Name:________________________________________________________  DOB:_________________  Date:__________________
Present/Previous Occupation:___________________________________________________________  Marital Status:  S  M  D  W 

Past Medical History

(   High blood pressure


(   Stroke/Mini stroke


(   Over-active thyroid
(   Hear attack



(   Brain Tumor



(   Under-active thyroid

(   Heart failure



(   Cancer:___________________

(   Asthma

(   Heart valve problems


(   Diabetes:  Type I or Type 2

(   Lung problems

(   Liver disease/Hepatitis


(   Gout



(   Ulcers

(   Anemia




(   Epilepsy/Seizures


(   Kidney Disease

(   Depression



(   Abnormal Clotting


(   Arthritis

(   Mental illness



(   Permanent Make up________

(   Other:___________________

Women: # of pregnancies:____ # of live births:____
Have you had any surgeries?



 
        Please list your medications, include herbs/vitamins.
	Type of Surgery
	Hospital
	Year

	 
	
	

	 
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Medication
	Dose
	Medication
	Dose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Family Medical History

Have any of your blood relatives had any of the diseases listed above?

	Relative:
	Living?
	Deceased?
	List Diseases:
	Cause of Death

	Father
	
	
	
	

	Mother
	
	
	
	

	Sister/s
	
	
	
	

	Brother/s
	
	
	
	

	Grandparents
	
	
	
	


Personal & Social History

List members in household:


              
Do you use a seatbelt?  Y / N

	Name:
	Birthday

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Do you have smoke detectors in home?  Y / N

Do you exercise?  Y / N, How often? _______________________
Do you use Alcohol?  Y / N, How often?_____________________
Did you ever use alcohol?  Y / N  How long? _________________
Do you smoke cigarettes/chew tobacco? Y / N


How often? ____________________________________
Do you ever use illegal drugs? Y / N 

If yes, what kind? _______________________________
Did you ever use illegal drugs? Y / N  


If yes, what kind? _______________________________
Immunizations: 


Did you complete your childhood series?  Y / N


Last Tetanus booster? ____________________

Last Hep B series? _____________________


Last Pneumonia shot? ____________________

Last Flu shot? _________________________


Last TB skin test? ________________________ 

Other: ________________________________
Have you ever had any of following procedures?  What year?

Chest X-ray: __________
 
ECG:___________
Holter:_____________
Stress test:_____________

Echocardiogram:____________
Angiogram:__________
PFT’s:______________
Overnight oximetry: _________
Sleep study:_____________
PSA:____________
Pap smear:__________
Mammogram:___________


Do you have any allergies to medications?  What kind of reaction? 
____________________________________________________________________________________________________________
Are you seeing any specialists?  Please list: 

____________________________________________________________________________________________________________






