Name: __________________________________   D.O.B: _________________
Pharmacy: Local _________________________        Mail Order _________________________
	♦   Medication Allergies or Intolerances   ♦
List below medications or foods causing an allergic reaction (i.e., rash, swelling) or intolerance (i.e., nausea)

	Medication / Food
	Reaction
	Medication / Food
	Reaction

	
	
	
	

	
	
	
	


	♦   Past Medical History   ♦

	Condition / Disease
	Year Began
	Condition / Disease
	Year Began

	     Hypertension
	
	       GERD
	

	     High Cholesterol
	
	       Depression or Anxiety
	

	     Hypothyroidism (low thyroid)
	
	       Heart Problems
	

	     COPD, Emphysema 
	
	       Diabetes
	


	♦   Past Surgical Procedures / Hospitalizations / Serious Injuries or Fractures   ♦

	Operation / Hospitalization / Injury
	Month / Yr
	Operation / Hospitalization / Injury
	Month / Yr

	
	
	
	

	
	
	
	

	
	
	
	


	♦   Family Health History ♦      check box if adopted
Please list below the health history of your blood (genetic) first degree relatives

	Relative
	Living or

Deceased
	Current age or

age at death
	Cause of Death
	Health Problems

	Mother:
	
	
	
	

	Father:
	
	
	
	

	Sister(s):
	
	
	
	

	
	
	
	
	

	Brother(s):
	
	
	
	

	
	
	
	
	


	♦   Medications, Vitamins and Herbal Supplements   ♦

	Medication
	Strength
	Number of pills taken & frequency
	Medication
	Strength
	Number of pills taken & frequency

	Example: Tylenol
	500 mg
	1 - twice daily
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	♦   Social History   ♦

	Do you drink alcohol?

If so how many drinks per week?
	Are you a: (circle one):  Current smoker    Former Smoker   Never Smoker
If former, what year did you quit?           No. of years you smoked?

Do you Vape? 

	Do you use recreational drugs? 

Which drugs?
	

	Do you exercise? (Please indicate how often and type of exercise)





















































