+ Baptist Prattville Primary Medicine
HEALTH NEW PATIENT HISTORY FORM

Name: Date of Birth

Medical History: Please check any of the following medical conditions that apply to you or your family.

Yourself Father Mother Children Siblings Grandmother Grandfather

Alcoh?hsm .............. 1 | | (] (J J d
AIIergl'es ---------------- l:l I:I |:I l:l I:I I:I l:l
Anemia ................. [ 1 | | | 1 d
Aneurysm . .............. |:I D D l:' I:I I:I l:l
AsthnTa SERREREEEEREEEEE |:I D D |:I l:' I:I l:l
Bleeding Disorder . . . ... ... Il | | M| | d d
Blood Clot (where?)_____ [} | | | J J J
Cancer R R I:I I:I |:I l:' I:I I:I l:l
Congestfve Heart Failure ... [ ] 1 | | | d d
Dfapresswn -------------- l:l |:I D l:' D I:I l:l
D!abefes SRR 1 | | | | | d
Diverticulosis . ........... 1 | | ] (J J J
Glaucoma ............... [ 1 | Il | [ J
Emphysema /COPD ...... | | | | | d d
Epilepsy / Seizures ....... | | | | I | | J
Fibromyalgia . ............ ] [ | | 1 ] d
GERD / Acid Reflux . ... ... W | | | d . -
Heart Disease/Heart Attack . |:I I:I l:l |:I I:I I:I EI
Heart Arrhythmia . ........ |:I D D D I:I I:I l:l
Hepatitis / Liver Disease ... [] | | ] J J J
High Blood Pressure . .. ... | | | | ] d .
High Cholesterol . ......... 1 | | (1 ( J d
Kl-dne.y Stones ........... ] | | | | d d
Migraine . SEREEEEEREE 1 | | ] (J J J
Osteoporosis . ........... ] | | | d 1 d
Prostate Enlargement .. ... |:I |:I I:I I:I |:I I:I l:l
Psychiatric Problems ... ... ] | | d ] d .
Stroke . . . R M| | | ] (J J J
Tuber-culo.5|s ............. ] | | d ] d .
Thyroid Disease .......... [ | | (1 (J J d
Sickle Cell Disease . ... ... W | | | d . J
SleepApnea ............. 1 | | ] J J J

SURGICAL HISTORY (TYPE AND DATE):

1 4. 7.

o 5. 8.

3 6. 9.

CURRENT MEDICATIONS: Please include any vitamins, herbs, and over the counter medications you are taking.

1. 4 .

5 5. 8.

3 6. 9.
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ALLERGIES: Please list any medications, food or chemicals that cause your allergies.

1. 3.

5.

2. 4.

6.

SOCIAL HISTORY: Please check all that apply to you. Note how much per day and for how long when appropriate.

(d Current / Past Alcohol use Occupation
g 8Ererve\:,n-!(—0/blg§§to Drug use Religion
(4 Regular Exercise

(1 Single 4 Married

Previous Sexually Transmitted Disease

Sexually Active dYes [ONo

Children [Yes L No How Many?

IMMUNIZATION AND PREVENTION Pneumonia shot /
Sigmoidoscopy / Flu Shot /
Colonoscopy / Tetanus shot /
Mammogram / Hepatitis B shots /
Pap test / Stool test/blood /
Rectal Exam / PSA test /

Cholesteroltest _ /
Diabetes test -
TB skin test I S
Thyroid Test I S
Bone Density Y S
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