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Name:_ __________________________________________   DOB: ________________	 Date of Visit:____________________

Reason for visit:_________________________________________________________________________________________

PAST MEDICAL HISTORY:		  PAST SURGICAL HISTORY:

______________________________________________ 	 _______________________________________________

______________________________________________ 	 _______________________________________________

______________________________________________ 	 _______________________________________________

______________________________________________ 	 _______________________________________________

MEDICATIONS (Include Vitamins, Supplements and Herbals):

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

ALLERGIES: 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

SOCIAL HISTORY:

Tobacco:   □ Smoking    □ Chewing    □ Vaping

	 Current  How much (packs/day)?	 ___________	 How long (yrs)? ________

	 Former  How much (packs/day)?	 ___________	 How long (yrs)? ________

Alcohol:   Current      How much/often?______________________________

Caffeine	 □ Yes  □ No	 If so, how much? ___________  What type?_______________________________________________________

Illicit Drug Use?	□ Yes  □ No  If so, how much? ___________  What type?_______________________________________________________

Exercise?	 □ Yes  □ No  If so, how often? _____________  What kinds?_____________________________________________________

Do you wear a seatbelt?  □ Always    □ Sometimes    □ Never

Do you have guns in the home?	 □ Yes  □ No

Do you want screening for STD?	□ Yes  □ No

OCCUPATION:______________________________________________________________________________________________________

Relationship status:  □ Single   □ Married   □ Other_______________________

Children?  □ Yes  □ No
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Name:_ __________________________________________________________________ 	 DOB:_ ___________________

FAMILY HISTORY (Please list below blood relatives that have a history of the following:)

(☑ boxes 
that apply

Living Deceased
Age / Age
at Death

Stroke Hypertension
Kidney
Disease

Heart
Disease

Diabetes Cancer Other (Please list)

Mother

Father

Siblings

Grandmothers

Grandfathers

Aunts

Uncles

1st Cousins

Children

IMMUNIZATIONS
PLEASE FILL IN DATE OF YOUR LAST:

TDAP VARICELLA/SHINGLES FLU

MMR PNEUMONIA OTHER

PREVENTIVE SCREENING
PLEASE FILL IN DATE OF YOUR LAST:

COLONOSCIPY PSA BONE DENSITY

GYN HEALTH
PLEASE FILL IN DATE OF YOUR LAST:

LMP How frequent are your periods? Last Mammogram

# of Pregnancies Age of 1st Menstruation Last PAP



Name:_ __________________________________________________________________ 	 DOB:_ ___________________

REVIEW OF SYSTEMS (Please verify if you have had any of the following within the last 30 days)
Please circle all that apply and explain
CONSTITUTIONAL
Fever	 YES	 NO_ _____________________
Weight Loss	 YES	 NO_ _____________________
Difficulty Sleeping	 YES	 NO_ _____________________
Fatigue	 YES	 NO_ _____________________
Weight Gain	 YES	 NO_ _____________________
Dehydration	 YES	 NO_ _____________________
Headache	 YES	 NO_ _____________________

EYES	
Changes in Vision 	 YES	 NO_ _____________________
Far-Sightedness	 YES	 NO_ _____________________
Near-Sightedness	 YES	 NO_ _____________________
Total Vision Loss	 YES	 NO_ _____________________
Eye Pain	 YES	 NO_ _____________________

EARS, NOSE, MOUTH, AND THROAT	
Loss of Hearing	 YES	 NO_ _____________________
Cold Symptoms	 YES	 NO_ _____________________
Ringing in Ears	 YES	 NO_ _____________________
Hoarseness	 YES	 NO_ _____________________
Sneezing Spells	 YES	 NO_ _____________________
X-Ray Exposure to Tonsils, 	 YES	 NO_ _____________________
Adenoids, Thymus, or Face 		

BREASTS
Lumps	 YES	 NO_ _____________________
Nipple Discharge	 YES	 NO_ _____________________
Tenderness	 YES	 NO_ _____________________
Abnormal Changes in Breast Size	 YES	 NO_ _____________________

RESPIRATORY
Wheezing	 YES	 NO_ _____________________
Dry Cough	 YES	 NO_ _____________________
Shortness of Breath	 YES	 NO_ _____________________
Productive Cough	 YES	 NO_ _____________________

CARDIOVASCULAR		
High Blood Pressure	 YES	 NO_ _____________________
Heart Trouble	 YES	 NO_ _____________________
Palpitations	 YES	 NO_ _____________________
Edema (swelling)	 YES	 NO_ _____________________
Chest Pain	 YES	 NO_ _____________________

GASTRONINTESTINAL		
Abdominal Pain	 YES	 NO_ _____________________
Vomiting	 YES	 NO_ _____________________
Nausea	 YES	 NO_ _____________________
Blood in Stool	 YES	 NO_ _____________________
Tarry or Black Stool	 YES	 NO_ _____________________
Hemorrhoids	 YES	 NO_ _____________________
Hernias	 YES	 NO_ _____________________

Heartburn	 YES	 NO_ _____________________
Diarrhea/Loose Stools	 YES	 NO_ _____________________
Mucus in Stool	 YES	 NO_ _____________________
Loss of Appetite	 YES	 NO_ _____________________
Bloating	 YES	 NO_ _____________________
Constipation	 YES	 NO_ _____________________
Excessive Belching	 YES	 NO_ _____________________
Changes in Bowel Habits	 YES	 NO_ _____________________

GENITOURINARY		
Difficulty Urinating	 YES	 NO_ _____________________
Sexually Transmitted Infections	 YES	 NO_ _____________________
Incontinence	 YES	 NO_ _____________________
Kidney Trouble	 YES	 NO_ _____________________
Irregular Periods	 YES	 NO_ _____________________
Erectile Dysfunction	 YES	 NO_ _____________________

NEUROLOGIC		
Dizziness	 YES	 NO_ _____________________
Fainting	 YES	 NO_ _____________________
Muscular Weakness	 YES	 NO_ _____________________
Tingling or Numbness	 YES	 NO_ _____________________
Seizures	 YES	 NO_ _____________________
Nervous Disorders	 YES	 NO_ _____________________

MUSCULOSKELETAL		
Joint Pain	 YES	 NO_ _____________________
Joint Swelling	 YES	 NO_ _____________________
Reddish Coloring at Joints 	 YES	 NO_ _____________________
Stiffness	 YES	 NO_ _____________________
Muscle Pain	 YES	 NO_ _____________________
Muscular Weakness	 YES	 NO_ _____________________
Back Pain	 YES	 NO_ _____________________
Arm Pain	 YES	 NO_ _____________________
Leg Pain	 YES	 NO_ _____________________
Leg Cramps	 YES	 NO_ _____________________
Urge to Move Legs	 YES	 NO_ _____________________

ENDOCRINE		
Thyroid Disease	 YES	 NO_ _____________________
Diabetes Mellitus	 YES	 NO_ _____________________

PSYCHIATRIC		
Depressive Symptoms	 YES	 NO_ _____________________
Anxiety	 YES	 NO_ _____________________
Psychosis	 YES	 NO_ _____________________
Hallucinations	 YES	 NO_ _____________________

ALLERGIC-IMMUNOLOGIC		
Sinus Allergy Symptoms 	 YES	 NO_ _____________________
Allergic Dermatitis 	 YES	 NO_ _____________________
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Patient’s Signature:________________________________________________________________________          Date:____________________________


