
Patient History Form 

Name DOB Marital Status Social Security HomePh 

s M D w Cell Ph 

Pharmacy Name & Address: Emergency Contact: Home Address: (Also put mailing 
Name address if different) 

Phone 

Phone: 
Relationship 

Email Address: Race/Ethnicity: Employer Name and Address: 

Preferred Language: 

Primary Care Physician: Referring Physician: Other Doctors involved in your care: 

Phone: Phone: Phone: 

leason for your visit ______________________________ _ 

Review of Systems 
Do you have any of the following? If yes, please circle all that apply and explain in the space provided. Is your family physician 
tware of all symptoms/illnesses that you have checked below? Yes/No 

General Alcoholism Musculoskeletal 
Recent weight loss Substance abuse Arthritis 

Recent weight gain Gastroenterology Muscle disease 

Fever Heartburn Back pain 

Night sweats Difficulty swallowing Genitourinarv 
Fatigue/weakness Abdominal pain Blood in urine 

Loss of appetite Bloating/belching Difficulty urinating 

Ophthalmology Nausea Kidney disease 

Blurred vision Vomiting Heavy periods 

Diminished vision Constipation Bleeding between periods 

Cataracts Diarrhea Neurology 
Glaucoma Blood in stool Previous stroke 

Red, painful eyes Black stool Headache 

ENT Change in bowel habits Numbness/tingling 

Sore throat Peptic ulcer Dizziness 

Hoarseness Irritable bowel Seizure 

Nose bleeds Crohn's disease Memory loss 
Loose teeth Ulcerative colitis Sleep disturbance 

Mouth ulcers Polyps Endocrinology 
Respiratorv Liver disease Excessive thirst 

Chronic cough Hepatitis Heat intolerance 

Shortness of breath Pancreatitis Cold intolerance 

Asthma Hematology Hair loss 

Wheezing Past transfusion Cardiology 
Psychiatry Anemia Chest pain 

Anxiety Easy bruising/bleeding Palpitation 

Depression Dermatology Irregular heartbeat 

Psychosis Itching 

Tension/stress Rash 

Preferred Name to 
Address You By:
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