
 
 

Name:                                                                        DOB:                                      Date: 
Main reasons for today visit:  
Please list any other concerns:   
 
Medications:  Please list or show us printed medications list.   
Medication Dose How many times per day? 
   
   
   
   
   
   
   
   
   
   
   
   
   
   
 
Preferred Pharmacy:  
 
Allergies or Intolerance to medications?     Yes       No      None  
(if yes, to what and reaction?) 
 
Immunizations:   Enter year if known.  
Tetanus with pertussis (Tdap)                Varicella (chicken pox)                Pneumovax                    MMR 
Influenza                  Hepatitis A                     Hepatitis B                 Meningitis                     Zostavax                   HPV 
 
Women Only: 
Mammogram        Most recent date/where                                                                                      Abnormal         No            Yes 
Pap Smear              Most recent date/where                                                                                      Abnormal         No           Yes  
Bone Density          Most recent date/where                                                                                     Abnormal          No           Yes 
 
Occupation:      Employed       Unemployed      Disabled      Retired       Homemaker 
Alcohol Use:        Abstains      Social       Regular Intake  
Tobacco Use: Current      Yes      No Past       Yes       No  
Drug Use:       No      Yes   If yes please explain: 


