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Marital Status:






Spouse’s Name: 











If Applicable

Are Vaccines Current?     Y      N
Declined

Last Physical Exam: 











Or Last Well Child Visit

Height: 


Weight: 


Gender:
Male    Female

If Male, Last Prostate Exam / PSA Evaluation:  








If Female, Last Pap Test: 




Last Breast Exam: 



Last Mammogram: 





Do You Do Self Exams?   Y     N

Last Chest X-Ray: 





Last Blood Tests: 



Last Eye Examination: 




Last Dental Visit: 



Any other diagnostic tests in the last 3 years?  If so, what test and when? 




For Adults, when was your last:

Pneumonia Vaccine: 


Tetanus Booster: 

  Flu Vaccine: 



Please list all medications, vitamins, herbs, hormones and other prescriptions you currently take:

Please list any past surgeries / hospitalizations, including approximate date:

Do you have a family history of any of the following diseases:  (check all that apply)

	
	Sibling
	Mother
	Father
	Maternal Grandfather
	Maternal Grandmother
	Paternal Grandfather
	Paternal Grandmother

	Diabetes
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	


Date of Last Medical Care: 




Who Treated You? 



Primary Care Medical Provider: 





Please list all your known allergies – drug, food, insect/animal, etc.: 

I have questions about:

Diet

Exercise

Vaccinations

Current Medications

Prevention of 






Other 





What are your major health complaints, listing the most important first?

What treatments have you tried for the above complaints?

Hobbies: 












What type of exercise do you participate in? 







Is there anything else you think would be helpful for us to know in assessing your care?

Rate the following as: 1 = three or four times yearly, 2 = monthly, 3 = once a week, 4 = daily

Please add comments to clarify the symptoms listed, leave blank any that do not apply
Head:



Chest:




Eye/Ear/Nose/Throat:
1. 
 Headaches
`
1. 
Shortness of breath

1.
 Vision blurry

2. 
 Dry scalp

2. 
 Heart pounds


2. 
 Dry eyes

3. 
 Acne


3. 
 Heart ‘flutter’ 


3. 
 Dark circles under eyes

4. 
 Dizzy


4. 
 Asthma



4. 
 Ear wax builds up

Other: 



5. 
 Chest pains


5. 
 Ear aches

Gastrointestinal:

6. 
 Wheezing


6. 
 Hearing loss

1. 
 ‘Heartburn’

7. 
 Coughing


7. 
 Ringing in ears

2. 
 Stomach aches

Other: 




8. 
 Sinus pain/infection

3. 
 Gas/bloating






9. 
 Nose/sinuses dry

4. 
 Fatty meals bother





10. 
 Nose runs

5. 
 Constipation






11. 
 Seasonal allergies

6. 
 Diarrhea

Urinary Tract:



12. 
 Voice hoarse

7. 
 Blood/mucus in stool
1. 
 Bladder infections

13. 
 Sore throat

8. 
 Vomiting

2. 
 Kidney infections

14. 
 Post nasal drip

9. 
 Hemorrhoids

3. 
 Burning during/after urination
15. 
 Nose bleeds

Bowel movements:

4. 
 Frequent urination

Other: 





 Daily


5. 
 Blood in urine


Neuro-Endocrine:


 Other


Other: 




1. 
 ‘Panic’ / anxiety attacks
Other: 








2. 
 Irritability
Musculo-skeletal:






3.          Feel bad when not eating regularly
1. 
 Joint pains

Energy (check if it applies):

4. 
 Weight gain
2. 
 Back pain

1. 
 Sleep soundly


5. 
 Weight loss
3. 
 Neck pain

2. 
 Wake rested


6. 
 Mood swings

4. 
 Muscle aches

3. 
 Feel energetic in the morning
7. 
 Snack often

            5. 
 Bruising

4. 
 Slow starter


8. 
 Increased thirst
6. 
 Sprains


5. 
 Afternoon slump/tiredness
9. 
 Insomnia



7. 
 Joint stiffness

6. 
 Tired all day


10. 
 Increased appetite
8. 
 Arthritis

7. 
 Low energy even with sleep
11. 
 Decreased appetite
Other: 



8. 
 Feel restless when trying to sleep
12. 
 Heart races




9. 
 Wake up easily at night

13. 
 Easy fatigue
          Diet (on an average day):

Other:




14. 
 Feel down/depressed
Breakfast:







15. 
 Poor memory









Female Only:









1. 
 PMS symptoms
     Lunch:








Duration: 













2. 
 Menses painful




Male Only:



3. 
 Menses change
Snack:



1. 
 Frequent urination (day, night)
(duration, regularity, flow, pain)




2. 
 Incomplete urination

Average Cycle length: 
       days




3. 
 Discharge from urethra

4. 
 Absent menses
Dinner:



4. 
 Trouble initiating urination
 Menopause began: 






5. 
 Hernias



5. 
 Decrease in sex drive




6. 
 Decrease in sex drive

6. 
 Vaginal discharge
Liquids:



7. 
 Erectile difficulty

7. 
Yeast infections




8. 
 Rectal burning/itch

8. 
 Hot flashes




Other: 




9. 
 Acne at/before menses
If you smoke, how much?






10. 
 Pain in breasts









With cycle or constant? 


If you drink alcohol, how much?





11. 
 Hair growth on face









12. 
 Difficulty in:
Other: 








Conception or Carrying to Term?










13. 
 Hernias









14. Number of pregnancies 










15. Number of births











Other: 
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