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Date:

Patient Name: Date of Birth:

To help your physician better evaluate your medical condition, please provide the following information:

**If you will bring any interval lab/test results with you to your appointment, it will speed up your visit as we will not have to call and
wait for these reports or duplicate any testing that has recently been performed.

Have you had any of the following since your last appointment? (date and details):

Hospitalizations and doctor office visits:

Labs/X-rays/Procedures/Surgery/IV dye for CT/MRI/Ateriogram:

Are you taking any of the following medications? Olbuprofen JAleeve OJAdvil ONaprosyn OMotrin OCelebrex [OSulfa

Have you been immunized? [(OPneumococcal OlInfluenza Shingles (Zostivx)

Do you currently have any of the following symptoms:

Constitutional OFever OWeight gain OWeight loss OFatigue OChills OWeakness

HEENT OVision impaired [OJEye pain [ODouble vision [OHearing loss [JSinus problems
OSore throat [ONose bleeds [OHeadache
Respiratory OShortness of breath [JShortness of breath at rest

OShortness of breath with activity OCough OWheezing [OBlood in sputum
OPain with breathing [ONight sweats

OChest pain  OPalpitations [OClaudication (leg pain w/walking)

OOrthopnea (trouble lying flat) COEdema (swelling)

OPND (sleep on more than 2 pillows)

OAbdominal pain [ONausea ([Diarrhea OHeartburn OVomiting COConstipation
OAnorexia (loss of appetite) OTrouble swallowing OIndigestion

OUrinary urgency OUrinary burning or pain [(OBlood in urine OUrinary frequency
OUrinary hesitancy [OFoamy urine Olncontinency
ONocturia (Urinate more than 1 time per night)

OBack pain [ONeck pain [OJoint pain OMuscle pain
OLeg weakness

Cardiovascular

Gastrointestinal

Genitourinary

Musculoskeletal OArm weakness

Skin ORash Oltching ODryness [OColor change
Neurological ONumbness OTremors [OSeizures [OTingling OFainting
Psychiatric ODepression OAnxiety Olnsomnia
Endocrine OHeat intolerance [OJExcessive thirst [JCold intolerance [JExcessive urination
Hematology OBleeding gums [JEasy bruising

Immuno/Allergy

Current Marital Status
Living arrangement
Occupation
Profession

Level of Education

Tobacco use
Alcohol use
Recreational drug use

(OSeasonal allergies [OHives
Social History
OMarried 0OSingle [ODivorced OSeparated [COWidowed

OAlone OSpouse [Significant other OFamily member CIn-home caregiver [JAssisted living facility

ORetired OEmployed OUnemployed [OStudent

Habits
OCurrent user OFormer user [JNever used Amount

OCurrent user COFormer user [JNever used Amount

OCurrent user OFormer user [CJNever used
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