
	

Pa$ent	Name:______________________________			Date	of	Birth:___________________	

Home	phone:_______________________________		Cell	phone:	____________________	

Email:____________________________________________________________________	

Allergies:	

Medica.ons	taking	at	home:	

Current	Healthcare	Providers:	

Name	of	Primary	Care	Physician:__________________________________________________________	

Name	of	Physician:_________________________________Specialty:____________________________	

Drug Describe	reac.on

Medica.on Dosage How	o;en Medica.on Dosage How	o;en



Patient	Name:________________________________DOB:_______________	

Name	of	Physician:_________________________________Specialty:____________________________	

Name	of	Physician:_________________________________Specialty:____________________________	

Pharmacy	Informa.on:	

Pharmacy:_________________________________________Phone	number:______________________	

Address:______________________________________________________________________________	

Social	History:	

Have	you	ever	used	tobacco?_____Packs/day?____How	many	years?____Have	you	quit?/When?______	

Have	you	ever	used	alcohol?_____Please	describe	how	much	and	how	o;en?_____________________	

What	is	your	current/prior	job(s)/posi$on?_________________________________________________	

Have	you	ever	had	contact	with	chemicals	or	other	toxins	such	as	asbestos?	If	so,	please	describe:	

____________________________________________________________________________________	

Marital	Status	(Circle	Applicable):					Married								Single								Divorced							Widowed	

Biological	children?	How	many?_____Boys?___Girls?___Adopted	children?	Boys?_____Girls?_____	

Advanced	Direc.ve	(Circle)	Yes/No			

Living	will	(Circle)	Yes/No			

DNR	(Circle)	Yes/No	

Review	of	Symptoms	(please	mark	“yes”	or	“no”.	If	yes,	please	describe)	

Have	you	experienced	any	of	these	symptoms	recently?	

Symptoms Yes No Descrip.on

Weight	loss

Fever

Fa$gue

Night	sweats

Headaches

Visual	Disturbances
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Patient	Name:________________________________DOB:_______________	

Please	check	any	of	the	diseases	listed	below	that	you	have	been	diagnosed	with:	

Hearing	Disturbances

Recent	Cough

Shortness	of	Breath

Coughing	up	blood

Appe$te	Changes

Nausea/Vomi$ng

Back	Pain

Loss	of	Consciousness

Problems	with	blood

Bowel	PaVern	Changes

Urinary	Problems

Kidney	Stones

Hypothyroidism Hyperlipidemia Diabetes Gastroesophag

eal	Reflux	

disease

Myocardial	Infarc$on Peripheral	Vascular	

Disease

Conges$ve	Heart	

Failure

Ulcera$ve	

Coli$s

DVT Pulmonary	Embolism Osteoporosis CVA

Rheumatoid	Arthri$s Osteoarthri$s Chronic	Sinusi$s Kidney	Stones

Polymyalgia	

Rheuma$ca

Lumbar	Disk	Disease Lowe	GI	bleed

COPD Asthma Hepa$$s

Pep$c	Ulcera$on Upper	GI	bleed TIA

Crohn’s	Disease Irritable	Bowel	

Syndrome

Carpal	Tunnel	

Syndrome

Cirrhosis Gallstones Dialysis

Depression Migraines Coronary	Artery	

Disease

Peripheral	Neuropathy Seizure	Disorder Atrial	Fibrilla$on
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Patient	Name:________________________________DOB:_______________	

Past	Surgical	History:	

Please	check	all	that	apply:	

Family	History:	

Has	any	blood	rela.ve	ever	experienced	any	of	the	following	condi.ons?	Please	describe:	

Cancer:_______________________________________________________________________________	

Blood	Disorder:________________________________________________________________________	

Frequent	Urinary	

Infec$ons

Renal	Failure Fibromyalgia

Tonsillectomy/Adenoidectomy Carpal	Tunnel	Release Other	(Please	

Specify)

Fundoplica$on Vasectomy

Cataract	Surgery Inguinal	Herniorraphy

Sinus	Drainage Ventral	Herniorraphy

Thyroidectomy TURP

Cervical	Disk	Fusion Hemorrhoidectomy

CABG Meniscus	Repair

Coronary	Artery	Sten$ng Varicose	Vein	Stripping

Pacemaker	inser$on Rotator	Cuff	repair

Aneurysmectomy Knee	replacement

Exploratory	Laparoscopy Hip	replacement

Appendectomy Knee	Arthroscopy

Cholecystectomy Skin	cancer	removal

Splenectomy Hysterectomy

Par$al	Gastrectomy Breast	Surgery

Femoro-popliteal	Bypass	Gra;
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Patient	Name:________________________________DOB:_______________	

Current	Health	Screenings:	

Pa.ent	Signature:_______________________________________________Date:__________________

Immediate	

family	

***********

Age	of	

Onset

Recent	Medical	Condi.ons/

Diseases	(i.e.	Cancer,	Diabetes,	

Heart	aTack	etc.)

Deceased Age	

at	

Death

Cause	of	death

Mother

Father

Brother/Sister

Brother/Sister

Brother/Sister

Brother/Sister

Health	Screening Most	recent	date	performed

Colonoscopy

Mammogram

Stress	Test

Pap	Smear

Flu	Vaccine

Pneumonia	Vaccine

Other	(Please	Specify)
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