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Family History

The following questions apply to your immediate family’s medical history. Your immediate family is your father,
motbher, siblings, and children. If the question applies to your immediate family’s medical history, please check
yes and indicate the relationship(s) of the person.

10.

11.

Does your immediate family have a history of kidney disease? __ Yes __ No |If yes, please select the
immediate family member(s) it appliesto: ___ Father ___ Mother ___ Brother ___ Sister ___ Son
____Daughter

Does your immediate family have a history of diabetes?  Yes _ No |If yes, please select the immediate
family member(s) it appliesto:  Father _ Mother _ Brother _ Sister _ Son __ Daughter
Does your immediate family have a history of high blood pressure?  Yes ~ No |Ifyes, please select the
immediate family member(s) it appliesto: ___ Father ___ Mother ___ Brother ___ Sister ___ Son
____Daughter

Does your immediate family have a history of heart disease? _ Yes _ No |[f yes, please select the
immediate family member(s) it appliesto: __ Father _ Mother __ Brother _ Sister __ Son
____ Daughter

Does your immediate family have a history of cancer? _ Yes  No [f yes, please select the immediate
family member(s) it appliesto: ___ Father ___ Mother ___ Brother ___ Sister ___ Son

____Daughter...Please list type of cancer:

Does your immediate family have a history of stroke? ~ Yes _ No If yes, please select the immediate
family member(s) it appliesto: _ Father _ Mother _ Brother __ Sister _ Son __ Daughter
Does your immediate family have a historyof gout? _ Yes  No If yes, please select the immediate
family member(s) it appliesto: ___ Father ___ Mother ___ Brother ___ Sister ___ Son ___ Daughter
Does your immediate family have a history of polycystic kidney disease? ___ Yes __ No If yes, please select
the immediate family member(s) it appliesto: ___Father __ Mother __ Brother __ Sister __ Son
___Daughter

Does your immediate family have a history of dementia? _ Yes _ No If yes, please select the immediate
family member(s) it appliesto: __ Father _ Mother _ Brother __ Sister __ Son __ Daughter

Is your father ___living: ___ deceased, or ___ unknown? If your father is deceased: At what age? What

was the cause of death?

Is your mother __living, ___ deceased, or ____ unknown? If your mother is deceased: At what age?
What was the cause of death?

Continued on back of page



Social History

12. Tobacco Use: __ Current user Neverused _ Former user If former user, year quit:
If current or former user, how frequent is/was your use of tobacco? __ Everyday __ Some days
____Unknown Packs per day: Years smoked: Year started:

13. AlcoholUse: _ Currentuser _ Neverused __ Former user If former user, year quit:
If current or former user, how frequently do/did you consume alcohol? ___ Social drinker ___ 1-2 drinks per
day __ 3 or more drinks per day

14. Recreational DrugUse:  Currentuser __ Neverused __ Formeruser If former user, year quit:

If you have a history of drug use, please list drug(s) used:

Living Situation

1. Marital Status:
___Married ___Single ___ Widowed ___ Separated ___ Divorced

2. Living Arraignment:
___Alone ___ Spouse ___Significant Other ___ Family Member ___ Caregiver ___Living Facility

Living Will

1. Doyouhavealivingwill? ___Yes __ No Ifyes, who is the executor of your living will?
Please provide our office a copy of your living will for your chart.

Vaccination Record

1. Haveyouhadafluvaccine? __Yes _ No Ifyes,when? ___ Where?

2. Haveyou had a pneumoniavaccine? __ _Yes _ No Ifyes,when?  Where?
Pharmacy
Please list your primary pharmacy and where it is located: Pharmacy: Location:

Surgical History | Please list any prior surgeries and the year they took place:

Surgery: Year:






