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Abbreviated Medical History
Patient Name: _______________________________________  DOB: ___________________
Reason for visit________________________________________________________________
_____________________________________________________________________________
Primary Care Physician________________________________________________________
Specialists (phone # if you have) __________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Which of your Doctors sent you? __________________________________________________
Major/Chronic Medical Illnesses / What are your meds treating ? _____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Prior Surgeries________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Implants (e. g. pacemaker, joints) __________________________________________________
Prescribed Medications Only ____________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Blood Thinners				Cardiac Stents______________________________
Aspirin______________			Deep Vein Thrombosis/Pulmonary Emboli_______
Coumadin____________			__________________________________________
Plavix_______________
Brilinta______________			Allergies/reaction__________________________
Eliquis______________			_________________________________________
Xarelto______________			_________________________________________
Other_______________

Smoking packs per day and number of years__________________________________________
Alcohol drinks per week__________________________________________________________
Illicit drugs describe_____________________________________________________________
In recovery? __________________________________________________________________

Family history of Cancer or Heart Disease (parents, siblings, children only)______________ ______________________________________________________________________________
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