Please fill out this information as accurately as possible;
it is part of your medical record.

Name DOB

Email Address for Portal Use:

Reason for visit:
Primary Care Physician

Medical History (Please mark all that apply)
oNO Health Problems

DAdrenal Fatigue oOAlcoholism  oDAllergies

DALS/MS  oOAnemia DArthritis oAsthma

oCancer (type) OCOPD  oDepression/Anxiety
ODiabetes oOFatigue 0OGERD oOEmphysema

oHypothyroid oHyperthyroid oHypertension

OHyperlipidemia oOHeart Disease OHormonal Imbalance

olnsomnia oMigraines OOsteopenia
OOsteoporosis OPCOS  oOPostmenopausal  OSeizures
oSleep Apnea OStroke  oVitamin B or D deficiency

oOther

Surgical History (Please mark all surgeries / years)

DAblation__ oAppendectomy_

oOBreast Augmentation/Reduction__ oBiopsy site

oBronchoscopy__~ oCarpal Tunnel__ oCsection

oColonoscopy__~ oOGallBladder___~ oHeart Surgery
OHysterectomy with or w/o ovary removal

oHip/ Knee scope/replacement (site)

oTonsils/ Adenoids OTubal Ligation___ oThyroid_____

OWisdom Teeth___ oOther

Social History

Occupation Where employed

Q
@ narvywueBBen
‘ weLLNessS

Social Exposures
Do/Did you smoke? o NO
When did you quit?

o Yes, PPD

Did you/do you use illict substances? oOYes ©No
ometh Opot woother

Do you consume caffeine? oYes ©ONo
How many drinks per day?
ocoffee  oOpop Oenergy drinks Otea

Do you drink alcohol?  OYes oNo
How many drinks per day? Type

Doyouworkout? oYes oONo
How often and what type?

Do you wear your seatbelt? oYes ©No

How frequently are you exposed to the sun?
ofrequent Doccassional Orare O remote

Medication Allergies (Please list name & reaction)

How Long employed City of Residence

Retired? oYes oONo
Number of Children

Stay @ home? oYes oONo
Ages of Children

Hobbies/Interests

oSingle oMarried oWidowed oDivorced oStudent

Pharmacy Name and Location

Spouse/Partner Name Occupation
Vaccination Dates Please list all medications and dosages
Flu Shot Pneumonia Shingles Tetanus (Include supplements and over-the-counter meds)
1.
Family History (Please list parent health problems here) 2.
My mother is Dalive odeceased Age 3.
Mother's Health problems 4,
5.
My father is malive odeceased  Age 6.
Father's Health problems 7.
8.
9.
Any family history of (Please note Who - NOT including parents) 10.
OHeart disease oOStroke oOSeizures 11.
oOSleep Apnea aolnsomnia oAsthma 12.
oEmphysema oAllergies oHypothyroid 13.

oCancer/Type:




