
WILLIAM K. MONTGOMERY, M.D. P.A. 

 

Date of visit: _______________________________________________ 

 

 

PATIENT NAME: __________________________________________________________________________________ 

Male (     ) Female (     ) Date of Birth: _______________________    Age: ___________________________ 

Height:______________________________________________________    Weight: ____________________________ 

 

If you are having a problem, what is the main complaint you are having: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

Have you seen any other physician for this problem? 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

Physician’s notes: 

 

 

 

 

 

 

 

Who is your primary care physician and what is the address, phone number and specialty?  

Name: __________________________________________________ Specialty: ________________________________ 

Address: _________________________________________________Phone #: ________________________________ 

City: _______________________________________ State: ____________________  Zip: _______________________ 

 

How did you hear about us? 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

If you were referred by another doctor, what is the name, phone number and specialty?  

Name: __________________________________________________ Specialty: ________________________________ 

Address: _________________________________________________Phone #: ________________________________ 

City: _______________________________________ State: ____________________  Zip: _______________________ 

 

Please list any drug allergies you may have and the side effects of taking them:  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

 




