









	List medication dose and how you take 1: 
	List medication dose and how you take 2: 
	List medication dose and how you take 3: 
	List medication dose and how you take 4: 
	List medication dose and how you take 5: 
	List medication dose and how you take 6: 
	List medication dose and how you take 7: 
	List medication dose and how you take 8: 
	List medication dose and how you take 9: 
	List medication dose and how you take 10: 
	List medication dose and how you take 11: 
	List substance and reaction type 1: 
	List substance and reaction type 2: 
	List any food allergies: 
	List any prior surgeries or serious injuries in life and approximate date 1: 
	List any prior surgeries or serious injuries in life and approximate date 2: 
	List any prior surgeries or serious injuries in life and approximate date 3: 
	List any prior surgeries or serious injuries in life and approximate date 4: 
	List any prior surgeries or serious injuries in life and approximate date 5: 
	having problems from this condition 1: 
	having problems from this condition 2: 
	having problems from this condition 3: 
	having problems from this condition 4: 
	having problems from this condition 5: 
	having problems from this condition 6: 
	having problems from this condition 7: 
	having problems from this condition 8: 
	having problems from this condition 9: 
	having problems from this condition 10: 
	having problems from this condition 11: 
	having problems from this condition 12: 
	If yes please explain 1: 
	If yes please explain 2: 
	1: 
	Half Siblings blood related 1: 
	Half Siblings blood related 2: 
	Any significant illness in grandparents aunts uncles cousins or children 1: 
	Any significant illness in grandparents aunts uncles cousins or children 2: 
	Any breast ovarian colon prostate cancers in family: 
	Any bleeding or clotting problems in family: 
	Children Grandchildren: 
	0 cc up a ti on Highest Education: 
	Number of years smoked Number of packs per day: 
	Prior Quit date: 
	Current: 
	Number of drinks per day How many days per week: 
	Current_2: 
	Diet: 
	Exercise Type How Often: 
	Caffeine include coffee cola tea List: 
	Substance Abuse: 
	List past or current use: 
	Date of last physical exam: 
	Female Last Pap: 
	Male Last PSA: 
	Last Mammogram: 
	Was either ever abnormal: 
	Stress test Cardiac calcium CT score Carotid Ultrasound: 
	Iron levels checked Colonoscopy Aorta ultrasound: 
	Bone density for osteoporosis Chest xray: 
	Dermatology visit: 
	Cholesterol checked: 
	Hearing test Eye exam: 
	Last tetanus: 
	Have you had a pneumonia vaccine: 
	Have you received a shingles vaccine: 
	Do you get influenza vaccines: 
	Are you allergic to eggs: 
	Ever have a positive PPD TB skin test: 
	Ever have Hepatitis A or B vaccines: 
	Ever have illness traveling outside the US: 
	PATIENT NAME: 
	Group6: Off
	2: 
	0: 
	1: 

	1_2: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 



	Text7: 
	Text8: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	Text9: 
	Text10: 
	0: 
	0: 

	1: 
	0: 


	Text12: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	Text13: 
	0: 
	0: 
	1: 

	1: 
	0: 


	2_2: 
	0: 
	1: 

	Relationship Status: Off


