chocowinity family care

740 Bragaw Lane, Chocowinity, NC 27817
252-946-9562

NAME

BIRTHDATE DR #

MAIN HEALTH PROBLEMS

List all current and past health problems, including approximate date of diagnosis.

Date Health Problem

HOSPITALIZATIONS/SURGERY

List illness or operation and approximate year.
Women please include number of pregnancies, type of delivery, and miscarriages/abortions.

Date Illness or Operation

MEDICINE ALLERGIES

List all medicines that you are allergic to and what type of reactions occur.

Medication Reaction
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NAME

DR #
FAMILY HISTORY
Outline your family's general health problems, age, and cause of death if deceased.
Age General Health Problems Age at Cause of Death
Death
Father
Mother
Brothers
Sisters
Children
SOCIAL HISTORY

Please provide some information about your personal and work history.

Are you:  single married

Occupation:

Hobbies/interests:

separated  divorced

widowed

Are you exposed to any chemicals, fumes, or dust in your work or hobbies?

Do you smoke, chew tobacco, or dip snuft?
If so, how much per day and for how long?

Do you drink alcohol?

If so, how much per day?
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MEDICINES

DR #

List all medicines, birth control pills, herbal supplements, or vitamins you take with or without a prescription.

Please specify dosages.

Medication

Dosage

WELLNESS

Please indicate when you last had the following test or vaccination.

Date

Result

Blood sugar

Cholesterol

Bone density study

Colon cancer screening

Men: PSA (prostate cancer screen)

Women: Pap smear

Mammogram

Pheumovax (''pneumonia vaccine'")

Tetanus booster

Influenza "flu" vaccine

HEALTH CONCERNS

Do your have any additional health concerns?

SIGNATURE

DATE
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