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ALLERGIES

HISTORY OF SKIN REACTION OR OTHER ADVERSE REACTION TO:

DRUGS/MEDICATIONS.

KNOWN FOOD ALLERGIES:

ENVIRONMENTAL ALLERGIES:
SOCIAL HISTORY

EMPLOYED (OCCUPATION).

_____ SINGLE ______MARRIED DIVORCED _____SEPARATED - WIDOWED

DO YOU LIVE ALONE? YES e NGO
EXERCISE? DAILY WEEKLY _____MONTHLY . __RARELY . NEVER

WHAT TYPE OF EXERCISE? -

HISTORY OF SUBSTANCE ABUSE? . NO . __YES WHATZ

SMOKE CURRENTLY? NO YES . PACKS PER DAY FOR YEARS
QuIT ____ THISYEAR ____.>1 YEAR ______>5YEARS >10 YEARS
PREVIOUSLY SMOKED ____PACKS PER DAY FOR ____YEARS

" DRINKALCOHOL? ____DAILY __._ 12 X/WEEK ~ _____1-2X/MONTH ~ _____1-2X/YEAR

FAMILY HISTORY
HEALTH STATUS OR CAUSE OF DEATH

TMEMBER | ALIVE | DECEASED | AGE

MOTHER
EATHER
SIBLING’
SIBLING
SIBLING
SPOUSE
CHILD =
CHILD )
CHILD

¥

To the best of my knowledge, the questidns on this form have been accurately answered. 1 understand that proving incorrect

information can be dangerous to my health. Itis my responsibility to inform the doctor’s office of any changes in my

medical status. | also authorize the healthcare staff to perform the necessary services | may need.

Signature of Patient; Parent or Guardian Date

Signature of Dactor Date





