
Reason for visit:

nlmeadkin
Line



 

 

 

PATIENT INFORMATION 

NAME:        DATE OF BIRTH: 

PHARMACY:        Pharmacy Phone#: 

MEDICATIONS 

List all current medications including prescription, over the counter, vitamins, herbals, and ‘as needed’ 

medications. 

Check here if patient is not taking any medications at this time. 

 ALLERGIES 

 List all allergic reactions to medications and/or medical supplies (ex: latex, tapes, adhesives, Band-Aids, 

iodine)  

Check here if patient has no known drug allergies. 

Allergic To: Reaction:  

  

  

  

  

  

  

  

  

  

  

 
SOCIAL HISTORY  

 
 Do you or have you ever smoked tobacco: [ ] Yes [ ] No 
 Do you or have you ever used any other forms of tobacco or nicotine? [ ] Yes [ ] No  
What is your level of alcohol consumption? [ ] None [ ] Occasional [ ] Moderate [ ] Heavy  
Do you use any illicit or recreational drugs? [ ] Yes [ ] No 

Medication Name Dose How Often  

   

   

   

   

   

   

   

   

   

   



 

 
  
 

NAME        DATE OF BIRTH: 

 

SURGICAL HISTORY  

List all surgeries or hospitalizations you have had and approximate month/year. 

SURGERY/HOSPITALIZATION MONTH/YEAR 
  
  
  
  
  
  
  
  
  
  
  

 

Family/Medical History 
Please place a check mark under all that apply. 

 SELF FATHER MOTHER CHILDREN PATERNAL 
GRANDFATHER 

PATERNAL 
GRANDMOTHER 

MATERNAL 
GRANDFATHER 

MATERNAL 
GRANDMOTHER 

Diabetes         
High Blood Pressure         

Heart Disease         
Kidney Disease         
Lung Disease         

Anxiety         
Depression         
Allergies         

Thyroid Problems         
Cancer         
Other         
Other          
Other          

 

 

 Patient is adopted  

 Family History is unknown  

 First-degree relatives have no current problems or disabilities  

 


































