
Date: ______________________________ 

Patient Name: __________________________________________DOB: (mm/dd/yy)________________ 

MEDICATION LIST (Use seperate page if needed):

*Please bring all of your current medication bottles with you to your first appointment

New Patient Medical History Form

Gateway Medical Title of Document

PO Box 2169 • Lexington, SC 29071-2169 • Phone (803) 358-8496 • Fax (866) 614-3887

GatewayCares.com

PHARMACY

Name ____________________________Phone ____________________Fax #___________________

Address: __________________________________________________________________________

Name: ____________________________________________________ DOB:________________________

MEDICATION DOSE TIME PER DAY MEDICATION DOSE TIMES PER DAY

ALLERGIES/SIDE EFFECTS:icians Orders: OT/MSW/HHA must accompany orders for SN/PT and or/ST

MEDICATION ALLERGY REACTION/SIDE EFFECTS


