MEDICAL SPECIALISTS ASSOCIATED

Note: This is a confidential record and will be kept in your doctor’s office. Information contained here will not be released to anyone without your

authorization to do so.

TODAY’S DATE / / DATE OF LAST PHYSICAL EXAM / /
LAST NAME FIRST NAME:
SOCIAL SECURITY NO. DATE OF BIRTH / / AGE

OCCUPATION

MARITAL STATUS: MARRIED O SINGLE O DIVORCED O WIDOWED O

Current prescription medicines:

Name of drug mg dose

O None

Additional current prescription medicines:

# tablets  # times per day Name of drug mg dose  # tablets # times per day

PATIENT HISTORY FORM

List any personal past illness and/or
surgeries and when they occurred.

Past Medical, Family & Social History
List all serious ilinesses in your immediate family. (Example: diabetes, tuberculosis,
breast cancer, heart disease, etc.)

lliness or Surgery Date
lliness Family Relationship
Last Mammogram Last PAP
Last PSA or Prostate Exam
Are you on a special diet? 0 Yes, 0 No (If Yes, please explain)
Do you have any drug/medicine allergies? O Yes O No
(If Yes, please explain)
Substance Abuse? O Yes O No Advanced Directive/ Living Will O Yes O No Tattoos O Yes (O No
Do you smoke? O Yes O No Do you drink alcohol? O Yes O No Do you exercise regularly? 0 Yes O No
If yes, how much? If yes, how much? If yes, how much?
Immunizations: Flu / / Pneu / / Tetnus / / Other / /

Physician use only: (Comments/Notes)

Physician/Provider Signature:

Date:




Patient Name:

Review of Systems

Date

Do you now or have you had any problems related to the following systems? Circle Yes or No

/

/

Constitutional Symptoms Integumentary
Fever Y N Skin rash Y N
Chills Y N Boils Y N
Headache Y N Persistent itch Y N
Other Other
Eyes Musculoskeletal
Blurred Vision Y N Joint pain Y N
Double Vision Y N Neck pain Y N
Pain Y N Back pain Y N
Other Other
Allergic/lImmunologic Ear/ Nose/ Throat/ Mouth
Hay Fever Y N Ear Infection Y N
Drug Allergies Y N Sore throat Y N
Sinus problem Y N
Other
Other
Neurological Genitourinary
Tremors Y N Urine retention Y N
Dizzy spells Y N Painful urination Y N
Numbness/tingling Y N Urinary frequency Y N
Other Other
Endocrine Respiratory
Excessive thirst Y N Wheezing Y N
Too hot/cold Y N Frequent cough Y N
Tired/sluggish Y N Shortness of breath Y N
Other Other
Gastrointestinal Hematologic/Lymphatic
Abdominal pain Y N Swollen glands Y N
Nausea/vomiting Y N Blood clotting problem Y N
Indigestion/heartburn Y N
Other
Other
Cardiovascular Psychologic
Chest pain Y N Are you generally satisfied with your life? Y N
Varicose veins Y N Do you feel severely depressed? Y N
High blood pressure Y N Have you considered suicide? Y N
Other
Sexual History
Last Eye & Dental Exam Change in sex drive?
Sexual performance satisfactory?
Date — Last Eye Exam: / /
Other (i.e. sexual trauma)
Date — Last Dental Exam / /

Physician use only: (Comments/Notes)

Physician/Provider Signature: Date:
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