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medical history

surgery history

family history

today’s date
              /              /
Patient’s Name Date of Birth

              /              /

other medical history

comments

YES no YES no YES noconditioncondition condition
Anemia
Anxiety
Arthritis
Asthma
Auto Immune Disease (Lupus, RA)
Bleeding Problem
Cancer
Congestive Heart Failure
Chronic Kidney Disease

coronary artery disease
deep vein thrombosis
depression
diabetes mellitus
GI disorders
Gout
Hepatitis
high cholesterol
high blood pressure

kidney stones
neuromuscular conditions
neuropathology
polycystic kidney
retinopathy
sleep apnea
stroke
thyroid disease
recurrent uti’s

YES no YES no YES nosurgerysurgery surgery
Adenoid removal
appendix removal
brain surgery
cabg
gall bladder removal
colon surgery
cosmetic surgery

other medical history

comments

eye surgery
fracture surgery
gastrostomy
heart surgery
hernia repair
joint replacement
lymph node biopsy

prostate surgery
small intestine surgery
spine surgery
umbilical hernia repair
valve replacement
vasectomy
vp shunt

added problem

comments

add a family member

relationship name

Mother

father

sister

brother

daughter

son

sibling

patient adopted

no
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alco

ho
l abuse

arthritis
asthm

a
birth defects
cancer
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depressio

n
diabetes
drug

 abuse
early death
hearing

 lo
ss

heart disease
hyperlipidem

a
hypertensio

n
kidney disease
kidney sto
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learning
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intellectual disabilities
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patient name

current medications

social history habits details

social history status details

medication name dose medication name dose

are you allergic or intolerant to any medications?  ❑  no     ❑  Yes, please list below
medication name allergy reactionintolerance

(including over-the-counter and herbal medications)
Please bring all medication bottles to your appointment (preferred), or list your current medications below, or attach a current list of medications.

current marital status

living arrangements

Occupation

Tobacco use

Vaporizer use

Alcohol use

Recreational drug use

❑ Married	 ❑ Single	 ❑ widowed	 ❑ divorced	 ❑ separated
❑ Alone	 ❑ spouse / partner	 ❑ Family Member
❑ Assisted Living Facility / nursing home / group home

❑ Retired	 ❑ Student	 ❑ unEmployed
❑ Employed, Occupation _____________________________________________________________________

❑ Current User	 ❑ Former User 	 ❑ Never used 	 ❑ Unknown

❑ Current User 	 ❑ Former User 	 ❑ Occasional	 ❑ 1-2 per day	 ❑ 3 or more/day	
❑ Never used	 ❑ Unknown	

❑ Current User 	 ❑ Former User	
❑ Never used	 ❑ Type: ___________________________________________ Year Quit: _______________

❑ Current       OR	 ❑ Former User 
❑ Unknown	 ❑ Never used		
Type:  	 ❑ cigarettes	 ❑ chewing tobacco	     ❑ pipes      ❑ snuff      ❑ cigars
If a Former user, year quit: _______________    
How often do you currently, or did you, smoke?
    ❑ Everyday	 ❑ Some Days	 ❑ Unknown

     ❑ Nsaid Use (Ibuprofen, Motrin, Advil, Aleve, Excedrin) not tylenol


