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ADULT PATIENT INFORMATION

PATIENT INFORMATION
Name

Phone Number

Is patient acopted U Yes (W No

Interpreter needed U Yes W No

Medications

Please Iist ol the medicabions you are taking, including any vitamins, herbal medicines, and “over-the-counter” medications.
Name of medication Dose

Date of birth:

- Today's Date:

Frequency

Medical History
Iif your answer is “Yes” to a question, please explain on the line following the question.

NONR .. iiiiccanianeeesesssssssssssnssssssssnenennns ol YES O NO
Thyrosd Prodiems..cccicennnnnennnennens.. @ Yes O No

SBZUIBS ..o eeeicaaneae e s acnsnaaaeesesasesannennns Q Yes Q No
SIOKE L ittt sttt e s aee e Q Yes QO No
ASIIMA e nenneneeeeeeneeens. = YEs O NoO
COPD. e Q Yes Q No
SIEeP APNRA ..ot O Yes A No
Coronary Artery Disease ... Q Yes Q No
Congestive Heart Failure ........................ Q Yes Q No
CHeSt PAIN .coooanmnamnsessivssssssssises Q Yes O No
Hgh Blood PYeSSINE o.ccuussamsssossammsmnss QO Yes O No
Elevated Cholesterol ..........c.ccceeeeiiinienen. Q Yes Q No
Hean ANACK . .. Q Yes Q No
implaniable DeVICes ..., Q Yes O No
Carchac Arrhythmia ..........cocoivniinnnnnine Q Yes O No
Rheumalic Fever................cccevevivccccricnnnnne Q Yes O No
DIADEIES e Q Yes O No
Liver PIODISMS ..o O Yes O No
Stomach Problems.... ..o 0 Yes Q No
iriable Bowel Syndrome ..........occceeneen. Q Yes O No
Rl (GE B.D.) o omnammmusamvspyen Q Yes Q No
Kitney Problems ... Q Yes O No
incontinence of Urine ... Q Yes O No
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Medical History (continued)

Genitourinary Problems ........................ O Yes O No
OSteoporosis ........c.c.veveeveveeeoso O Yes O No
Back or Neck Problems ........................... Q Yes O No
ARNIUS .....covomreviririrnsensrersrsresessesssessens Q Yes Q No
Skin Problems ...........c.cocovvevveeveooo Q Yes QO No
ARCINA. oivisiisiiivmmunmssascemmsssssssssensssssisnss O Yes O No
Blood Disorder .............covevveovoo Q Yes O No
MRSAIVRE. oo Q Yes O No
Tuberculosis ............ccoceeeeeveremveeeroen Q Yes 0 No
C-diffiCile ..ooveevrreerereeeeeeeeeeeeeees O Yes O No
Hepatitis ........ccccooeevveeeeeeeeeeeeee, Q Yes O No
HIVOrAIDS ..o, O Yes O No
STDS e O Yes Q No
Depression ...........oeeeeeveeeeevseeeerenn, O Yes O No
ANXIELY ..o Q Yes O No
Eating Disorder ............ccoovceeervnvvevnnnnnn, Q Yes Q No
Menstrual Problems .........cc.ccceevevveunn.. O Yes O No
Abnormal Pap Smear ............ocoveevennnn... O Yes O No
CaNCEer ... Q Yes O No
Other Medical Problems .......................... O Yes O No
Hospitalizations .............c..cccevvvevevennnnn.. Q Yes O No
Are immunizations on schedule ............... O Yes Q No
Previous reaction to immunizations.......... Q Yes O No

Surgical History
If your answer is “Yes” to a question, please explain on the line following the question.

NONE iiiiciissiosiorsmmmemmmmcmmmessenerosssssspsessavans Q Yes Q No
Appendectomy ............cccoeeevveeovevenrvannnn.. Q Yes O No
Breast Biopsy........ccoveveeeeeeeeeeeeeasreenn, Q Yes O No
Cholecystectdmy ..................................... Q Yes Q No
Coronary Artery Bypass .......................... Q Yes Q No
g =1 1) |- SO Q Yes O No
Hip Replacement ............cccccvvevveunenn, O Yes Q No
Hysterectomy.........ccccocevemrrevenrerven. QO Yes O No
Knee Replacement ..............ccoecvvvvnnnn. O Yes O No
Other surgical procedures ....................... A Yes Q No

Social History
Marital Status: O Married Q Single Q Divorced O Widowed Q Other:

Occupation:

Highest level of education: Q College O High schoor O G.E.D. O Other

Number of living children;
Do you have special religious or cultural needs: Q Yes Q No




Family History

Please indicate which of your relatives has had any of the following conditions.
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Parent Parent Maternal Maternal Paternal Paternal
® 22 & 22 g3 R%q Ra 2o g2 22 e 29
Unknown.................. ayaNn a a a (@] a Q
Aneurysms............... avyanNn aQ a Q Q a a
Bleedng tendencies QYQN Q Q ] (m] (=] Q
Breast cancer .......... avaNn a Q Q a Q Q
Colo-Rectal Cancer.QYQN Q a Q aQ a a
Ovarian cancer ........ QvanNn a Q a a a a
Pancreaticcancer...QYQN Q a ] a a a
Other cancers........... avyanNn a a ] a a Q
Diabetes ................. avan Qa a a (@] a o
Alcoholdependence QYON QO Q a a a 0
Drug abuse.............. QYyaN Q o o Q a Q
Heart problems ....... avyanNn a a Q Q Q Q
Hypertension .......... avyaN a a (] Qa a a
Stroke ... QyanNn Q Q Q Q a a
Mental iliness .......... QyaN Q Q Q Q a Q
Otherhealthproblems QYAQN Q Q a a Q a
IS your father deceased .........cc.cccovueveeeuneeenn.... QYes O No
Is your mother deceased ..............cococeveeeeennns Q Yes Q No

HEALTH RISK PROFILE

If your answer is “Yes” to a question, please explain on the line following the question.

Latex Allergy Risk

Allergic to latex ...........ccccccervivevenrerenreencnnne. O Yes O No
Reaction to a medical procedure .................. Q Yes Q No
Reaction to a dental procedure ..................... O Yes QNo
Allergic to bananas ..........ccccceceeeeecvrecrernnennns Q Yes QNo
AllergiC tOKIWIS .........ccccuvvevincrcieeiecerrennenne Q Yes Q No
Allergic 10 avocados..........ccccceeeruereeereneennans Q Yes Q No
Allergic to chestnuts ..........cccooceeeerecccrecerinnne QYes QO No
Smoking Status
Current every day smoker..................... OYes QNo
Current some day smoker .................... QYes QNo
Former SMOKEr ..........ccoeeevrreveeeeverennnn. QYes QNo
NeVer SMoker .........csusisnisssismiss QYes QNo
Smoker current status unknown ........... QOYes QNo
Unknown if ever smoke ........................ OYes QNo
Exposure to secondhand smoke O No Q Yes (If “yes,” who and where?):
Other tobacco use ..........ccccocvveuvereunennen QYes QNo
AICOhOI USE......coererarereens e .0OYes 0ONo
Recreational Drug Use..............c..... .... OvYes 0ONo
Caffeing USR.......coimmssssmsresioen ssw .8Yes QNo




