Adult Patient History

Name:______________________________________________________
        Age:____

Reason for Coming in Today:________________________________________________

Medical History – Current Medical Conditions
1._____________________________
4._________________________________
2._____________________________
5._________________________________
3._____________________________
6._________________________________
Current Medications (Please provide medication name, dose, and frequency of use)
1._____________________________
4._________________________________
2._____________________________
5._________________________________
3._____________________________
6._________________________________
Medication Allergies and Reaction
1._____________________________
3._________________________________
2._____________________________
4._________________________________
Tobacco Use:  _______ pks/day    

________ years

Have you ever used tobacco? ________ 
How long ago?_________________

Are You Experiencing Any of the Following? (please check all that apply)
General
:
□ weight loss
□ change in appetite
□ decreasing energy
□ difficulty sleeping




□ fever

□ chills

ENT:

□ watery eyes
□ red eyes
□ itchy eyes
□ itchy nose or mouth 
□ nasal congestion    □ sneezing


□ abnormal sense of smell
□ runny nose
□ post-nasal drip 
□ hoarse voice
       □ sore throat

Cardiovascular:

□ chest pain
□ chest pressure

□ trouble breathing
□ legs swelling

□ palpitations
□ irregular heart beat

Respiratory:

□ cough
□ sputum
□ wheeze
□ feel short of breath

□ pain with breathing

□ coughing up blood

Gastrointestinal:
□ heartburn
□ nausea
□ vomiting
□ abdominal cramping






□ diarrhea
□ jaundice
□ constipation
□ blood in stools
GU:


□ pain on urination
□ frequent urination
□ incontinence
□ irregular periods
□ burning on urination
□ trouble starting stream

Musculoskeletal:
□ arthritis (where)_________________

□ muscle pain

Skin:


□ red areas
□ eczema
□ dry skin
□ itchy skin
□ hives

Neurologic:

□ weakness in arms or legs
□ numbness/tingling
□ headache

□ sensitive to light

□ sensitive to sound

Psychiatric:

□ depression

□ anxiety 
Endocrine:

□ frequent urination
□ drinking too much


Hematologic:

□ pale eyes

□ decreased energy levels

□ swollen lymph nodes

Allergic/Immunologic:
□ severe allergic reactions
□trouble breathing
□ hives

□ frequent infections



□ lip/tongue swelling

□ swelling of body part
□ other____________


