Dr. Ellen Tousaw - New Patient Form
	Submitting this form does not mean you have been accepted as a patient of Dr. Tousaw. Forms will be considered on a first-come, first-served basis. You will be contacted when your space is available. The contents of this form are strictly confidential and this document will be securely disposed of once processed.
	How to submit completed forms:
1. Mail or in person:
Avon Family Medicine Centre
511 Huron St. Stratford, ON
N5A 5T8
2. Fax: 519-508-1240



Demographics
	Last name:

	First name:                                               Middle name:

	Date of birth:
	

	Health card (OHIP) number:
	

	Sex:
	Gender:

	Phone number:
	

	Do you consent to messages being left on your voicemail?
	▢ Yes      ▢No

	Address:


	

	Email address:
	

	Do you consent to receiving secure email from Avon Family Medicine Centre?
	▢ Yes      ▢No

	Previous family doctor:
	

	Years you were under this doctor’s care:
For example: 1990-2005
	

	Reason for leaving this doctor’s care: 
For example: moved, dr retired, etc
	

	Civil status:
Single, common-law, married, separated, divorced, widowed
	



	
Household family members 
List everyone you live with and their age
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Medical History
If more space is required, please use the back of this sheet
	Current/active medical problems









	

	Past/inactive medical problems









	

	Previous surgeries
List all previous surgeries and the year they were performed, if known




	

	Current medications 
Include prescription and non-prescription (over-the-counter) medications you take regularly, as well as vitamins/supplements




	

	Allergies


	

	Family history
List any significant medical problems in your immediate family members.

	Example:  Father - diabetes, high blood pressure

	
	

	
	

	
	

	
	

	
	



Social History
	Occupation:
	

	Education:
List the highest level of education you completed
	

	Do you smoke cigarettes?
	▢ Yes      ▢No
If yes, how much? _____ pack(s) per day for_____ years

	Do you vape?
	▢ Yes      ▢No

	Do you drink alcohol?
	▢ Yes      ▢No
If yes, how much? _____drinks per week

	Do you use cannabis?
	▢ Yes      ▢No

	Do you use recreational drugs?
	▢ Yes      ▢No
If yes, please list:



Consent
I understand that submitting this form does not mean I have been accepted as a patient of Dr. Tousaw, and that forms will be considered on a first-come, first-served basis. I understand I will be contacted if/when my space is available. I understand the contents of this form are strictly confidential and this document will be securely disposed of once processed.

	Name
	________________________________

	Legal guardian’s name
(if under 18)
	
________________________________

	Signature
(patient or legal guardian)
	
________________________________

	
Date
	
________________________________



