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Patient Information Sheet

Name: _____________________________________________
Date: ______________________

Family Doctor: ________________________    Referring Doctor: ____________________________

Past Medical History

Diabetes  --  High Blood Pressure  --  Heart Attack  --  Stroke  --  Heart Failure  -- Asthma

Emphysema  --  Ulcer  --  Nerve Problems  --  Bowel Problems  --  Cancer  --  Other

Explain  ______________________________________________________________________________

______________________________________________________________________________________


Past Surgical History (List operations you have had and date, if known)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications (List all medications currently taking and dose)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies (List any medication and environmental allergies, if any)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social History (Please circle answers)

Single     Married     Divorced     Widowed     Smoker     Used Alcohol     Used Street Drugs

Family History (Do family members have medical problems similar to yours?  If yes, who?)

____________________________________________________________________________________________________________________________________________________________________________

Review of Systems

General


Weight loss – Fever – Chills – Nausea – Vomiting – Diarrhea – None

Heart


Chest pain – Palpitations – Murmur – None – Other  ______________________

Respiratory

Shortness of Breath – Cough – Pneumonia – None – Other  _______________

Neurological


Numbness – Weakness – Blurry Vision – Tremor – None – Other ____________

Musculoskeletal


Stiffness – Pain – Swelling – Deformity – None – Other _____________________
Infectious Disease


Tuberculosis – Hepatitis – HIV – None – Other _____________________________

Gastro-Intestinal


Ulcers – Crohn’s – Ulcerative Colitis – Irritable Bowel – None – Other _______

Kidney


Chronic Renal Failure – Nephritis – None – Other _________________________

Hematological


Leukemia – Lymphoma – Anemia – Sickle Cell – Clotting disorder – None 

Ob/GYN


Is there a chance you may be pregnant now?
Y
N


Are you currently taking birth control

Y
N


Date of last menstrual period:
  _____________________________

Is there anything more you would like the doctor to know about you?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________

____________________________

Signature



Date


