
PATIENT NAME: _ 

Family Doctor: _
 

Preferred Pharmacy:
 

ROS: check all symptoms you CURRENTL Y have:
 
o Abnormal bruising 
o Ankle sprains 
o Blood in stool 
o Blood in urine 
o Blurred vision 
o Broken bones 
o Chest pain 
o Chills 
o Constipation 
o Cough 

0 

0 

0 

0 

0 

0 

0 

0 

Diarrhea 
Dizziness 
Dry skin 
Easy fatigued 
Edema 
Elevated blood sugar 
Fever 
Frequent/unusual 
headaches 

o Joint pain 
o Joint stiffness 
o Joint swelling 
o Lightheadedness 
o Low back pain 
o Malaise 
o Numbness or tingling 
o Palpitations 
o Peripheral neuropathy 

o Recent eye exam 
o Shortness of breath 
o Sleep disorder/Apnea 
o Slow healing 
o Taking blood thinner 
o Unusual weight gain 
o Unusual weight loss 
o Weakness 
o Wheezing 

Occupation: _ 

Alcohol use: 
o Daily 
o Weekly 
o Monthly 
o Never 
o Quit - date _ 

Tobacco use: 
0 Cigarettes 
0 Chewing tobacco 
0 Never smoked 
0 Quit - date quit _ 

Family history is positive for: o Diabetes, 0 Cancer, 0 Arthritis, 0 Heart disease, 0 High blood pressure 

Allergies: _ 

Are you currently pregnant? Dyes o no 

PMH~ check all that you have EVER been treated for: 

o AIDS/HIV o Diabetes/non-insulin o Heart murmur o PVD/poor circulation 
o Asthma o DVT/blood clot o Hepatitis B o Reduced liver function 
o Bleeding disorder o Epilepsy/seizures o Hepatitis C o Rheumatoid arthritis 
o Bronchitis /fainting o High blood pressure o Sleep disorder/Apnea 
o Congestive heart failure o Fibromyalgia o Hypothyroid o Stomach ulcers 
o COPD o ~requent headaches o Migraines o Stroke 

-0 Degenerative arthritis o GERD/gastric reflux o Multiple sclerosis o Tuberculosis exposure 
o Diabetes/insulin o Gout o Muscular dystrophy 

depend 

Please list EVERY other condition you have been treated for or diagnosed with, NOT listed above: 

Past Surgeries/approximate time: _ 

For Office Use Only
 

Height _ Weight _ BP _ Pulse _
 


