization to the Recipient that I have identified.   I also understand that: 
 

 Voluntary: I am not required to sign this Authorization; my signature upon it is completely voluntary. 

 Purpose: My health information is being released for the specific purpose of Continuity of Medical Care and Physician Consultation. 

 Revocation: I can revoke this Authorization at any time in writing. 

 Copy: I am entitled to receive a copy of this Authorization. 

 Copy as Original: A copy of this authorization may be utilized with the same legal effect as an original. 

 Term: The Term of this Authorization is for one (1) year following the date of Execution of the Authorization. 

 Inapplicability: This Authorization does not extend to HIV test results, outpatient psychotherapy notes, drug or alcohol treatment 

records that are protected by federal law, or mental health records that are protected by the Lanterman-Petris-Short Act. 

 Re-disclosure: Information disclosed pursuant to this Authorization may be subject to re-disclosure by the party who receives it 

because it may no longer be protected by the federal privacy laws. 

 Electronic Medical Records: Records in electronic form can be distributed widely with relative ease and losses or unintended releases 

of the requested information may occur under circumstances beyond the control of the Provider or Recipient. 
 
___________________________________________________        ____________                     
Signature of Patient                           Date                
 

If Individual is unable to sign this Authorization, please complete the information below: 
 __________________________                   ____________                       
Name of Representative  (Circle)                   Date                     

     Parent – Guardian / Conservator / Administrator 
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