INFORMATION FOR YOUR PHYSICIAN

__________________________________________________________________________________________________
Name						Date of Birth					Date

PERSONAL MEDICAL HISTORY
Are you allergic to any medications?  Please list:  _________________________________________________________
List ALL prescribed medications you have taken in the last 6 months (include dosages if known):
_________________________________________________________________________________________________
_________________________________________________________________________________________________
List any surgeries you have had.
_________________________________________________________________________________________________
Do you use tobacco?         □ Yes  □ No               In the past?  □ Yes  □ No                     How much?  _________________
Do you drink alcohol?      □ Yes  □ No                In the past?  □ Yes  □ No                     How much?  _________________
Do you use street drugs?  □ Yes  □ No                In the past?  □ Yes  □ No    
Which drugs & how much?  ___________________________________________________
Please circle the days in which you exercised last week:  Mon / Tue / Wed / Thur / Fri / Sat / Sun
Please circle the illnesses/conditions YOU have had in the past:

Asthma
Cancer
Clotting problems
Depression
Diabetes
Heart disease
High blood pressure
Kidney disease
Rheumatic fever
Stroke


Circle the illnesses/conditions which have occurred in any of your BLOOD RELATIVES (please list relation and any specifics – e.g. Cancer – maternal grandmother, skin cancer).

Asthma
Cancer
Clotting problems
Depression
Diabetes
Heart disease
High blood pressure
Kidney disease
Rheumatic fever
Stroke


In order to comply with new health care regulations, we are required to obtain your ethnicity.  
[bookmark: Check2][bookmark: Check1][bookmark: Check3]Race:     |_| American Indian or Alaska Native           |_| Asian           |_|  Native Hawaiian
[bookmark: Check6][bookmark: Check4][bookmark: Check5]              |_| Black or African American                      |_|  White          |_|  Hispanic/Latino    
What is your preferred language?  __________________________

HOW DID YOU HEAR ABOUT US?      _____________________________________________________

WERE YOU REFERRED BY SOMEONE / AND BY WHOM? _________________________________

