Name:

DOB:
FLORIDA ATLANTIC UNIVERSITY
PATIENT HISTORY
Preventive Health
Immunization Date Performed Screening Test Date Performed
COVID-19 Colonoscopy/Cologuard
Influenza Vaccination Mammogram
Prevnar (1* Pneumonia shot) PAP
Pneumovax(2" Pneumonia PSA (Prostate)
Tetanus Vaccination DEXA/ bone density
TDAP (Whooping cough) Breast ultrasound
Zostavax (Shingles vaccine)
Shingrix (Shingles vaccine)
Medications
Please list all medications you are taking currently, including over the counter and herbal remedies.
Medication Name: Dosage (mg, cc, etc) Frequency (how often)
Past Medical History
Please mark any current or previous illnesses or health problems.
| | ADD/ ADHD :| Depression [ ] Kidney Disease
| | Anxiety | | Degenerative Joint Disease | | Lupus
| | Anemia | | Diabetes Mellitus | | Lung Problems
Arthritis | | Drug/ Alcohol Addiction || Male Problems
Bipolar Disorder | | Female Problems || Parkinson's Disease
| | Blood Clots || Heart Attack || Rheumatoid Arthritis
Cancer (type) || Heart Disease Seizure Disorder
COPD Hepatitis Schizophrenia
] Chronic Pain related to High Cholesterol Stroke
| HIV/ AIDS | | Thyroid Diesease

Allergies

Please list all food and drug allergies:




Name:

DOB:
Surgical History / Major Diagnostic Procedures
Appendectomy || Gall Bladder Hysterectomy
Back Surgery || Lung Biopsy (was cancer involved )
Bariatric Surgery | | Heart Catheterization Tonsillectomy
Breast | | Heart Bypass Surgery Tumor Removal
(was surgery involved ) Prostate Surgery Vasectomy
|:| C-Section [ Other:
Hospitalizations/Emergency Room Visits
Reason: Date:
Social History
Have you ever smoked? (cigarettes, vape, cigars, etc.) DNO Des
How many per day? How many years? Stop date:

|:|No
l:lNo

l:lYes
I:lYes

Do you drink alcohol?
Do you use any street drugs?

Family History
Are you adopted? Yes No

How many drinks per week?
If yes, please list

Father Mother Siblings

Children

Living

Deceased

Diabetes

Hypertension

Heart Disease

Mental Illness

Cancer (type)

Stroke

Thyroid Disease

High Cholesterol

Blood Clots

Lung Disease

Tuberculosis

Mental Illness

Headaches

Seizure

COPD/Emphysema

Other (specify)

Unknown




	Name: 
	DOB: 
	Zostavax Shingles vaccine: 
	Shingrix Shingles vaccine: 
	Frequency how often: 
	Cancer type: 
	Chronic Pain related to 1: 
	Chronic Pain related to 2: 
	Name_2: 
	DOB_2: 
	was cancer involved: 
	was surgery involved: 
	CSection: Off
	Other: 
	How many per day: 
	Stop date: 
	How many drinks per week: 
	If yes please list: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box500: Off
	Check Box505: Off


