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PRIMARY CARE..









NEW ADULT PATIENT HISTORY:�
�



PATIENT NAME:                                                                           SOCIAL SECURITY #:


�


DATE OF BIRTH:                                                                           EMAIL:


 �
�
IN CASE OF EMERGENCY:�
�
1st Contact Name & relationship:�
�
�
Phone number:�
�
Alternate Number:�
�
2nd Contact Name & relationship:�
�
�
Phone number:�
 �
Alternate Number:�
�
�
�
SOCIAL HISTORY:�
�
Do you smoke or dip/chew tobacco?       No    Yes  �If no, did you ever previously smoke?   No    Yes  �At what ages? �
If Yes, how much ? 


At what age did you start? 


�
�
Are you around second hand smoke regularly at home or work?      No    Yes  �
�
How much alcohol do you drink? �
�
Marital status:     Married   Widowed   Single    In a relationship  �
�
Who do you live with? �
 Do you have any children? �How many? Ages?�
�
Are you working now? 


   Yes.  Type of work:


   No, I’m out of work.         I’m retired.       I’ve never been employed.     I’m on disability.�
�
What kind of exercise or activity do you do? �
�
�Is there any particular type of diet you follow or anything you watch in your diet? �
�
 





PLEASE LIST YOUR CURRENT AND PAST MEDICAL CONDITIONS:�
�
�
�
PLEASE LIST ANY SURGERIES AND ADMISSIONS TO THE HOSPITAL (AND YEAR):�
�
�
�
IF YOU DO NOT HAVE THEM WITH YOU TODAY, �PLEASE LIST YOUR MEDICATIONS AND ANY OVER-THE-COUNTER MEDICATIONS AND VITAMINS:�
�



  Check here if you have them with you today. �
�
ALLERGIES AND REACTIONS:�
�
�
�
HEALTH MAINTAINENCE 


�
�



Last tetanus shot:  _____________


If over 65, have you had a Pneumonia vaccine?   No    Yes  


If over 60, have you had a Shingles vaccines?  No    Yes  


Have you had an EKG of your heart?    No    Yes  


Any other heart tests (stress test or ultrasound)?  No    Yes  


If over 50,    have you had a colonoscopy?  No    Yes  


    


�
Women:


Last mammogram (and location):_____________


Last Pap smear (and location): ______________


Last bone density test if menopausal:  _________





Men:


Last prostate exam: ____________


Last PSA test: ____________�
�
 





FAMILY HISTORY:�
�
Mother


�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems      Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________�
�
     Mother’s Mother�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems      Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________�
�
     Mother’s Father�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems      Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________�
�
Father�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems      Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________l�
�
      Father’s Mother�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems       Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________�
�
      Father’s Father�
 Alive       Deceased at age_____   from______�


Health Conditions:   Unknown    No health problems    Cancer       Heart problems   


  Diabetes     Stroke    High blood pressure   High cholesterol    Other:_____________�
�
Aunts/Uncles 


(if applicable) �



Do you have Aunts or Uncles with these Health Conditions:   Unknown     No health problems       Cancer       Heart problems     Diabetes     Stroke   Other:_____________�
�
Children


 (if applicable)�



Do you have Children with these Health Conditions:   No health problems  


    Cancer       Heart problems     Diabetes     Stroke     Other:_____________�
�
Brothers/sisters


 (if applicable)�



Do you have Siblings with these Health Conditions:   No health problems  


    Cancer       Heart problems     Diabetes     Stroke     Other:_____________�
�
Any other health conditions in your family? �
�
�
 









