
Patient Name:______________________________________________ Date:________/________/________

PAST SURGERIES
1. 6.
2. 7.
3. 8.
4. 9.
5. 10.

DRUGS, MEDICATIONS, VITAMIN OR HERBAL SUPPLEMENTS �  Taking no medications
Please list names of medications, dosage, and how many times you take a day. (If names not known print what they are for and bring them with you.)

ALLERGIES TO MEDICATIONS:            �  No Known Allergies
What happens when you take these medications?

1. 6.
2. 7.
3. 8.
4. 9.

1.
2.
3.
4.
FAMILY HISTORY:

If Living If Not Living Check if any member has or had
Age Age Cause of death Diabetes Heart

Trouble
(heart attack
at what age)

High Blood
Pressure

Cancer (what kind?)

Father
Mother
Brothers

Sisters

1.
2.
3.
1.
2.
3.

5. 10,

PAST HISTORY (have you had)
Check all that apply to you.

� Seizure ______________________
� Stroke / TIA __________________
� Head Injury (when)____________
� Congestive Heart Failure________
� Heart Attack (when)____________
� Internal Defibrillator
� Pacemaker
� Angioplasty � Stent
� Valve replacement

� High Blood Pressure
� Ulcer
� Liver Disease � Hepatitis
� Kidney Disease � Kidney Stone
� Diabetes
� Thyroid Problems
� Arthritis
� HIV or AIDS
� Cancer / Tumor (site)______________

� Bleeding Disorder
� Clotting Problem
� Anemia_______________________
� Blood transfusion (year)__________
� High Cholesterol
� Asthma
� Emphysema
� Depression
� Alcoholism �  Drug Abuse
� Attempted Suicide
� Chronic pain

SOCIAL HISTORY Marital Status?    S    M    W    D
Do/Did you smoke?   Yes  /  No  If yes, # Packs?_____  How long?_____  Date quit?_______
Do you consume alcohol? � No  If yes, drinks per day?________  Last drink?__________ Do you drink caffeine?  If yes, cups per day?______
Do you use recreational drugs? �  No    If yes, list__________________________________________________________________________
Do you live alone?  � Yes  �  No  Who is your support person?________________________________________________________________
Do you function independently at home?  � Yes   � No - comment_____________________________________________________________
Do you need assistance with daily activities?    � Yes    � No - comment________________________________________________________
Do you have needs related to your spiritual / cultural / language background?  � Yes    � No_________________________________________
Are you afraid of anyone in your home or anyone close to you?  �  Yes    �  No    Have you recently been slapped, kicked, punched, verbally
abused or threatened by anyone close to you?  �  Yes    �  No    Has someone stopped you from seeking care?    �  Yes    �  No
Do you have a living will or durable power of attorney?    �  Yes    � No

Other

Physician Initials____________________________________ Date reviewed:______________________________


