	MEDICATION LIST




	PATIENT NAME:

	DATE OF BIRTH:


	Today’s Date:
	Medications:
	Problems/Diagnosis

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


The following information is very important to your health. Please take time to fully and completely fill out this information. We are counting on you. 
	PAST MEDICAL HISTORY

	HOSPITALIZATIONS


	SURGERIES

	
	

	
	

	
	

	
	


	ILLNESSES (Including Childhood)
	PREGNANCY HISTORY

	
	Prenatal Care:

	
	Circumstances surround birth:

	
	Type of delivery:


	TRANSFUSIONS

	Please list any dates you have had transfusions:




Allegries (Please check the list below and write in any other allergies that you might have.
                               Y   N                                                               Y    N                                                                    Y   N
	Latex
	
	
	Cipro (Fluoroquinolone)
	
	
	Betadine/Iodine/X-ray Dyes
	
	

	Tape
	
	
	Genatmicin/Tobramycin
	
	
	Seafood/Soybeans
	
	

	Penicillin
	
	
	Keflex/Cephalosporin
	
	
	Egg White
	
	

	Vancomycin
	
	
	Anesthesia Medications
	
	
	Other: 
	
	


	SOCIAL HISTORY


	Activites
	Computer          TV         Driving          Reading          Crafts/Sewing          Music

Hunting          Fishing          Skiing          Boating          Jogging          Exercising  

	Other
	


	Lives With
	Alcohol Dependence                  Y              N    

	Occupation
	Drug Dependence                      Y              N

	Mobility
	Smoker/# of Packs per day

	Vitamins                Y            N
	Live with a Smoker?                   Y              N     


	Family History


	RELATIVE


	HEALTH
Good      Poor    Died    Age
	CAUSE OF DEATH

	FATHER
	
	
	
	
	

	MOTHER
	
	
	
	
	

	BROTHERS     1.
	
	
	
	
	

	                          2.
	
	
	
	
	

	                          3.
	
	
	
	
	

	                          4.
	
	
	
	
	

	SISTERS           1.
	
	
	
	
	

	                           2.
	
	
	
	
	

	                           3.
	
	
	
	
	

	                           4.
	
	
	
	
	


DO ANY BLOOD RELATIVES HAVE THE FOLLOWING?
	PROBLEM
	Y
	N
	PROBLEM
	Y
	N

	Allergies
	
	
	High BP
	
	

	Anemia
	
	
	Infectious Disease
	
	

	Arthritis
	
	
	Kidney Disease
	
	

	Asthma
	
	
	Lung Disease
	
	

	Bleeding Tendency
	
	
	Mental Illness
	
	

	Cancer
	
	
	Migraine
	
	

	Diabetes
	
	
	Nephritis
	
	

	Emphysema
	
	
	Overweight
	
	

	Epilepsy
	
	
	Rheumatic Fever
	
	

	Gallstones
	
	
	Stroke
	
	

	Glaucoma
	
	
	Thyroid Disease
	
	

	Gout
	
	
	Tuberculosis
	
	

	Hearing Loss
	
	
	Other
	
	

	Heart Disease
	
	
	
	
	

	Heart Murmur
	
	
	
	
	


REVIEW OF SYSTEMS: Do you have any of the following problems? Check N for major groups (bolded) if there are no problems for that organ system or questions and go the next category. 
                                                      Y   N                                           Y  N                                                Y  N     
	Constitutional
	
	
	Genital-Urinary
	
	
	Hematologic/Lymphatic
	
	

	Weight loss, fever, fatigue
	
	
	Blood in Urine
	
	
	Anemia
	
	

	
	
	
	Burning Discharge
	
	
	Aspirin
	
	

	Head/Neck/Nose/Throat
	
	
	Kidney failure/Dialysis
	
	
	Blood Clots
	
	

	Sinus
	
	
	Incontinence/Urgency
	
	
	Blood thinners/Bruising
	
	

	Teeth
	
	
	Pregnancy
	
	
	Coumadin
	
	

	Throat Problems
	
	
	Prostate Problems
	
	
	Plavix
	
	

	Hearing impaired/Aids
	
	
	Musculoskeletal
	
	
	Cancer
	
	

	Pulmonary Disease
	
	
	Arthritis
	
	
	Type of Cancer?
	
	

	Asthma
	
	
	Extremity Problem
	
	
	
	
	

	Bronchitis
	
	
	Fractures
	
	
	Allergic/Immunologic
	
	

	Coughing
	
	
	Joint Pain, stiffness, swelling
	
	
	Autoimmune Disease?
	
	

	Oxygen Dependent
	
	
	Low Back Pain
	
	
	Specific Meds Ever Used?
	
	

	Pneumonia
	
	
	Mobility Problems
	
	
	Cardura (Doxazosin)
	
	

	Shortness of Breath
	
	
	Neck Pain
	
	
	Flomax (Tamsulosin)
	
	

	Sleep Apnea
	
	
	Osteoporosis
	
	
	Hytrin (Terazosin)
	
	

	Wheezing
	
	
	Prosthesis
	
	
	Steroids
	
	

	Cardiac/Vascular
	
	
	Scoliosis
	
	
	Anesthesia History
	
	

	Chest Pain
	
	
	Shoulder Pain
	
	
	Problems in past?
	
	

	Circulatory Problems (swelling feet & ankles)
	
	
	Skin
	
	
	Family problems?
	
	

	Congestive Heart Failure
	
	
	Eczema/Psorias
	
	
	Infections
	
	

	Exercise Intolerance
	
	
	Rashes
	
	
	Hepatitis
	
	

	Heart Murmur
	
	
	Neurologic
	
	
	HIV
	
	

	High Blood Pressure
	
	
	Convulsions/Seizures
	
	
	MRSA (Staph Infection)
	
	

	High Cholesterol
	
	
	History stroke/paralysis
	
	
	Tuberculosis
	
	

	Pace Maker/Defib
	
	
	Parkinsons/Tremors
	
	
	Other
	
	

	Palpitations/Irreg Beat
	
	
	Vertigo; Dizziness
	
	
	Eye
	
	

	Shortness of Breath
	
	
	Weak; Fainting
	
	
	Burning
	
	

	Valve Disease
	
	
	Psych
	
	
	Cataracts
	
	

	Gastrointestinal
	
	
	Altzheimers/Dementia
	
	
	Discharge
	
	

	Abdominal Pain
	
	
	Claustrophobia
	
	
	Double Vision
	
	

	Bloody or Black Stools
	
	
	Confusion
	
	
	Eye Pain
	
	

	Diarrhea, Hiatal Hernia
	
	
	Depression
	
	
	Glasses/Contacts 
	
	

	Liver/Cirrhosis/Jaundice
	
	
	Memory Loss
	
	
	Glaucoma
	
	

	Ulcers, Reflux, Nausea
	
	
	Panic Attacks
	
	
	
	
	

	Vomiting Blood
	
	
	Endocrine
	
	
	
	
	

	
	
	
	Diabetes
	
	
	
	
	

	
	
	
	Thyroid
	
	
	
	
	


Patient’s Signature/Date:   _______________________________________________________________

The above is true and correct to the best of my belief. 
