


Personal Habits:
Please circle any of the following substances that you use regularly: Tobacco

Alcohol

Do you follow any particular diet regimens or restrictions? If yes, please describe:

Coffee/black tea/cola
Recreational drugs

Do you exercise regularly? QYes No What type?

How long?

How often?

Past History:
Hospitalizations:

Serious Illnesses and Injuries:

Date of last physical/annual exam

Date of last blood tests:

Personal and Family History:
Please check the “ves” box next to each condition that applies to you or one of your family members. Please

note whether condition applied to family member in the past or currently by denoting a “P” for past or “C” for
current. Indicate the relationship or the word “self” in the “Relationship” column.

YES EELATION DATES RESOLVED YES RELATION DATES RESOLVED
Past(P)/Current{C) Past{PyCurrent{C)
Aleoholism/Drug Headaches
Addiction
Allergies Heart Discase
Anemia Hepatitis
Arthritis High Blood
Pressure
Asthma Kidney Disease
Cancer Mental Tllness
Depression Stroke
Diabetes Tuberculosis
Eczema Other
Epilepsy
Social History:
Please circle those that apply:  Single Married Significant other
Do you have any children?  Yes No Please list their age(s)
Reviewed with patient, signed : Date: R
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