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MEDICAL HISTORY INTAKE FORM

Please complete all sections to assist us in providing you and your family with the best healthcare.

Last Name First Name mi DoB
MEDICATIONS
List all medications you take, prescription and non-prescription and their dosage: [] NO MEDICATIONS

Medication Dose Times per Day
1.

2.

3.

4,

5.

6.

7.

MEDICATION ALLERGIES
Do you have Allergies or Intolerance to medications? If yes, to what & what reaction? 0 NONE

MEDICATION REACTION

SURGICAL HISTORY
TYPE (specify left/right) DATE LOCATION/FACILITY

SPECIALIST & OTHER PROVIDERS
SPECIALTY LOCATION & PHONE NUMBER



PERSONAL MEDICAL HISTORY
Please indicate if you have ever experienced any of the following conditions. Please include the date of experience.

Alcoholism/ Drug abuse
Alzheimer’s Disease
Asthma
Heart Disease
Diabetes
High Blood Pressure
High Cholesterol
Kidney Disease
Mental Illness
Seizures/Epilepsy
Stroke

Cancer
Type:

TN [

L DO e e e

O Acid Reflux __ 1 O copD __/ O Irregular Heart Rhythm /.
O Alcohol Dependence __/___ [Ocrohn’s Disease _ /| OKidney Stones -
O Allergies ] O Depression _ 7 O oOther Kidney Disease =~/
O Anemia ! O Diabetes Type | / /
O Anxiety ! O Diabetes Type Il ___/______ [OlLiver Disease Y
O Arthritis __ /| ODiscDegeneration ____ /[ Migraines ]
O Asthma ! O Emphysema __/______  [OObesity Y
O Blood Clots _/__ OGallbladderStones ____ /[ Osteoarthritis -
O Cancer __ /| OGoiter ___ /| OOsteoporosis ]
Type: _/_ OGout ____/_____ | ORheumatoid Arthritis | ___/_____
O Chest Pain _/__ [OHeartAttack __/____ [OSciatica |
O Chronic Bronchitis __ /[ Heart Disease ___/______ OsSeizures/Epilepsy ]
O Chronic Headache / / O Sleep Apnea Y S
O Chronic Kidney Disease /[ Heart Failure __/___ [OStomach Ulcer -/
O Chronic Neck Pain __ /| OHepatitis _/_____ [Ostroke (CVA) Y
O Chronic Sinusitis _/__ [OHighBloodPressure /[ Substance Abuse -
O Circulatory Disease - [ High Cholesterol Y A [ Thyroid Disease Y S
O Colitis _ O 1BS __/____  OTinnitus -
O Congestive Heart Failure =/ O Insomnia Y A O Tuberculosis Y S
FAMILY HISTORY
Please check if any family member has had any of the following conditions:
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SOCIAL HISTORY

TOBACCO USE  Smoke Cigarettes? Y N (Ifyou never smoked, please move to Alcohol Use)

Current: Packs/day  # of Years Past: Quit Date: Packs/day  # of Years
Other Tobacco (check one): Pipe iga Snuff Chew

ALCOHOL USE Do you drink alcohol? (][] Beer Wine Liquor # of Drinks/week:
Former: Quit Date:

CAFFEINE Do you drink caffeine?|:| l:l Type? Amount Daily?
EXERCISE Do you exercise regularly?|:||:| If no, why?

What type of exercise?

Do you give permission to receive blood transfusion if medically necessary? [_] Yes[]1No

What is your preferred pharmacy:

Pharmacy:

Phone Number:

Address:

HEALTH MAINTENANCE

Please include the date

History and Physical oYesoNo _ / Pulmonary Function Tests = 0 Yes o No /
Stool cards/IFOBT oYesoNo _  _/ EKG o Yes o No /
Colonoscopy oYesoNo ___ / Eye Exam o Yes o No /
DEXA Scan (Bone Density)y ©OYesaoNo __ / Foot Exam o Yes o No /
Pap smear oYesoNo ___ / Influenza Vaccine O Yes 0 No /
Mammogram oYesoNo __ / Pneumococcal Vaccine o Yes o No /
Cardiac Stress Test oYesoNo __ / Tetanus Vaccine O Yes o No /
Echocardiogram oYesoNo __ /
Patient Signature Date Provider Signature Date
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