
Emergency Contact:

Employment Information:



Allergies Alcoholism Anemia Arteriosclerosis Arthritis Asthma Back Pain

Breas Lump Bronchitis Bruise Easily Cancer Chest Pain Cold Extremities Constipation

Cramps Depression Diabetes Digestion Problem Dizziness Excessive Menstruation

Eye Pain or Difficulties Fatigue Frequent Urination Headache Hemorhoids

High Blood Pressure Hot Flashes Irregular Heart Beat Irregular Menstrual Cycle

Kidney Infections Kidney Stones Loss of Memory Loss of Balance Loss of Smell

Loss of Taste Nose Bleeds Pacemaker Polio Poor Posture Prostate Trouble Sciatica

Shortness of Breath Sinus Infection Sleep Problems/Insomia Spinal Curvature Stroke

Swelling of Ankles Swollen Joints Thyroid Condition Tuberculosis Ulcers

Varicose Veins Veneral Disease Others_____________________________________________

About Patient:

Please select all that you have had or currently have



For Women Only:

Social History and Life Choices:

Medications & Allergy Information

Please list all medications and supplements you are currently taking, including dosage and frequency. Also list
any known allergies and the type of reaction you experience. 

Example: Metformin – twice daily; Lisinopril – once daily; Vitamin D – daily. Penicillin – rash; Peanuts –
hives; Latex – skin irritation. If none, please write “None.”



Goals for Your Care:

Family Health History:

Personal Incident History:


