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History & Physical  

 

Name  ______________________________ DOB  ____________ Date  __________________ 

Marital status (circle one): Single ___  Married ___  Divorced ___  Separated ___ Widowed ___  

Gender:  Female Male Other  _____________________ 

Optional: Race:  ________________________   Ethnicity:  ________________________     

Who referred you? __________________________________________________________ 

How did you hear about us? ___________________________________________________ 

Reason for coming in? ________________________________________________________ 

__________________________________________________________________________ 

What are you aiming to achieve for this visit? _____________________________________ 

__________________________________________________________________________ 

Are you allergic to any medications? If so, please list. _______________________________ 

__________________________________________________________________________ 

What medications are you currently taking? Name, dosage and directions. 

1)__________________________________     2)___________________________________ 

3)__________________________________     4)___________________________________ 

5)__________________________________     6)___________________________________ 

7)__________________________________     8)___________________________________ 

9)__________________________________     10)__________________________________ 

Have you ever taken any diet medications? If so, which ones and for how long? 

____________________________________________________________________________ 

Please write your pharmacy name and city: #1______________________________________ 

#2__________________________________#3______________________________________ 

Review of Symptoms  

Describe your current symptoms. _________________________________________________ 

_____________________________________________________________________________ 
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Name  ______________________________ DOB  ____________ Date  __________________ 

 

How long have your symptoms occurred? ___________________________________________ 

_____________________________________________________________________________ 

Do you have a support system at home or at your community? If so, describe please. 

______________________________________________________________________________ 

______________________________________________________________________________ 

Please indicate which of the following you have or have had in the past. Circle yes or no.  

Asthma             Yes No  Heart Problem              Yes No  
Arthritis                           Yes No  Hepatitis                         Yes No  
Blood Transfusion           Yes No  Lung Disease                  Yes No  
Cancer                              Yes No  Osteoporosis                  Yes No  
Depression                      Yes No              Pacemakers                   Yes No  
Diabetes                           Yes No  Stroke                              Yes No  
Epilepsy/Seizures           Yes No  Thyroid                            Yes No  
Glaucoma                        Yes No              Ulcers                              Yes No  
High Blood Pressure      Yes No              Venereal Disease          Yes No  
High Cholesterol             Yes No              Pancreatitis                   Yes No  
 

Please list family member who has suffered from any medical problem listed above. Example: 

Diabetes – Mom, Dad, Sibling, other. ______________________________________________ 

____________________________________________________________________________ 

_____________________________________________________________________________ 

Other disease not listed that you have or may have had in the past. ______________________ 

_____________________________________________________________________________ 

Social History 

Do you smoke? Yes No 

Do you use tobacco? Yes No 

Do you drink alcoholic beverages?  Yes or No, if yes what is your average intake? 

____________________________________________________________________________ 

Have you ever used recreational drugs? Yes No, if yes, please list names.   

____________________________________________________________________________ 
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Name  ______________________________ DOB  ____________ Date  __________________ 

 

**WOMEN ONLY** 

How many times have you been pregnant? __________________________________________ 

How many children do you have? __________________________________________________ 

How old were you when you had your first child? _____________________________________ 

How old were you when you had your 1st period? _____________________________________ 

How are your menses? Regular____ Irregular _____ Heavy_____ Light_____ Other__________ 

Past Surgical History 

Have you had surgery in the past? Yes No  

If yes, what kind of surgery? ______________________________________________________ 

______________________________________________________________________________ 

When/Year and where? 

______________________________________________________________________________ 

Hospitalizations  

Have you ever been hospitalized? Yes No 

If yes, where were you hospitalized? ________________________________________________ 

For what reason? _______________________________________________________________ 

______________________________________________________________________________ 
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