
Dr. Jennifer Schmidt                                                                                            MD Lic # H0055751   
40900 Merchants Ln. Suite 202                                                                              Ph: 888-775-2525 or 301-997-1155 
Leonardtown MD 20650                                                                                         Fax: 301-769-6446 

New patient Visit – Medical History  
 
Name________________________________ D.O.B.___________ Date:_____________ 
 
Address:______________________________________ Town:___________________ Zip:___________ 
 
Phone:_______________________Cell/Home/Work  E-Mail:___________________________________ 
 
ALLERGIES: _______________________________________________________________________ 
 
MEDICATIONS:  
Name of Medicine How many 

pills? 
How many times a day? What condition are you 

taking it for? 

    

    

    

    

    

    

    

 
Past Surgeries or hospitalizations:________________________________________________________ 
 
SMOKING: ___Currently ____ppd   ___Former Smoker/quit ___ yrs ago ____pack years  ___ Never  
ALCOHOL:  ___ Rare  _____ x a week 
Married, Single,       ___Children      Occupation:______________________ 
 
Current Exercise Level:   
 
___ Inactive (sedentary job)  ___Light (no organized activity in leisure time)  ___ Moderate (walk, bike, 
tennis 1-2 x/wk  ___ Heavy (regular aerobic exercise > 3x/wk)   ___ Vigorous (>60 min 4 or more x/wk) 
 
What is the lighest you have weighed as an adult?____________lbs  The heaviest?_______________lbs 
 
What is your STRESS level?      1     2     3     4     5     6     7      8      9      10 
 
How many hours of SLEEP do you get on average?  __>8 hrs  __ 6-8 hrs   ___4-6 hrs  ___ Shift worker 
 
Do you SNORE loudly or have known sleep apnea?   ___ NO    ___ YES 
Do you use a BiPAP machine? ___ YES, regularly.  _____NO WHY?____________________________ 



 
Notice of Privacy Practices – Dr. Jennifer M. Schmidt 

 
As part of your contract for services with our healthcare provider we are required to provide you with a 
notice of the policies and practices we employ regarding the use of your healthcare information.  
 
We may collect information about your current or past health conditions, medications, laboratory results, 
imaging tests, consultations, personal social, dietary, exercise habits and treatment plans for the purpose 
of evaluating your health risks, developing and implementing treatment plans, coordinating your 
healthcare and receiving payment for our services.  
 
We may share your information with other people involved in your healthcare such as healthcare 
providers, healthcare institutions, insurance companies, laboratory service providers, family members and 
your employer. We are required by law to notify pharmaceutical companies and the FDA if you 
experience a severe adverse reaction to a medication. We may use or disclose your health information 
when necessary to prevent a serious threat to your health and safety or the health and safety of the public 
or another person. 
We may exchange or store your health information in written form, by fax; mail or electronically, this 
may include the use of secure cloud based Internet services. We will use due diligence to keep your 
healthcare information confidential at all times and in all forms. We will employ the use of passwords, 
encryption and other security measures to keep your information safe. In the event that there is evidence 
that your healthcare information has been compromised we will notify you within 30 days from the date 
we were made aware of the possible breach. It is your responsibility to keep your contact information up 
to date.   
 
We may contact you regarding appointments, test results or to let you know about health-related services 
or products that you may be of interest to you.  
 
You may revoke your authorization in writing at any time. You may request that we do not share your 
healthcare information with specific individuals or entities.  You must make this request in writing and 
specify by name which individuals or entities we should not share your information with, the date of your 
request and for how long this request applies. We are unable to take back disclosures that were already 
made with your authorization. We are required to retain copies records of your care for a period of 7 
years. 
 
You have the right to ask that we add an amendment to your health records if you believe that a piece of 
important information is missing or incorrect. You must make this request in writing and it must include 
the reason for your request. By United States law we are not able to delete any information from your 
records that we believed to be accurate at the time of its creation. 
 
By signing below, I acknowledge the receipt of the above notice of privacy practices and I have had the 
opportunity to ask for clarification about these policies. 
 
 
Patient Name_________________________________ D.O.B._________________ Date:_________ 
 
Patient Signature______________________________ Witness Signature______________________ 
 


