
FULL NAME__________________________________________________ 

DOB___________________ AGE____________ PA MARIJUANA PROGRAM ID _______________ 

ADDRESS___________________________________________ 

CITY___________________________________ STATE________ ZIPCODE______________ 

HOME PHONE____________________________ CELL PHONE________________________ 

WORK PHONE____________________________ OTHER___________________________ 

E-MAIL ADDRESS________________________________________________________ 

HOW DID YOU HEAR ABOUT US?_______________________________________________ 

ALLERGIES___________________________________________________________________ 

MEDICATIONS________________________________________________________________ 

SUPPLEMENTS_______________________________________________________________ 

PRIMARY CARE DOCTOR’S FULL NAME ____________________________________________ 

SPECIALIST DOCTOR’S FULL NAME  _______________________________________________ 

 

MEDICAL CONDITIONS (Circle the ones that you have) HEIGHT_______ WEIGHT________ 

Heart disease                                                                        Opiod use disorder                                                          

High Blood pressure                                                            ALS                                                         

Thyroid disease                                                                    Huntington’s disease 

Diabetes                                                                                 Intractable seizures                          

Cancer, where?__________                                               Epilepsy 

Terminal Illness                                                                     HIV  

PTSD                                                                                        Crohn’s disease  

Anxiety                                                                                    IBS                                                                

Depression                                                                             Multiple Sclerosis                                                                                                               

Arthritis                                                                                  Parkinson’s disease 

Chronic pain                                                                          Glaucoma 

Neuropathy                                                                           Autism 

Neurogenerative disease                                                    Tourette 

Dyskinethia 

 

 

 

Signature______________________________________ Date_____________ 


