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Patient Name____________________________    Today’s Date_______________________ 
Date of Birth_____________________________   Occupation_________________________ 
Primary Care Provider_________________________ Phone___________________________ 
Referring Physician(if not PCP)__________________ Phone___________________________ 
Other Care Providers__________________________ Phone___________________________ 
Main Concern(s)/Reason for visit today____________________________________ 
ALLERGIES (Please include type of reaction to each allergy listed)__________________ 
______________________________________________________________________________________ 
MEDICATIONS (Both prescription and over-the-counter including herbal,vitamins,etc) 
Please include another page if needed. 
Name of medication and dosage 
1._________________________________________       5._______________________________________ 
2._________________________________________       6._______________________________________ 
3._________________________________________       7._______________________________________ 
4._________________________________________       8._______________________________________ 
______________________________________________________________________________________ 
HOSPITALIZATIONS/SURGERIES/PROCEDURES (Please include exact date or at least year) 
__________________________________________      _________________________________________ 
__________________________________________      _________________________________________ 
______________________________________________________________________________________ 
FAMILY HISTORY (List any health problems of your         SOCIAL HISTORY (Circle all that apply) 
mother, father, siblings, children or grandparents only) 
_________________________________________     Current smoker    yes/no    number of cigarettes per day   
          Previous smoker yes/no     date quit:           
_________________________________________        Alcohol use          yes/no     number of drinks per day             
_________________________________________        Exercise               yes/ no    number of days in a week 

_________________________________________        duration/type of exercise________________________ 
______________________________________________________________________________________ 
PERSONAL HISTORY_(Previous health problems) 
1._____________________________    5. ____________________________   9._____________________ 
2. ____________________________     6. ____________________________  10._____________________ 
3. ____________________________     7. ____________________________  11._____________________ 
4. ____________________________     8. ____________________________  12._____________________ 
______________________________________________________________________________________ 
REVIEW OF SYSTEM  (Circle current problems/symptoms you are experiencing now in past 1 month) 
qWeight gain   
qWeight loss 
qFatigue 
qEasy bruising 

qDifficulty breathing 
qBreast Pain 
qBreast Discharge 
qBreast Enlargement 

qPain in feet  
qFractures 
qMuscle aches 
qChange in hand size 

qExcessive urination 
qHeat intolerance 
qHot flashes 
qFlushing 

qExcessive sweating 
qBrittle nails 
qRash 
qChange in skin color 
qDry skin 
qStretch marks 
qDarkening of skin 
qPeripheral vision loss 
qWorsening vision 
qBlurred vision 
qBulging eyes 
qHeadache 
qDouble vision 
qHoarseness 
qSnoring 
qInability to smell 
qChange in dental bite 
qChange in head size 
qNeck pain (front) 
qSwollen glands 
qNeck lump 
qNeck swelling

qChest pain/discomfort 
qLeg pain with exercise 
qPalpitations 
qAbdominal pain 
qConstipation 
qDiarrhea 
qDiarrhea with milk 
qDifficulty swallowing 
qNausea 
qVomiting 
qPain with swallowing 
qImpotence 
qAbnormal periods 
qPain with intercourse 
qPain with urination 
qKidney stones 
qBone pain 
qBack pain 
qJoint pain 
qMuscle cramps 
qMuscle weakness 
qPain in hands 

qChange in foot size 
qDizziness 
qFainting  
qWeakness 
qLightheadedness 
qDizziness with standing 
qChange in concentration 
qChange in memory 
qFrequent falls  
qEmotional swings 
qNumbness in hands/feet 
qBurning in hands/feet 
qAnxiety 
qDepression  
qDifficulty sleeping 
qAcne 
qDecrease in appetite 
qIncrease in appetite 
qFeeling full before  
   done eating 
qCold intolerance 
qExcessive thirst 

qExcess face/body hair 
qLoss of hair 
qDecrease in height 
qDecrease in sex drive 
qOther_____________ 

Local Pharmacy: 
_________________________ 
 
Mail Order Pharmacy: 
_________________________ 

ksman
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Height:______________

Weight:_____________




