Chief complaint: What is the reason for your visit today?

Past Medical History: (list any medical problems that other doctors have diagnosed)

] High blood pressure[ | Alzheimer’s/ Dementia[_|Diabetes {sugar)[_]Cancer[ ] Depression [ Anxiety [ ]Seizures/Epilepsy

[IStroke [ Migraine/Headache [ JHeart disease [CJother

Have you had Blood work, MRI, CT S¢an, EMG, EEG? OYes OnNo If so, WHEN & WHERE:

Surgeries/Operations: Year:

List your prescribed Medications and Over-the-Counter meds, such as vitamins & inhalers: (name, dosage, & directions/frequency)

1. 2, 3. 4.
5 6. 7 8
9. 10. 11. 12.

Allergies to medications: (name of medication & reactions)

Caffeine:Dnone Dcoffcc [ tea [Jsoda # of cups/cans per day:

Illicit Drugs: Do you currently or have you ever used recreational or street drugs? (O yesQOno
Have you ever given yourself street drugs with a needle? OyesOno

Tobacco: Do you currently or have you ever used tobacco products? O yes Qo # of years or year quit
[ICigarettes - pks/day [IChew - #/day [CIPipe - #/day [Ccigars - #/day
Aleohol:[_Inever[ Joccasional Imoderate Cheavy
How many drinks might you have in a typical week? COBeer[ JWine [ ILiquor CJOther
Current weight: lbs.  weight loss/gain in the last year: +/ - lbs. average # of meals/day:
Height: ft.  in
Family age at | Significant health problems or age at | Significant health problems
History: age | death | cause of death death | or cause of death
Father Grand- Maternal
Mother Parents | Patemal
Brother (s) . Son (s)
Childr
Sister (s) en Daughter (s}
Has anyone in your immediate family had:
High Blood Pressure(QYesClNo Stroke QvesQOrio

Heart Disease OryesQOiNo Depression/anxiety (BYesClNo

Cancer CivesONo Epilepsy CavesONo

Diabetes OvesONo Migraine OrvesQnNo




	undefined_4: 
	I: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	IO: 
	11: 
	12: 
	ofyears: 
	or year quit: 
	D Cigars  day: 
	Father: 
	age at deathMaternal: 
	Significant health problems or cause of deathMaternal: 
	Mother: 
	age at deathPaternal: 
	Significant health problems or cause of deathPaternal: 
	Brother s: 
	age at deathSon s: 
	Significant health problems or cause of deathSon s: 
	Sister s: 
	age at deathDaughter s: 
	Significant health problems or cause of deathDaughter s: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Text17: 
	Group11: Off
	Text20: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Text25: 
	Group12: Off
	Group13: Off
	Group14: Off
	Check Box26: Off
	Text27: 
	Check Box28: Off
	Text29: 
	Check Box30: Off
	Text31: 
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Text37: 
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text50: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Group15: Off
	Group16: Off
	Group17: Off
	Group18: Off
	Group19: Off
	Group20: Off
	Group21: Off
	Group22: Off
	Text8: 
	Text9: 
	Text10: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 


