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Patient History and Information

DEMOGRAPHIC INFORMATION

Patient Name: Date of Birth: Sex: LIM UF
Race: Religion: Marital Status: LM UJS [ID W
Address: City: State: Zip:

Phone: Alternate Phone:

Email: Social Security #:

Employer: Retired? LJY LIN Date of Retirement:

Emergency Contact: Relation:

Phone: Pharmacy:

SOCIAL HISTORY

Smoker: [Current every day smoker Smokeless Tobacco: LICurrent user
[IFormer smoker LIFormer user
[INever smoker [LINever used
Do you drink alcohol? LY [IN # of Drinks/week: Do you use recreational drugs? 1Y LIN

ALLERGIES [INo Allergies
ALLERGY ALLERGIC REACTION

MEDICATIONS
MEDICATIONS (list all) DOSE TIMES PER DAY
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VACCINATION AND HEALTH MAINTENANCE SCREENING HISTORY

Tetanus Booster (TdaP) Date: Cholesterol Date:
Flu Vaccine Date: Colonoscopy/EGD Date:
Pneumonia Vaccine Date: Mammogram Date:
Zoster Vaccine (Shingles) | Date: Bone Density Date:

PERSONAL MEDICAL HISTORY

DISEASE/CONDITION | CURRENT | PAST DISEASE/CONDITION CURRENT | PAST
Alcoholism/Drug Abuse High Cholesterol
Asthma Thyroid Disease
Cancer (type: ) Liver Disease
Depression/Anxiety Renal (kidney) Disease
Diabetes Seizures
Emphysema (COPD) Anemia
Heart Disease Stroke
High Blood Pressure Other:
SURGERIES
SURGERY (specify left/right) MONTH/YEAR
FAMILY MEDICAL HISTORY
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Mother
Father
Brother
Sister
MGM
MGF
PGM
PGF

If you need more room on any section, please write on a blank sheet of paper and attach.




