
 Tara R. Horn, MD, FACOG 

 Melissa Aker, APRN 
 402 Bogle Street, Suites 1&2 
 Somerset, Kentucky 42503 

 606-451-3145 
 Today’s Date:  ______________________________ 

 Patient Name:  _________________________________  DOB:  __________________________ 

 Social Security #: ___________________________     Email: _______________________________________ 

 Mailing Address:  __________________________________________________________________ 

 Home Phone:  _____________________________  Mobile Phone:  _________________________ 

 NOTE: Perennial Women’s Wellness wants you to feel satisfied that your appointment has been  productive 
 and that your concerns have been addressed. Please use this form to help focus on 1-2  specific issues that 
 you most want to discuss today. We realize there may be other topics you would  like to cover for which we 
 will gladly make a second appointment for you. 

 What is the reason for today’s visit? What are your concerns/symptoms? 
 __________________________________________________________________________________________________ 
 ________________________________________________________________ 

 What is the first day of your last menstrual period?  _______________________________________ 

 Since your last visit, have you been seen by another provider or had a surgery/procedure? 
 __________________________________________________________________________________________________ 
 ________________________________________________________________ 

 What is your preferred pharmacy? (List Name and Location)  _________________________________ 

 Please list your medications: 

 Medication Name  Dosage/Timing  Refill Needed? 30 or 90 day? 

 Please list your allergies and associated reaction: 
 _________________________________________________________________________________________ 
 _______________________________________________________________________ 

 Staff Use Only 


