
 
David R. Cooper, M.D. 

     744  Kidder Street  
Wilkes-Barre, PA 18702 

570-825-5633 

 

 

Date of Visit: ___/___/___ 
 

Patient Information 
 

Patient Name: _______________________ Date of Birth: _______________ Age: __________ 
 
Address: ___________________________ City/State: ___________________ Zip: __________ 
___ Lives Alone     ___With Spouse    ___With Other Person(s)   ___ Assisted Living  
 
Telephone #: ________________ Cell: _________________ Ok to leave message?   Yes   No 
 
Email: ______________________ Occupation: ____________________ FT___ PT ___ 
 
Primary Care Physician: ____________________   Referred by: _____________________________ 
 
Emergency Contact: ________________________ Relationship & Phone#: ____________________ 
 

Your Medications 
List all the medications you currently take, both prescription and non-prescription below: 

 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Allergies: _____________________________________________________________________________ 
 
Preferred Pharmacy: _________________________ Location: __________________________________ 
 
Reason for today’s visit: _________________________________________________________________ 
 
Were x-rays taken? _________ Prior surgeries/illnesses: _______________________________________ 
 
Primary Health Insurance: __________________ Supplemental Insurance: ________________________ 
 
 


