PATIENT PERSONAL HISTORY' Patieat No.:

" Failure to give 48 hour cancelation potice will vesult in o $100 No Show Fee. -

. Please bring your insurance card and Appointment Date:
medications with you on your appointment date, - L _

Confidential Record: Information contained here will not be released excépt when you authorize us to do so.

- Last Name First Middle 7 . Birth Date Age
Address City } .State . Zip ‘ Home Phone
Sotial Security Number Employer Name ' Business Phone/Cccupation
Insurance Company Insurance Nurnber Cell Phone ‘
Secondary Insurance Company - Insurance Numbar aE Satus p ,
o116

Emergency Contact; L Relationship:

Address: _ Phone Number:
Date of Last Examination; : Doctor:
Family or Referring Physician: Address:

Reason for Today’s Visit:

Is this Visit Worker’s Compensation Related? Y El N |:|

If Yes, who is;ﬁnéncia}.ly responsible for this visit?

PAST MEDICAL HISTORY: = PAST SURGICAL HISTORY:
High- Blood Pressure Y |:| N L_:I Coronary Bypass - | Y |:| N D
Diabctés | ' Y |:| N I:l Heart Valve 'Surgcry Y D N I::J
High Cholesterol Y !:I N I:l Pacemaker/Defibrillator Y D N ,D
Other: :  Stents/Angioplasty Y I___l N D
Other: o | Other:
Other: : Other:
Other: Other:

| Other:

Please List Allergies Below:




. Concerns/Additional Medications:

/""—




Family History: D d
ecease

_'T Relationship Age Sex ' Medical Problems Age at Death . Cause
Father : ’
Mother
Brothers/Sisters
Children-

Do you know of any blood relative who had or has: (Civele and give velationship)

Stroke: : Cancer: . ' High Blood Pressure:

Diabetes: Heart Discase: .High Cholesterol:

Medications (prescription and non-prescription}: .
We highly recominend that you bring all the bottles (mcludmg over the counter drugs) to the visit. Othmw;se, plcase list all of the medica-

tions, strength, and number taken below. s
Medication Name ‘ Dosage . Frequency

10.

Please list additional medicines on the back of the page

Vitamins? ' Y N Please List:
Herb (eg. Teas/drinks)?" Y N Please List:
Oral Contraceptives? Y N Please List:




IS

~ #Occup_ation': Employer: | Y
i) R_.etil‘cd' _ [] Disabled A

Tobacco Use: - D N|:|- - Atnounﬁ: How Long: .Ytalll'léteppc:jd:
Alcobol Use: ' Yl:l N D “Type: | ‘Quantity: . Ercqﬁ;ncy:
Iicic Diug Use: Y D N |:| - 'I:'ypc{:; ' ' I—Iow Loug: I : Pfcqucn;y:

. Coffee Use: .Y|:| N D Amount; -ﬁow Long: . Frcéﬁcmﬁ |

¢ Tea Use: 4 D N |:| ' Amount:f ‘ ‘How Long: ___ F:requenﬁyz‘

.+ Soft Drink Us';:" | YD N I:' Amount: ___ How Long: Frequency:
Bxercise Reguladly? Y D N |:| | What iind: _ ‘How Oft;n:

Review Of Systcms'

Have you recmtly had any of the followmg pmblcm’ (Pieme check all thm: apply )

Chifis
Headache

Major Weight
Change

Appetite Loss
Snoring

Stop Breathing
During Sleep

Sleap on More
Than 1 Pillow

Chest Pam
High Blood

Pressure
>ontrofled

| incoentrolled

Varicose Veins
Swelling in
Ankles/Feet

k)

s

“Ulcers on Feet

'ﬂi

Unexplained
Hair Logs

Wheezmg
Cough

Shortness of
Breath

ith exertion -

fthout exartian
Asthma
Emphysema

o

Tremors

Dizziness
Numbness”
Arm/Leg Weakness

Allergies . -
Hay Fever -

Abdomiinal Pain
Diarrhea .
Constipaiion
Nausea/Vomiting
Heartburn

| |Mucous in the -
— " Stool

|:| Blood in Stod}

Joint Paia

Neck Pain

Back Pain
Leg/Hip Pain
When Walking —

Anxisty

Menstruation

‘l.:_ *»'i,‘-l‘;f"" )_,iz. .
B & s g

Depression

. Difficulty
Urinating
Painful

Urination

Frequent
Urination

Blood in Uring

Urnate More
Than Twice
At Night

TR Lo RESER A
; BRI

SR

Biood Clotting
Problems

D Unexplained

Bruising

R

it
Swollen Glands

- Ear infectron
- Sore Throat
- Sinus Problems

. Difficuty

Swallowing
| Hoarseness -

Sy

Blurred Vision
Double Visian
Eye Pain
Cataracts
Glaucoma

Unusual Stres_s
Eating Disorder
Suicide Attempt

et

Thyroid Problems
Hot Flaghes
__ Cold Intolerance

" Pap Smear__/__ [

tate Exam __ / /. —
Difficully-with Erections ‘ Breast Exam __./_._'_/.___ No. of Pregnancies.
Date of last: Pneurmovax __ /[ Flushot __{ /. Tetanus __/__{__ Colonoscopy __/__/
Date __ ¢/

Patignt Signature:

Physician -Signature:




