Personal and Family History

Name Date of Birth
Preferred Language Race
Allergies: Family History

Past Medical History

WAsthma
WBronchitis
WCancer, Type
UDiabetes

UGout

WHeart Disease
WHernia

WHigh Cholesterol
aHIv

O HTN

UKidney Disease
ULiver Disease
WMigraine Headaches
UPacemaker
UPneumonia
WProstate Problems
WStroke

UThyroid Problems
QReflux
WRecurring Urinary Problems
QVaginal Infections
Other History:

Social Security #

Father QAlive

UDeceased atage

Mother QAlive

UDeceased at age
Please List Family Members with
the Following Conditions
Arthritis
Asthma

Cancer

Diabetes

Heart Disease

High Blood Pressure
Migraines

Problems
List all ongoing problems

Other Physicians
List all other physicians you see

Stroke

Social History

Tobacco Use

O Never

U Currently, What type and how
long?

O Quit, how long?

Alcohol Use
U Never
 Yes, how often?

Hlicit Drug Use

Q Never

O  VYes, list type(s)

Past Surgeries

UAppendectomy
UGall Bladder
UColectomy
WHemorrhoidectomy
UHernia repair
UOncology surgery
UHysterectomy
Other Surgeries:

Marital Status
O Single

U Married

O  Divorced
0  Widowed

Numbers of Others in Home
Pharmacy Preference
Name
Location

Patient Signature

Screenings

UColonoscopy Date
UMammogram Date
UGlaucoma Date
UPap-Smear  Date
UBone Density Date

Vaccine History

Tetanus Date
Flu Date
Pneumonia Date
Shingles Date

Routine Medications
Prescription (list strength)

Over the Counter Medicine/
Vitamins/Supplements

Date




