NEW PATIENT

Today's Dater
NAME: Primary Physician:
PT. DOB.
PHONE:
MRN: Please completely fill out ihis form
Reaszon for Today's Visit:
Past Surgeries and Serious Injuries: Serlous llinesses and
Hospliaiizations
Yaar Year
18 18
Yaar Year
18, 19,
Yaar Yoar
19 : i 18
Year Year
_20 - a0
Past Medical Histary: (Circle- parsonal medical history) it yes how long/ please
provide details:
+  High blood pressure, Heart attack, Heart Disaase,
Siroke, Blood Clots, Blocked Arteries, Rheumnatic Fever
» Asthma, Tuberculosis or positive TB skin test,
Emphyserna, Pneumonia, Seasonal Allargies
»  Galistones, Hepalitis, Ulcers, Colon polyps,
Diverticulitis, Spastic Colon, Irritable Bowe! Syndroime
» Frequent urinary infections, Kidney stones, other
Kidney disease, Prostate problams
» Diabetes, High Cholesterol, High Triglycerides,
Thyroid Disorder
»  Osteoporosis, Arthritis, Gout
» Anemia, Other Bload Digorder, or Cancer:
Have you ever had a biood transfusion?, {t yos, when?
v Migrzine, Depression, Anxiety, Glaucoma
» Other, Please Describe:
» Do you ses any other physicians on a ragular basis? Yes/No
Who: ; For;
Periodic Health Screening: When was yvour Last;
Mammography. Pap Smear, Colon Exarm:
B/P Exam; .. Flu Vaggine: Tetanus Vaccine:
Pneumaonia Vaccine. Bone Dengitomatry: Prostate Exam
Other__
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Family Medical History
Number
Living Deceased Age Living Deceased
Mother u Q Brothers:
Father -] Q Sistars:
Have any of your family had any of the following disgases? Retlationship

High blood prassure/ Stroke/ Diabetes:_

Heart Attack/ Other Heart Dissase:

Cancer, Type:

Hareditary or Genstic Disorders:

Lifestyle and Social History: (Please circle those that apply to you or fil in the blanks)

Maritai Status: Single/ Married: (# of Times). . How Long______....# of Chiidren
Divorced/ Separated/ Widowed Who do you liva with? . _
Last Grade Completed; . JrHigh High Schoo! Colisge Post-Grad
Currant Cooupation: . , How many hours par week?

Diall Spacial Diet: _ Exercise (Type & Fraequency):

Hobbies and interests;
Caffeine? Yes/ No How many cups par day?

Do you use tobacco products? Yes/ No Type: For how long:

How much: if you quit, when? Are you interested in quitting?,
Alcohol intake: None QOecasional 1-2 dninks par day More than 2 drinks per day
Drugs; None Rarely Occasional Daily Type: _ Quit

Do you feel your life is stressiul? Yas No Source of stress:

How many hours do you sisap per night? Do you wear seatbelts, % of time.
Medications Please list all prescription drugs you are currently taking:
Drug Strength Frequency Drug Strength Fraquency
1. 6.

2, 7.

3. rrei 8.

4, : 8.

5. 10.

Please list all over the counter medications you take:

Do you have any drug allergies?

List drug and type of reaction:
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REVIEW OF SYSTEMS: in genoral, how do you feel? How is your energy level?

Hag your weight luctuated mora than 10 pounds inthepastyear? . Byhawmueh?.

Have you had any favers, chills or night sweaats?

HEENT: Any significant changes in vision? Hearning?

Any pollen allergies or bad nasal drainage? i Other:

RESPIRATORY: Any ehronls cough, chest congestion or shortness of breath?

Any coughing up of binod‘? Other;

CARDIOVASCULAR: Any chest pain, pressure or tightness?,

If &6, what brings it on? Any heart paipitations oF irreguiar heart beat?

Any sdoma or swelling? Any leg cramps with waltking’?

Gl: Any chronic or severe indigastion?, Any pain or difficulty swallowing?

Any nausea or voamiling? Any change in bowel habits, diarhea or constipation?

Any blcod in your siooi?

GU: Any buming with urination?___________ Aay difficulty urinating?

Any tiood in your urine?___ increased fraquency of urination?

Frequency of nighttime urination; [eakage of uring?

MEN: Do you do monthly self-tasticufar exams? - Any lumps o pain noted?
Any impotance or sexual dysfiunction? Medical treatment dasirod?

WOMEN: Do you perform monthly seff-breast exama?________ Any breast pain, discharge or fumps?

Are monsirual pariods raguiar? Date of lasl perod;

Any vaginal discharge, discomfort or unexpected bleeding?,_____________ Any pain with intercourse?

Mathod of contracaption: Date of menopause or hysteractomy:

Any impotence or sexual dysfunction?__ Oiher;

MUSCUL OSKELETAL.: Any chronic of bothersome asthritis or joint pain? ... 50, which joints?

ATy chronic or sgvere back pain?

Any unusual muscle aches or cramping?

SKIN: Any skin lesions that ara growing, changing or needing atfention? What area?,

SLEEP: Are vou sieeping weil? Number of hours pet night:
PSYCHOLOGIG: Is stress leval high, iow or average? Any leslings of anxiety, deprassion or
nervousnessy |
NEUROLOGIC: Any chronic or unissus! headaches? —— AflY numbness
or tinging?. Any lightheadednass, dizziness of fzinting spelis?

OTHER:
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