	I. Medical History:    

	1. Medical Problems:  ( NONE  (please mark current or past problems)
	2.  ALLERGIES     ( NONE   ( Bee Sting   ( Peanuts ( Shell Fish  

 Medication:   ( Sulfa   ( Penicillin    ( Other:  


	Ear Nose Throat

( Hearing loss ( Recurrent Ear Infections  ( Nasal  Allergies   ( Recurrent Throat infections  (
Eyes
( Glasses/ contacts ( Glaucoma  ( Cataract ( Amblyopia    ( Strabismus  

(
Endocrine

( Diabetes    ( Thyroid disease (Hypothyroid, Hyper thyroid, Nodule) ( Pituitary Adenoma  

(
Heart/Vascular

( Heart disease (ex.  Coronary Artery Disease,  Heart Attack, Congestive Heart Failure)  

(  High Blood pressure  ( High Cholesterol  

( Arrythmia ( ex. Atrial Fibrillation, Supraventricular tachycardia) 

(
Gastrointesinal

(Gastric Reflux (GERD) ( Peptic Ulcer (stomoch/intestine)  ( Irritable Bowel 

( Hemorrhoids ( Hepatitis  ( Crohns   ( Ulcerative colitis 

(
Kidney/Urinary

( Kidney Stones  ( Kidney Disease  ( Urinary Incontinence 

(
Lungs / Respiratory

( Asthma ( Chronic Pulmonary Disease (COPD) ( Sleep Apnea 

(
Neurologic

( Stroke (CVA)  ( Seizure ( Multiple Sclerosis ( Carpal Tunnel 

(
Psychiatric

( Depression  ( Anxiety/ Panic   ( Attention Deficit Disorder  

(
Orthopedic

( Back pain   ( Neck Pain    ( Rheumatoid Arthritis ( Lupus  

( Fibromyalgia  ( Osteoarthritis   Location:  

(
Skin

( Acne ( Eczema ( Psoriasis 

(
Female/Reproductive

( Endometriosis ( Polycystic Ovarian Syndrome  ( Uterine Fibroids 

( Abnormal Pap Smear  (ASCUS / LGSIL / HGSIL)

(
Male/Reproductive

( Benign Prostate Hypertrophy  ( Erectile Dysfuncton 

( Hydrocele/Varicocele/Spermatocele  (
Cancer

( Breast ( Prostate ( Lung ( Melanoma ( Lymphoma ( Leukemia ( Testicular

( Cervical   ( Ovarian ( 
Other:

	

	
	3. Medications:  (include herbal supplements)   ( NONE   ( See list  
Drug Name:                 Dose (ex 100mg)     Frequency (ex. Once daily, twice daily)



	
	4.  Hospitalizations / Surgeries/ Procedures:  (  NONE  
 Date:                                       Description:                            


	
	5. Family Medical Problems: ( NONE  ( Unknown
( F=Father, M= Mother, S= Sister,  B= Brother,  A=Aunt, U= Uncle,  MGM=maternal Grandmother ,  MGF= Maternal Grandfather,  PGM= Paternal Grandmother, PGM = Paternal Grandmother) * include age at diagnosis if known
(  Diabetes:                                                                                
  Heart Attack: 

  Coronary Artery Disease:
(  High Blood pressure:

· High Cholesterol:

· Stroke:

(  Depression / Psychiatric: 

(  Cancer (list type)

· Other significant Family Medical Problems



	
	6. Immunizations:  ( Up to date    ( Needs updating  ( Unknown      
Last Tetanus: (Year) _______     (( >10 years ago)

	II. Social History: 

	Tobacco use:  ( Yes  ( No   ( Past Use   ( smoke   ( chew

Age started:___________         Quit (Date:_____________)    

Packs per day:     ½     1     1 ½      2  
Alcohol use:  ( Yes  ( No  ( Past Use  

( Rare   ( Social   ( Regular use 

Do you have a history of heavy use (abuse / dependence):  (Yes  ( No    

Type:  ( Beer   ( Wine  (  Hard liquor  

Caffeine use  ( Yes (  No     

Type: (  Cola  (  Coffee   ( Tea
Cups/Day: __________

Nutrition:  ( Well balanced ( Frequent snacks / fast foods 

( Frequent missed meals ( Overeating
	Exercise: ( Regular (3-7 x /week) ( Infrequent ( Rarely 

Type: 

Pets: ( Cat  (  Dog  (  Bird (  Other

Family: ( Married ( Single ( Divorced ( Separated ( Widow (er)
Siblings: Brothers # ______ Sisters # _________

Children: Boys #______ Girls#________

( Adopted
Occupation: 
Interests/ Hobbies: 


	Name:                                                                   Signature:                                                           Date:


