INITIAL VISIT QUESTIONNAIRE

Your full name

DALE GRAY, MD
INTERNAL MEDICINE

Past Medical History (check all those that apply)

Coronary artery disease
Atrial fibrillation
Congestive heart failure
Hypertension
Emphysema

Asthma

Kidney disease
Diabetes

Cancer - type:
Osteoarthritis
Rheumatoid Arthritis
Other:

Gout

Thyroid disease
Enlarged prostate
Ulcers

Acid reflux
Depression
Diverticulosis
Stroke

High cholesterol
Migraine headaches
Obstructive sleep apnea

Childhood llinesses  Chickenpox Measles Mumps other:
Past Surgical History (list all surgeries, with dates if known)

1. 2.

3. 4.

5. 6.

7. 8.

9. 10.

Social History

Marital status

Occupation

Number of children

Who do you live with?
How much do you smoke?
How much alcohol?

Medications (list, with dosage)

1. 2.
4, 5.
7. 8.
10. 11.
13. 14.
Medication Allergies (list)
1. 2.
4, 5.

Family History

Father: age If deceased, age at death
List his medical conditions
Mother: age If deceased, age at death

List her medical conditions
Number of brothers sisters
List their medical conditions

If desired, print a copy of this form prior to clicking Submit

lllicit druguse @Y O N type
Exercise ®Y O N type

Highest educational level reached
Country of birth

Do you have a livingwill ®@ Y O N
Religion
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Cause of death

Cause of death
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