Patient Histories 1

Patient's First Name Patient's Last Name i

> If the patient is a child, skip ahead to the “Allergies and Medications” section.

Social History

Occupation Employer
Do you have children? | How many? Boys Girls Do they live with you?
Y N What ages? / Y N
Tobaccouse?  (ODaily Qother What kind(s) of Tobacco do you use? Choose all that apply.
Y N Oweekly OChew QOcigar (Oother

Cigareftes QOpripe
QO Former user? Year(s) you quit Ocig >

Alcohol use? ODaily What kind(s) of Alcohol do you use? Choose all that apply.

OBeer
Y N Oweekly  QOther Eilquor

(OWine QOother

Q Former user? Year(s) you quit

Caffeine use? (O Daily What kind(s)éaf Caffeine do you use? Choose all that apply.
Ocofiee Chocolate
Y N Oweekly QO other Otea O Tablets

Osoda  Qother

O Former user? Year(s) you quit

Exercise Activity (ODaily O Moderately Sleep Paitern  ()6-8 hours a night
Oweekly Q Vigorously (O3-5 hours a night
(OOther (O Sedentary Oless than 3 hours a night

Changes in your pattern?

Allergies and Medications

Are you allergic to anything? | Please list your allergies here:

Y N

(O No Known Drug Allergies

Please list any prescription medications, natural herbal supplements and vitamins that you are currently taking.

Advance Directive:

ONone (O DO NOT RESUSCITATE (Oburable Power of Attorney Oliving Will (OHealthcare Proxy
=>For PEDIATRIC PATIENTS, complete the information below:
Who does the patient live with? | Parents Relationship: LI ST — Y N
OMarried (Obivorced
8&?3;3 - %?:: :rroied Other tobacco exposure? Y N

Mother's occupation Father's occupation Emergency contact (name and phone)




Patient Histories 2

Patient's First Name Pafient's Last Name L

Medical History & Surgery

List any past major ilinesses, surgeries and other significant health issues here, Dales are helpful; include fhem if you can.

Significant Family History

List any significant family health issues here. Please indicate whether this is mother or father.

Vaccination History

Have you had any of the following vaccinations? Dates are helpful; include them if you can.

QO Covid-19 Q Hepatitis A QO Pneumonia
O Tetanus O Hepatitis B O Meningitis

O Influenza (Flu) O Polio O Yellow Fever
O Gardasil (HPV) OZostavax OOthers:

O MMR (Measles, Mumps, Rubella




