Patient: DOB: Date:

Patient information and history form:
List past and current health problems:

List current medications and doses, including over the counter medicines:

List surgeries you have had:

List of all allergies:

Do you smoke? YES NO If yes how much per day:
Do you drink? YES NO If yes how much per day:
Please check all the boxes that apply to your family history:

5 ) Family History  Adopted [

Self Mother Father Brother Sister Grandparent Aunt  Uncle Child
Arthritis O O O O O O O O O
Asthma [l O O O O [l O O 0O
Bleeding Tendency D |:| D |:| |:| D D D D
Cancer ] O O 0O O O O O O
Dementia ] O O O OJ O O O O
Depression ] O O 0O [l O O O O
Diabetes O O O O OJ O O O O
Gout o 0O 0O O O O O O O
Heart Disease O O O O OJ O O O 0O
High Blood Pressure [ O O 0O O O O 0O O
HighCholesterdl [ [ [J [ O O O 0O 0O
Kidney Dizease ] O O 0O OJ O O O O
Stroke [l O O O OJ O O 0O O
Seizures ] O O 0O O [l O 0O 0O



