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Patient Update  
Name:  ______________________________________   Date of Birth: ___/___/ _____    Age: ____   Sex: ____ 

Signature_____________________________________     Date:_________________  

 

♦   Other Physicians and Specialists   ♦ 
List below your other physicians (i.e., Gyn, Dermatology, GI, Orthopedics, Urology, Psychiatry, etc) 

 

 

 

♦   Medication or Food Allergies or Intolerances   ♦ 
List below medications or foods causing an allergic reaction (i.e., rash, swelling) or intolerance (i.e., nausea) 

Medication / Food Reaction Medication / Food Reaction 

    

    

 

♦   Social, Educational and Work History   ♦ 
Marital Status:  Age of children, if any:  

Work Status (circle one):   Employed 

Unemployed  /  Retired  /  Disabled 

Current or Prior Occupation: Hours worked per week: 

Highest Level of Education: Completed at which institution / school: 

What type of exercises do you perform, duration & frequency? 

In what type of residence do you live (i.e., house, assisted living, nursing home)? 

What are your hobbies? 

Do you drink alcohol? What type of alcohol? No. of drinks per week? 

Are you a current smoker? If you smoke, how many packs per day? 

Are you a former smoker? If so, what year did you quit? No. of  years you smoked? 

On average, how much did you smoke per day? 

Are you sexually active:   

                                          Yes /  No 

Do you have sex with:    

        Men  /  Women   /   Both 

How many partners have you had 

during the past 12 months? 

Are you concerned that you may have been exposed to HIV?    Yes  /   No 

 

 

♦   Disease Prevention and Health Maintenance   ♦ 
Please list below the most recent dates of your vaccines and health screening tests 

 Month/Yr  Month/Yr  Month/Yr 

Flu Vaccine  Mammogram  Eye Exam  

Pneumonia Vaccine  Pap Smear  Heart Catheterization  

Tetanus Vaccine  Colonoscopy  Endoscopy (EGD)  

Hepatitis B Vaccine  Bone Density  Heart Stress Test  

Shingles Vaccine  EKG  Ab Aneurysm Screen  

Gardasil Vaccine  Chest X-Ray  HIV Test  

 


