
PATIENT HISTORY

Patient Name: Birthdate: Age: Sex

Address:
STREfT CITY lTATE liP

Home Telephone: Office Telephone:

PERSONAL AND FAMILY MEDICAL HISTORY

Other adult illnesses (except cold or flu)? 0 Yes ONo Explain diagnosis and age

Childhood illnesses (except cold or flu)? 0 Yes 0 No Explain diagonosis and age

Have you ever received psychological counseling? 0 Yes 0 No Please explain

Previous surgeries / date:

Previous serious trauma, injuries, or fractures I date:

Other hospitalizations / date / reasons:

HABITS:
Alcohol 0 Yes o No Average amt. per day I week

Tobacco 0 Yes 0 No Average packs per day I week Wouldyou liketo quit? 0 Yes 0 No

Caffeine 0 Yes 0 No # drinks per day I week
(coffeeltea/softdrinks)

00 you use other drugs? 0 Yes 0 No Amt. per day I week
(MJ. cocaine or others)

Have you had any alcohol in the last 24 hours? 0 Yes 0 No If yes, how much?

Do you exercise regularly? 0 Yes o No Type:

o No

Amt. I frequency

Do you miss meals often? 0 Yes

How many hours do you usually sleep at night?

Is your stress or anxiety level unusually high? medium? low?

Prescription medications: Name Dose

Allergies:0 Yes 0 No If yes, please name:
(over)

Age Death Cause HISTORY OF: Yes No FamIly ......., HISTORY OF: Yes No FamilyMamber

Age orWf cwSeIf
Father Asthma Mental Illness
Mother Arthritis Kidnev Problems

SiblinQs Alleroies leukemia

1. M F HeadachAS

2. M F Alcoholism ObesitY
3. M F Chemical Dependencv Osteoporosis
4. M F "'nr.Ar Stroke
SDouse Colitis Suicide
Children Denression Thvroid Problem
1. M F Diabetes Tuberculosis
2. M F EnilensvlSeizures Ulcers/Gastritis
3. M F Hioh Blood Pressure Eatino Disorders
4. M F Heart Disease/Problem Other Health Problems




