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Name: Date of Birth: Date:

Please be as accurate as you can. Approximate dates or years. If you don't know an answer, write "?" in the space provided.

| Dosé (Stréngth)

Frequency (How Oﬁen')w

“MEDICAL PROBLEMS THAT YOU HAVE NOW

, t_Ese&pa\rate sheet if more space Is needed)

What Problem?

Approximately When?




Date of Birth:

Date:

Substance of Medication

Reaction (What Happens)

What Operation?

Approximately When?

List Health Problems

Mother

Father

Sisters (How many? )

Brothers (How many? )

Children (How many? )

Tobacco Use? What Type? How Long? When did you last Use?
Alcohol Use? What Type? How Much? How Often?
Exercise What Type? How Long? How Often?

What do you do now?

How long have you done it?

What have you done the longest?

How long did you do it?

“Check:any:immu

nizations you had and giv

¢ the approximate dates:if you'k

Influenza Hepatitis A Meningococcus
Pneumovax MMR Gardisil
Tetanus Polio Zostavax
Hepatitis B Hemophilus Other




