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MEDICATION LIST 

PLEASE PRINT 

 

DRUG ALLERGIES: Please list known reactions to each (especially if life-threatening) 

Drug Name: Reaction: 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

 

Current Medications: Please list the name of all medications and supplements with dosage and 

frequency 

Drug Name:  Dosage: Frequency: 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 

_______________________________________ _____________ __________________________ 
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CURRENT PHYSICIANS 

Please list ALL physicians you are currently a patient of: 

 

Name of Physician & Specialty 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Please check symptoms that apply to you currently or on a chronic basis: 

GENERAL SYMPTOMS YES NO GASTROINTESTINAL YES NO SKIN YES NO 

Appetite loss   Bloating   Acne   

Dizziness   Stomach pain   Hair loss   

Fatigue   Bowel changes   Nail changes   

Cancer   Constipation   Itchiness   

Generalized weakness   Diarrhea   Rash   

Unintended weight loss   Heartburn/Indigestion   Suspicious lesions   

   Black stools      

EYES   Nausea   NEUROLOGIC   
Cataracts   Rectal bleeding   Trouble walking   
Glaucoma   Ulcers   Double vision   
Irritation      Frequent falls   
Recent visual changes   MEN ONLY   Headaches   
   Decreased libido   Muscle weakness   
EAR/NOSE/THROAT   Decreased urinary flow   Numbness   
Allergy/sinus problems   Penis discharge   Seizures   
Difficulty swallowing   Erectile dysfunction   Sudden loss of vision   
Disruptive snoring   Urinating >1/night   Tremors   
Hearing loss   Urinary hesitancy      
Nasal congestion      PSYCH   
Postnasal drip   WOMEN ONLY   Anxiety   
Runny nose   Breast pain   Depression   
Sneezing   Decreased libido   Insomnia   
Voice change   Painful intercourse      
   Menstrual irregularity   ENDO   
CARDIOVASCULAR   Nipple discharge   Excessive thirst   
Chest pain/discomfort   Pelvic pain   Excessive urination   
Hyper/Hypo lipedema   Urinary urgency   Temperature intolerance   
Irregular heartbeat   Vaginal discharge      
Swelling of extremities   Vaginal dryness   HEME   
Passing out      Abnormal bleeding   
Hypertension   UROLOGICAL   Bruise easily   
   Painful urination   Enlarged lymph nodes   
RESPIRATORY   Bloody urination      
Chest congestion   Incontinence   ALLERGY   
Cough   Urinary frequency   Eye itching   
Bloody cough      Hives   
Shortness of breath   MUSCULOSKELETAL   Recurrent infection   
Sleep-disordered breathing   Back pain   Seasonal allergies   
Wheezing   Joint Pain      
   Joint swelling      
   Muscle aches      
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HEALTH HISTORY 

SURGERIES/HOSPITALIZATIONS: (e.g., tonsils, appendix, gallbladder, cataracts, stents, breast biopsy, tubes tied, 

plastic surgery, prostate – include year of surgery/hospitalization) 

Surgery/Hospitalization     Surgery/Hospitalization 

_______________________________Year____________ _______________________________Year____________  

_______________________________Year____________ _______________________________Year____________  

_______________________________Year____________ _______________________________Year____________  

_______________________________Year____________ _______________________________Year____________  

FAMILY HISTORY: (e.g., high cholesterol, heart disease, high blood pressure, stroke, diabetes, thyroid, glaucoma, 

cancer – breast, colon, prostate, ovarian) 

 Living Age/Age at Death Health Problems Cause of Death 

Father: _______________________________________________________________________________________ 

Mother: ______________________________________________________________________________________ 

Siblings: ______________________________________________________________________________________ 

Grandparents: _________________________________________________________________________________ 

Please list any illnesses that are prominent in other family members:______________________________________ 

SOCIAL HISTORY: 

Are you RIGHT or LEFT handed. (please circle one) 

Marital Status:___Single___Married___Partnered___Divorced___Widowed___Separated 

Occupation: _______________________________Employer:____________________________ 

Number & Ages of Children: _______________________________________________________ 

Tobacco Use: ___Current ___Quit ___Never      If current, year started ____________________ 

If current: Cigarettes ___No ___Yes - _______packs/day    Cigars ___No ___Yes - _______cigars/week 

    Smokeless ___No ___Yes - _______cans/day      Vapes ___No ___Yes - _______% nicotine 

If quit: Year started_________Year quit_________On average, how many packs per day did you smoke?_________ 

Does anyone in your home smoke? ____Yes  ____No 

Illegal Drugs: Have you ever, or do you currently, use any illegal drugs? ____Yes ____No 

HIV Risk: Do you have any habits that make you at increased risk for HIV? ____Yes ____No 

Alcohol Use: ____No ____Yes – type of alcohol ___________________________ Avg # of drinks per day________ 

Exercise: Do you exercise at all? ____No ____Yes – how many times per week? ______Type___________________ 

Seatbelt use: ____100% ____75% ____50% ____25% ____0% 

Sun Exposure: ____Frequently ____Occasionally ____Rarely ____Past          Sunscreen: ____Yes ____No 

Caffeine Intake: Number of cups per day ____0 ____1 ____2 ____3 ____4 ____5+          Type____________________________ 
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HEALTH HISTORY 

(CONTINUED) 

HEALTH MAINTENANCE/PREVENTIVE CARE: 

   Month/Year  Result 

Cholesterol Panel  ____________________ ___________________________________________________ 

TB Skin Test  ____________________ ___________________________________________________ 

Breast Exam  ______________________________________ Doctor____________________________ 

Mammogram  ____________________ ___________________________________________________ 

Pap Smear  ____________________ ___________________________________________________ 

Bone Density Test ____________________ ___________________________________________________ 

PSA (Prostate Blood Test) ____________________ ___________________________________________________ 

Do you have a Gynecologist for yearly exams? If so, who? ______________________________________________ 

Stress Test  ___________________  ____Normal ____Abnormal Type: ____Treadmill ____Nuclear 

Colonoscopy     _________________  ____Normal ____Internal Hemorrhoids: ____Diverticulosis ____Polyps 

          Doctor_________________________ Next Colonoscopu due in _________years 

IMMUNIZATIONS: 

   Month/Year   

Tetanus Booster  ___________________ Did shot include pertussis (Tdap)? ____Yes ____No ____Unsure 

Flu Vaccine  ___________________ 

Pneumonia Vaccine ___________________ 

Shingles Vaccine  ___________________ 

HPV Vaccine  ___________________ 2nd Shot ___________________ 3rd Shot ___________________ 

Hepatitis A Vaccine  ___________________ 2nd Shot ___________________ 

Hepatitis B Vaccine ___________________ 2nd Shot ___________________ 3rd Shot ___________________ 

Hepatitis A/B Combo  ___________________ 2nd Shot ___________________ 3rd Shot ___________________ 

TB Skin Test   ___________________ 

DIABETIC EXAMS: 

Month/Year  Results 

Dilated Eye Exam  ______________________________________ Doctor____________________________ 

Hemoglobin A1C  ____________________ ___________________________________________________ 

Urine Test for Protein ____________________ ___________________________________________________ 


