
Name _______________ �D�a�te�------

Reason for visit today: ______________ _ DOB 

Occupation: Highest Level of Education: 

Who lives at home? Marital Status 

Previous Hospitalizations/ Major injuries/ Surgeries 

Year Hospitalization/Injury/Surgery Reason Year Hospitalization/Injury/Surgery 

Past Personal as well as Family Medical History 

Please specify if you yourself or a close blood relative has/had any of the following conditions 

Condition SELF FAMILY MEMBER Condition SELF FAMILY 

Recent Kidney/Bladder 

weight loss problems 

Migraines Neurologic 

conditions 

Epilepsy/ Arthritis 

Seizures 

Eye Disease Osteoporosis 

Hearing Cancer 

Disorder (type/site) 

Nose/Sinus Thyroid 

problems problem 

Chest pain / Diabetes 

heart attack 

Heart failure Bleeding or 

or valve clotting issue 

problems 

High Blood Prior Blood 

Pressure transfusion 

Lung Mental Health 

Disease including 

(COPD or depression 

Asthma) 

Bowel Substance 

Problems Abuse 

Liver disease Other 

Hepatitis 

Tobacco Use Yes / No / Quit How many packs / day? # of years? 

Alcohol Use Yes / No / Quit How many drinks/ weekday? Per weekend? 

Illicit Drug use Yes / No / Quit Which? # of years? 




