Welcome to Our Practice
As o new patient, please fill out the information found below to the best of your ability.

Patiernt ¢ Prwsicaan § Date
Pation rsene - Cruef complaint
-
History of Present lliness:
Locatson I _ Oualety o [ .
(Where & the panigrotmem 7| (Example nonmal virws atrormal coie sctrety oic |
(oo sevare 1 the panproteem o0 & waw of 15 |5 Lewng the most severs |) (Miow 10ng Nawe you 1ad Tvs o v otion. o when O 11 Sl 7)
Timing i Context
(D0ms U Surrviwatiers oo ot & e M tiw /) (Where ware pou #t e oroet of the panyprodiees 7)
Assocsated Modifying
Signe/ ~ Factors 3
Symptoms
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Patient Medical History:

Havo you over had the following (chock “no™ o “yes”, leave Dlank if uncertan);

Measles CINo [ Yes  Verwroal Dvseaso I No Yes  Blood or LINo [ Yes  Pursistent cough o throat clearing not
Murmps ONe DY Ammia B Dwe: PseTussisom L R e
Chichavprn [(INo  [IYe  Blsdder Infctions  TINo [ Yes Back Trouble ONo DV Mitra! Vahwe Protagse CINo 1 Yes
WhoopingCough  [INo  [IYes  Epitepsy O O¥e: BEiow - LMo U0 INe CI'es
Scarlot Fover [INo  [lYes  Magraine Headaches [ No . Yes H hoic [INo [Yes Hepatitis CINo  TYes
Diptither ia CINo  [lYes  Tuberculoss COMNo  [Yes Asthma ONe Dlyes Ulear CINoe  1Yes
Smalipox [INo  []Yes  Dustmtes CINo  [MYes Hvesor Eczema  [INo [ Yes Kidrary Disease _JNo 1 Yes
Prneumona IINo LlYes Cancer LINo Yes AIDS or HIVe ONe = Yes Tryrond Disease '.:No 3\'!5
Rheunstic Fever  [/'No "1 Yes  Pulk CONo  DVYes lalacticins Mcas ONo [ Yes Bleedrg Tendency '_. No ' ;'Ves
Hoart Disease LINo Yes  Glawcoma CNo DOYes o s ONo = Yes (A;:ch":‘?ﬂﬂ* {ONo © -'V“_
Arthrites [INo  [)Yes  Mernin N0  DYes Date of Last chest x-ray: s

Provious Hospitalization/SwrgoriesSerious Hinesses Wren Haospital, City. State/Prow.

Medications (include nonprescnption)

Have you ever taken Fen Phen/Redux? No I Yes
- -
Patient Social History:
Marital status Sege [ Married [ Separates Divorced L Widowed
Use of alcobot Naver [} Rarety L) Moderate [ ity
Use of tobacco Nowr [ ] Previcusly, bot quat I Current packs/tay
Use of drags Never [ Typefrequency
Excessie exposure A
at home o work to Fumes | Dast 1 Solvents Airborne particles [ Noise
Family Medical History:
Aqge Diseases If decensed, cause of death
Father

Motrer

Siblings .

Spouse




Review of Systems: Please indicate any personal history below.

CONSTITUTIONAL SYMPTOMS GENITOURINARY PSYCHIATRIC
Good gerersl health iately —No  Yes  Freguent urinaton No  _Yes  Meomory loss of confusion CRo  lYes
Recers weight change TNo TlYes  Burming or painful ureation No [ ¥es  Nervousness TTNo  _Yes
Fewe TN UlYes  Biood in urine —No T VYes  Depression TTNo [ Yes
Fatgue No  [Yes  Change in force of strain -~ No Yes  Insomnia —No Cl¥es
Headsche CNo  ClYes :*"“"'“‘"‘“ e Mo ye ENDOCRINE
EYES et o v Glancuir or hormone pretlem. (TN CIVes
Eye disease of inpury CiNo  [lves S:‘Y“TH‘ ','~° = Ves Excesstee thirst o urination TINo 7 Yes
Wear glassesicontact lrses CINe  Cves M lumou:uty : l"lNo k“m Heat or cold intolerance [CONo  (1Yes
Blurred or couble vision CiNoe  [Oves ) "o o Siin becoming dryer CONe  [ves
Femase - pan with periods —~No Vs : .
EARS/NOSE/MOUTH/THROAT Pomite - Siopilir parieds No Dlyes %N Nt or giove size CiNo  []¥es
Hearing loss o ringng [::No i:'Ym Femate - vagrol drcharge No (lYes HEMATOLOGICILYMPHATIC ‘
Earaches or cranags CNo DYes Fomade - # of pr ot Stow 1o heal after cuts CNe  ['lYes
- (| — —— ’ . ‘.
a“::-:mmamm.s ‘_fm _‘:n th_,o,m“““m Blowding or brusing tendency :Z:o :,.‘-:es
- TS Fomale - date of st pap smear . . pg ° o o
Mouth sores CONo " Yes Phledits CNoe  UlYes
Bleeding gums L.No L Yes :M..I.OSK(I.ITAL No e Past transfusion ONe  UYes
Bad breath or bad taste CNo  Yes S ~ an Enlarged glands ONe  [IYes
Sore {INo Yes Joint stiffress or swelbng LINo L VYes
TR ; o Weeakness of musches oe joints INo Cves ALLERGICAMMUNOLOGIC
Swollen glands in neck . No Yes o8 " - History of skin reaction of cther adwrse reaction 1o
Muscle pain o cramps ... No Yes g Ehen
CARDIOVASCULAR Back pon No [yes Pemcilinor other antibiotics CNe  TiYes
Heart troutile ~No LYes Morptwre. Demerol. ONe CYe
R R Mo .. Cold extremition I No Yeos oF Other Narcotics
s Ditficusty in watking N0 Yes ~ ~
Puipitation “INo  [Yes Novocain or other anesthetics . No CYes
Shortness of breath walking or No vos  INTEGUMENTARY (skin, breast) Aspirin or other pan remedies UNe  OYes
tying flat Ranh or itchirg No Yo Tetarus antitowen or other senums INo T Yes
Swelling of feet, ankles or hands  (INo  — Yes  Change in skin color Nao Y5 lodine. merthiolate o ONo  CYes
m“m Mnhﬂl’ﬁf\lﬁ No Yo other artiseptics
Crecene o froquet cousgn Tt DOws  Verken v -No W Scdnpedcas
Spmreg up tucos ONs Ows Sremtps W -
Strtrwms of trewen ONe DOws Sremtimp e Ve =
Vitwer g CNe Twes  Bremtdacherg "o W — —
GASTROINTESTINAL SRAmLONCA. - —
Loss of agpetine “No  ClYes  Frequent or recurreg eadecws I No Yos 'nownfood slerges
Crange in bowe! movements ONe DOwves Lo hesdedor duzy iNo v = -
Nouses o vomitng CNo O Yes  Comwlsions of wepures JNo [ Yes A
Numbeess o 1nghng sensat o — No Yes s D
Frequent dasrhes . Nao Yes maronmental allerges
Painful bowe! movemests No Oives Treeon ONe Oves  F e
oF CONStipation Paratysis UNe  UlYes
Ractal tleding or Hlood in stoo! No Yes  Head injury CINo  [Yes m—
Ancomeal pan N0 CYes
AUTHORIZATION & RELEASE

To thw Bt of 1y knowdedge. the questions. on B form have been acour stely amwerod | unders1and that prowdng NCormect nfonmation Can be dangirous 1o my health. It i =y repon
10 inform the docton s office of any changes n my medical status. | 8150 author e the healtncare ST 10 perform [he Rocessary sennces | iy ned

X
Sigrature of patient {of arent/guardian if meor) Date

Doctor's Review:




