


PATIENT INFORMATION 
 
CURRENT MEDICATION    Dosage  Frequency 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
 
MEDICAL HISTORY 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
ALLERGIES / INTOLERANCE 
__________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________ 
 
SURGICAL HISTORY 
______Month/Year      _______________________________________________________________________ 
______Month/Year      _______________________________________________________________________  
______Month/Year      _______________________________________________________________________ 
 
HOSPITALIZATION HISTORY 
______Month/Year      _______________________________________________________________________ 
______Month/Year      _______________________________________________________________________ 
 
FAMILY HISTORY DOB            Deceased Diabetes  Hypertension Heart Cancer 
Mother               _______              ________   �        �    �   �  � ____________ 
Father   _______              ________   �        �    �   �  � ____________ 
Sibling   _______              ________   �        �    �   �  � ____________ 
Children   _______              ________   �        �    �   �  � ____________ 
Children   _______              ________   �        �    �   �  � ____________ 
  
SOCIAL HISTORY 
Tobacco Use  � Current Smoker   � Former Smoker  � Never Smoker      �  # packs____   � # Yrs.  _____ 
Do you drink alcohol?         � Yes       � No      � Wine   � Beer   � Liquor   � Socially   � Daily   � Rarely   
                                            If Yes, how many drinks a week on average?_____________ 
Do you exercise?                � Yes       � No  

   � walking   � running   � swimming   � dancing   � hiking   � biking   � yoga   � pilates   � zumba 
                                            If Yes, how long and how frequently? ______________________________________________________ 
Caffeine intake?      �   Yes      � No   
� Coffee   � Tea   � Soft Drinks   � chocolate   � Energy Drinks          Amount _____________________________________________ 
Use of recreational/street drugs?    
                                            �Yes        � No    � Former User  
 
PREVENTIVE CARE 
Influenza (Flu Shot)   � Yes     � No       Date______________________________________________ 
Pneumonia Vaccine   � Yes     � No       Date______________________________________________ 
Tetanus/Diptheria Booster   � Yes     � No       Date______________________________________________ 
Varicella/ Chicken Pox   � Yes    � No       Date______________________________________________ 
Zostavax/ Shingle Vaccine (Age 60+) � Yes    � No       Date______________________________________________ 
 
Colonoscopy    � Yes     � No       Date_____________________________________________ 
Bone Mineral Density (BMD)  � Yes      � No       Date_____________________________________________ 
Mammogram (MMG)   � Yes      � No       Date_____________________________________________ 
Pap Smear (PAP)    � Yes       � No       Date_____________________________________________ 
 
Will you provide a current immunization record?   � Yes     � No        
 
You will receive a Healthy Living pamphlet during the visit, please review it.  
     
PATIENT NAME __________________________   DOB__________   DATE__________          ___________________ 
            Paula Plummer, MD 
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