' Full Name :
v Date of birth:

YOUR PRIMARY CARE PLLC

Patient Medical History Form

Past Medical History:
Chronic Conditions (Please circle/check all that apply)

High Blood Pressure Diabetes (Type 1/ Type 2) Asthma
COPD/Emphysema Heart Disease Stroke/TIA High Cholesterol
Thyroid issues Kidney Disease Liver Disease/Hepatitis

Cancer Seizure Disorder Chronic Pain Autoimmune Disease

Mental Health (Depression, Anxiety, PTSD) Skin Conditions
Autoimmune Disease Arthritis Dementia
Other:
Notes:

Acute/Recent Issues (Last 3 Months) (Please circle/check all that apply)

Fever/Chills Cough/Cold Shortness of Breath Chest Pain/ tightness
Palpitations / Irregular heartbeat Visual changes
Abdominal Pain Nausea/Vomiting Diarrhea/Constipation
Sore throat Sinus congestion / Facial pain Joint pain / Swelling
Back pain/ Neck pain Numbness or tingling Skin Rash

Urinary problems (pain, urgency, frequency) Dizziness Headache

Other:

Notes:




Allergies

Name of substance Reaction
Medications
Name Dosage Frequency

Preferred Pharmacy

Address:

City: Phone No:




Reason for Visit/ Chief complaint:

Recent Surgeries or hospitalizations:

Family History:
Father:

Mother:

TobaccoUse: [ |Never [ ]JFormer [ ]Current
Ifyes, howmany cigsperday?_____ how long you smoked for?

AlcoholUse: [ ]No [ ]Occasionally [ ]Frequently
If yes, how many drinks perweek ? __

DrugUse:[ ]|No [ ]Yes (Type: )

Occupation:

Marital Status:

Any Implanted device: [ ]Yes [ ] No
Ifyes: [ ]Pacemaker [ ] Defibrillator (ICD) [ ]Insulin pump

[ ]Cochlearimplant [ ]IUD [ ]Jointreplacement [ ]Vascular stent/ Graft
Other:

Patient's Signature:

Date signed:
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