NEW PATIENT INFORMATION

Name Date

Ht. ft.  in.|Wt. Ibs.

ME RGIE _Major Injuries

If Deceased, Cause of Death

e ———
Family History (PLEASE CHECK ALL THAT APPLY NOW OR IN THE PAST)
(] Migraine J nson's D mer's Disease _|[] Tremor/Not Parkinson's

1 Other Ne rQlogical (INervous Systen ANAIIONS Or DISeases

[Retired: (JYes [ No

Marital Status: [JMarried (] Single [ Separated ) Divorced () Widow

 Tobacco Smoking:  |[] Never () Quit (date: ) (J Current Smoker: (packs/d = )

Use of Alcohol: (] Never [ J Occasional (] Moderate (1-2/day) () 3 or more/day
Drug Abuse (current or in the past):

@_0‘9—2 Severe Weight Loss 9 16 (] Painful Urination |23 (] Excessive Thirst |
3 () Blurry Vision 10 () Shortness of Breath | 17 () Joint Pain |24 () Excessive Sweating |
4 () Eye Pain 11 ] Jaundice 18 [] Muscle Pain 25 [] Excessivo Bleeding
5 Loss 12[ ] Na 19()SkinRash 126 [] Excessive Bruising |
6[JR / Noise in Ear_| 13 (] Reflux 20 (7 Itching
7 (1 Chest Pain _ 14 (] Urine Incontinence | 21 (] Anxiety




