New Patient History Form

Name:

Date:

Age: Date of Birth: !/ Sex: M F
M D Y
Chief Complaint:
PAST MEDICAL HISTORY
Have you ever had any of the following:
Check each item Yes | No | Check each item Yes | No | Check each item Yes | No
Heart disease _ Lung disease Stomach ulcer
High blood pressure Asthma Gallbladder disease
Rheumatic fever Emphysema Gallstones
Heart murmur Pneumonia Liver disease
Enlarged heart Tuberculosis Hepatitis
Phlebitis Pleurisy Kidney stone
Blood clot Thyroid trouble Kidney infection
Cancer Anxiety Stroke
Back disorder Depression Epilepsy
Diabetes Lupus Convulsion
Venereal disease Rheumatoid arthritis Other
List Present Medications:
Name Strength How Often Taken Name Strength How Often Taken
1.
2.
3.
4, 10.
5. 11.
B. 12.
List All Medication Allergies:
Medication Reaction Medication Reaction
1. 4,
2. 5.
3. 6.
PERSONAL HISTORY
Your hospitalizations: ( YNone Year Hospital
liinesses (kind):
Surgery (kind):
Have you ever had a bone density test? No Yes

If yes, when?

Are you ( )right handed

( )left handed




FAMILY HISTORY Do you have a family history of:

Your Father Alive Cause of Death No Yes
Dead
_ 1. Heart Disease e
Your Mother Alive 2. High Blood Pressure
3. Diabetes
d _
pea 4. Stroke
Your Brothers No. Living 5. Cancer (location)
and Sisters 6. Thyroid Disease
Total # No. Dead 7. Other Disease
Your children: Number living: List any serious diseases in children:
Number deceased children: Cause:
SOCIAL HISTORY
Occupation: ( )Retired ( )Disabled ( )Unemployed

Marital Status: ( )Single ( )Married ( )Separated ( )Divorced ( JWidowed
Your personal habits: Do you?

No Yes Please explain
Regularly exercise (3-4 times/wk)
Wear auto seat belts (90% of time)
Use illegal drugs
Use alcohol

Were you ever a heavy drinker
Smoke

If ever, when did you stop
Hobbies

REVIEW OF YOUR BODY SYSTEMS: Do you have now or have you had any of the following within the past year?

No es Present now In past year

cFever..
. Weight loss....................
. Vision problems...............
. Hearing problems............
. Chestpain..........c.cceceunernn.
. AMM PaiN.......ccoovieeeenn,
. Jawpain................o.......
. Irregular heart beat.......
. Stomach pain..............
-Heartburn............cooovvneee. .
.Diarrhea..........ccoeeeeveeenen.n.
. Constipation........................
. Rectal bleeding...................
- Black tarry stools..................
. Urinary frequency/burning......
- Blood in urine...................... (
. Swollen or painful joints........ (
18. Yellow skin...........................
- Skin lesions or ulcers.............. (
. Neck swelling........................ (
- Shortness of breath................ (
. Coughing blood...................... (
(
(
(
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- Blackouts..........c.ccoovvinin..
CANARtY. .,
- Depression................ccouuue....
. Bleeding problems..................
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