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Patient Information

Name DOB Gender ______M   _______F
Personal History (check all that apply)

No known medical conditions High Blood Pressure (Hypertension)
Allergies (Drug, Food, Environmental) High Cholesterol
Anemia HIV/AIDS
Anxiety Kidney Disease / Kideny Stones
Arthritis Liver Disease / Hepatitis
Asthma Migraines
Blood Disorders/Blood Transfusion Osteoporosis
Cancer (Specify:___________________) Prostate
Congestive Heart Failure Stroke
COPD / Emphysema Substance Abuse (Alcohol / Drugs)
Depression/Mental Health Thyroid Disease (Hypo / Hyper)
Diabetes (Type 1 / Type 2) Turberculosis
Epilepsy / Seizures Ulcers
GERD (Acid Reflux) UTI's
Glaucoma STD's
Gout Other: ___________________________
Heart Attack / Heart Disease/AFib

Allergies: 

Treatments/Medications (use back if needed)

Name(s) Dosage(s) Frequency Purpose Notes

Surgeries/Procedures: Other Medical Issues:
Heart Surgery Mammogram - Date:
Cholecystectomy Colonoscopy  - Date:
Appendectomy EGD - Date:
C-Section Pap Smear -  Date:
Hysterectomy Bone Density Scan  - Date:
Bladder/Kidney Other: _______________________
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Immunizations:
Influenza MMR Covid Shingles
Pneumonia Polio Tetanus
Varicella DPT HPV

Family History
No known family history of medical conditions Stroke
Cancer Thyroid Disease
Diabetes Kidney Disease
Heart Disease Mental Health (Depression, Anxiety, etc.)
High Blood Pressure Autoimmune Diseases
High Cholesterol Other: ___________________________

Social History
Factor Check One Most Recent Date
Tobacco Use Cigaretts Vaping Tobacco
Alcohol Use Occasional Moderate Heavy
Recreational Drugs No Yes
Caffeine
Exercise Routine
Sleep
Occupation: Phone # of Employer:

Check any symptoms that you are experiencing:
Fatigue Sleep Disturbances Chest Pain/Tightness
Fever or Chills Hearing Loss/Ringing Palpitations
Unexplained weight loss/gain Sore Throat/Hoarseness Swelling in Legs/Feet
Shortness of Breath Abdominal Pain Blood in Urine
Chronic Cough Nausea/Vomiting Headaches/Migraines
Wheezing Diarrhea/Constipation Dizziness/Lightheadedness
Joint Pain or Stiffness Depression/Feeling Down Numbness/Tingling
Back Pain Anxiety/Panic Attacks Vision Change

Other:
Specialist/Other Providers Pharmacy

Patient Name: Date:

Patient Signature: Date:

(_______) Hours a night

    (_______) Times per week
    (_______) Times per week


