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FAMILY HISTORY
Has anyone in your IMMEDIATE family had any of the following illnesses:

Illness Which Family Age When Illness Which Family Age When
Member Diagnosed Member Diagnosed

Cancer (describe type) Bleeding Disorders
High Blood Pressure Diabetes
Heart Disease Asthma
Strokes Epilepsy
Mental Disease Genetic Disease
Glaucoma Arthritis
Drug/Alcohol Kidney Problems
Addiction Other

SOCIAL HISTORY

How many people live with you now? ______________________________________________________________
Present occupation ____________________________________________________________________________
Previous occupations___________________________________________________________________________
Have you ever worked with chemicals, paints, asbestos, or other hazardous materials? ______________________
____________________________________________________________________________________________
Have you ever been exposed to any environmental hazards such as radiation, toxic waste, or lead paint?________
____________________________________________________________________________________________

PERSONAL HABITS

Do you wear your seat belt? No ■■ Yes ■■
Do you wear a bike helmet? No ■■ Yes ■■ N/A ■■

Do you use tobacco products? No ■■ Yes ■■ If yes, what kind? __________ How much? _________
Do you drink alcohol? No ■■ Yes ■■ If yes, how much per week? _____________________

coffee? No ■■ Yes ■■ If yes, how many cups per day?___________________
tea? No ■■ Yes ■■ If yes, how many cups per day?___________________

Do you follow a particular diet? No ■■ Yes ■■ If yes, what type? ______________________________
Do you exercise regularly? No ■■ Yes ■■ If yes, what type? ______________________________
Any recent travel outside U.S.? No ■■ Yes ■■
Do you have a gun in your house? No ■■ Yes ■■ If yes, is it under lock and key? ___________________
Do you use drugs? (cocaine, crack,
marijuana, amphetamines, etc) No ■■ Yes ■■
Do you have smoke detectors
in your home? No ■■ Yes ■■

Patient Name: ______________________________
DOB: _____________________________________

PLEASE TURN AND COMPLETE OTHER SIDE.
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Patient Name: ___________________________________________________ DOB: __________________

IMMUNIZATIONS
Have you had any of the following IMMUNIZATIONS:

Hepatitis B? No ■■ Yes ■■ Approximate Date _______________
Tetanus? No ■■ Yes ■■ Approximate Date _______________
Flu Shot? No ■■ Yes ■■ Approximate Date _______________
Pneumovax? No ■■ Yes ■■ Approximate Date _______________
Measles? No ■■ Yes ■■ Approximate Date _______________
Mumps? No ■■ Yes ■■ Approximate Date _______________
Rubella? No ■■ Yes ■■ Approximate Date _______________

HEALTH MAINTENANCE
When was your LAST: (give approximate date)

Pap Smear? _______________ Cholesterol Check? _______________
Breast Exam? _______________ Stool Check for Blood? _______________
Mammogram? _______________ Prostate Exam? _______________
Complete Physical? _______________ Sigmoid Exam? _______________

Do you have a “living will” or advance directive? No ■■ Yes ■■
Are you an organ donor? No ■■ Yes ■■

Completed By: _____________________________________________ Date:_____________

Reviewed By:______________________________________________ Date:_____________




