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NAME: 

DATE: __________ MRN : ___________

Age: _______   Birth Date: ​​__________     Sex:________   Marital Status: S  M  W  D

Reason for visit:
PAST MEDICAL HISTORY
	Problem
	Yes
	Year
	problem
	Yes
	Year
	problem
	Yes
	Year

	Heart disease
	
	
	High Cholesterol
	
	
	High Blood Pressure
	
	

	Heart Attack
	
	
	
	
	
	
	
	

	Thyroid disease
	
	
	Sexual Infection
	
	
	Kidney disease
	
	

	
	
	
	HIV
	
	
	Inflammatory bowel
	
	

	Asthma
	
	
	COPD
	
	
	Stomach ulcer
	
	

	Diabetes
	
	
	Stroke
	
	
	Gallstones
	
	

	Migraine
	
	
	Cancer
	
	
	Liver disease
	
	

	Mastectomy
	
	
	Hysterectomy
	
	
	Seizures
	
	

	Appendectomy
	
	
	Hernia repair
	
	
	Gallbladder Surgery
	
	

	Knee Surgery
	
	
	Back surgery
	
	
	Hip Replacement
	
	

	Flu shot
	
	
	Tetanus Shot
	
	
	Mammogram
	
	

	PSA
	
	
	Stool test
	
	
	Colonoscopy
	
	

	Eye exam
	
	
	Pap test
	
	
	Foot exam
	
	


Other

___________________________________________________________________________

Medication history

List Allergies and Reaction:

Present Medications: 

Social and Family History

Do any of your blood relatives  (parents, grandparents, brothers, sisters) have:

___ Diabetes   ____ High cholesterol   ____ Seizures ____ Allergic diseases ____Kidney disease

____ Bleeding diseases  ____ Heart diseases  ____ High  blood pressure ____ Arthritis ____Cancer
                                                   No         Yes             Please Explain:

Do you regularly exercise        ____     _____     

Have you used illegal drugs     ____    _____    

Did you ever drink alcohol        ____    _____     

Did you ever smoke                 ____    _____  

Do you have a living will           ____    _____  

Occupation:    

Patient Name: _____________________________________________MRN : ______________

Please check mark all problems you have had recently?

	
	     Yes
	Problem
	    Yes
	Problem
	  Yes
	Problem
	  Yes

	 Headache
	
	Cough
	
	Jaundice
	
	Sweating
	

	Numbness
	
	Shortness of breath
	
	Nausea
	
	Very thirsty
	

	Double vision
	
	
	
	Vomiting
	
	Always tired
	

	Depression
	
	Wheeze
	
	Heart burn
	
	Very hungry
	

	Insomnia
	
	Chest pain
	
	Reflux
	
	Weight change
	

	Dizziness
	
	Palpitations
	
	Diarrhea
	
	
	

	Sleepy
	
	Back pain
	
	Constipation
	
	Change in urine
	

	Snoring
	
	Joint pain
	
	Belly pain
	
	
	

	Ear ache
	
	Swelling
	
	Hot flashes
	
	Sex life
	


LMP:__________________

Please explain any yes answers here: 

Reviewed with Patient  □

EXAMINATION

Vital  signs : T _______        P _______       R ______             Sat   ______         BP      _______ 

Weight ________                     Height ________                 BMI _________

GENERAL:  (WNL

CNS: (WNL 

HEENT: (WNL____________________________________________________________________________________

CVS: (WNL_______________________________________________________________________________________

RS: (WNL________________________________________________________________________________________

ABD: (WNL_______________________________________________________________________________________
GU/Breast:ڤWNL_________________________________________________________________________________

Skin:ڤWNL_______________________________________________________________________________________

 Assessment/Plan:  
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