
PATIENT HEALTH RECORD UPDATE

Dr.. Mr. Mrs. Ms. 							        SS # 						    
			 

(Last) 		  (first) 		  (initial)

Address 														            
		

(Street) 				    (city)				     (state)			    (zip code)

Home Phone (         )		   Business Phone (         ) 		  E-Mail 						   
Emergency Contact - Name 			    Phone Number ( )							     
Physician’s Name 			    Phone number 			   Last Physical Exam 				  
Have you been treated by your physician in the last 2 years? 		   For? 						    
If female: Are you pregnant or nursing? 											        

Do you or have you had any of the following? 
									                Blood Pressure (office to take)				  

Please list all the medications you are taking, including over the Counter Drugs and Herbs
Medications: 		  Dosage: 	 Times/day 		  Medications 		  Dosage 		 Times/day
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________
________________ 	 ________ 	 ________ 		  ________________ 	 ________ 	 ________

Are you allergic to:   Penicillin,   Codeine,   Local Anesthetics,  Other 						    

Signature __________________________________________ Date _______________
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Epilepsy or Seizures
Fainting or Dizziness
Stroke
Persistent Cough
Emphysema/Bronchitis
Tuberculosis/PPD+
Asthma
Sinus Problems
Anemia/Sickle Cell
Hepatitis A, B, C
Liver Disease
Pneumonia
Nervousness/Anxious
Irregular Heart Beat

Kidney Problems
Bruise/Bleeds easily
Heart Problem
Chest Pain/Angina
High Blood Pressure
Rheumatic Fever
Heart Murmur
Mitral Valve Prolapse
Congenital Heart Lesions
Heart Surgery
Artificial Heart Valves
Pacemaker
Fibromyalgia
Venereal Disease

Cancer
Chemotherapy
Radiation Therapy
Thyroid Disease
AIDS/HIV+
Arthritis
Artificial Joints
Diabetes
Organ Transplants
Osteoporosis/penia
Snoring
Sleep Apnea
Dry Mouth
Tobacco Use
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