
[image: ]Dr. Peter Gregory
922 S. 348th Street, Federal Way, WA. 98002
(253) 874-7107 • (253) 874-1923 FAX





NEW PATIENT HEALTH HISTORY
Name: __________________________________  		Date: ___________
How did you find us: ________________________________________________________________________________
Occupation: _______________________________		Primary Care Provider___________________________	
Past History
Please list any prior major illnesses, chronic diseases or conditions and/or injuries:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Surgeries/ Hospitalizations                                         None
	Year

	
	

	
	

	
	

	
	



	Current Medications                   None
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	List any allergies/ reactions to medications, anesthetics or materials:                                                               None

	

	

	



	Family History
	Cancer
	Heart Disease/ High Blood Pressure
	Diabetes
	Clotting Disorder
	High Cholesterol
	Vein or Artery Problems

	Mother
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	Brother
	
	
	
	
	
	

	Sister
	
	
	
	
	
	

	Grandparent
	
	
	
	
	
	

	Aunt/ Uncle
	
	
	
	
	
	



Social History:
Do you, or have you ever smoked?	Yes	No	Cigarettes/Cigars (per day):	    Packs per week:
When did you quit smoking?
Do you drink alcohol?			Yes	No	Drinks daily:			    Drinks weekly:
Do you exercise?		Regularly		Occasionally		Rarely
What kind of exercise: _______________________________________	Height: __________ Weight: __________
How would you classify your health?	Excellent	Good		Fair
Are you married?		Yes	No	Do you have children?	Yes	No	How many pregnancies: _______








[bookmark: _GoBack]Review of Systems:
Are you currently, or have you had problems with:

Constitutional						Respiratory
Weight gain			yes        no		Asthma				yes	no
Weight loss			yes	no		Coughing up blood		yes	no
Night Sweats			yes	no		TB/ Pneumonia			yes	no
Insomnia			yes	no		Snoring				yes	no
							Trouble breathing at night		yes	no

Eyes							Gastrointestinal
Double vision			yes	no		Indigestion/ Heartburn		yes	no
Vision loss			yes	no		Ulcer				yes	no
							Hepatitis			yes	no
Ears, Nose, Throat and Mouth				Jaundice				yes	no
Hearing loss			yes	no		Blood in stool			yes	no
Ringing in ears			yes	no		Black tarry stools			yes	no
Nasal congestion			yes	no	
Trouble swallowing		yes	no		Genitourinary
Hoarseness			yes	no		Difficulty urinating		yes	no
							Prostate disease			yes	no
Cardiovascular						Menopause			yes	no
Chest pain			yes	no		Kidney disease			yes	no
Heart trouble			yes	no
Rheumatic fever			yes	no		Musculoskeletal
Heart murmur			yes	no		Arthritis				yes	no
High blood pressure		yes	no		Mobility problems		yes	no

Neurological						Endocrine
Numbness			yes	no		Diabetes				yes	no
Weakness			yes	no		Thyroid disease			yes	no
Stroke				yes	no	
Headache			yes	no		Hematologic
							Bleeding disorder			yes	no
Psychiatric						Easy bleeding			yes	no
Depression			yes	no		Anemia				yes	no
Anxiety				yes	no
ADHD				yes	no

Allergic/Immunologic					___________________________
Seasonal allergies			yes	no		Patient Name
Skin rash or sensitivity		yes	no		___________________________
Itchy throat			yes	no		Patient Signature
HIV				yes	no

I have reviewed the above information with the patient.


____________________________			___________
Physician Signature					Date


image1.jpeg
@SOUND




