All information provided is kept strictly confidential.



IDENTIFICATION DATA:

Name:​​​

Date:


Street Address:

Date of Birth:


Apt: 

Age:


City, State, ZIP:

Place of Birth:


Home Phone:

Education:


Business Phone:

Occupation:


Cell Phone: 

Ethnicity:


E-Mail: 

Source of Referral


Please indicate ones that apply: 

Married          Single          Divorced          Widowed          Living with         Same sex relationship

PERSONAL HEALTH HISTORY: Please check any that you have experienced.

( Diabetes
( Asthma or Bronchitis
( Stroke
( Seizures

( Drug Allergies
( Stomach/Intestinal Disorders
( Thyroid Disorder
( Skin Disorder

( Hepatitis
( Cancer
( Organ Transplant
( Urinary Tract Disorder

( Frequent/Severe Headache
( Allergies
( High Blood Pressure
( Musculo-Skeletal Disorder

( Kidney Disorder
( Tuberculosis
( Heart Disease
( Transfusion prior to 1985

( Other:



Have you ever been screened for or known you had the following infections? If positive, indicate year.

( HIV (self or partner): year

( TB (self or partner): year


( Hepatitis (self or partner): type

year


( Sexually transmitted diseases (self or partner): 


type:

year:



type:

year:


Please list recent foreign travel experience:

MAJOR HOSPITALIZATIONS: Please do not include normal pregnancies here. 

	
	Year
	Operation/Illness
	Hospital Name
	City and State

	First
	
	
	
	

	Second
	
	
	
	

	Third
	
	
	
	


PREGNANCY HISTORY:
# Living:___     |     # Ectopic:___     |     # Miscarriages:___     |    # Induced Abortions:___    |    # Multiple Pregnancies:___

Please list all pregnancies, including abortions and miscarriages:
	Name 
	Year
	Length of Pregnancy
	Labor hours
	Type of Delivery
	Sex
	Weight
	Complications

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


MEDICINES: Please check any of the following that you are taking now. If you have taken them regularly in the past, write “past” or “P” next to that medicine.

( Aspirin
( Oral Contraceptive
( Tranquilizer
( Cold Tablets

( Ibuprofen
( Diet Pills
( Sleeping Pills
( Vitamins

( Antacid
( Laxative
( Hay Fever Tablets
( Herbs

Please list the names of any medications, herbs, or vitamins that you are currently taking:

Please list any medication allergies you have:

Please tell me any of the following which apply to you now or in the past:

( Use of tobacco: # cigarettes/day:___   Age began smoking:___    ( Stopped: how long ago?


( Use of caffeine: # cups coffee/day:___ #cups tea/day:___ # cups cola/day:___   ( Stopped: how long ago?


( Use of alcohol: use per day:_______________  Age began using:____   ( Stopped: how long ago?


( Use of recreational drugs: 


Type(s):____________________ Frequency:__________________   ( Stopped: how long ago?


PHYSICIAN INFORMATION:

Date of last Physical Exam:​​​



Physician’s Name:


Address:



Telephone Number:


EMERGENCY CONTACT:

Name:​​​



Address:


Telephone Number:


SIGNATURE:

