






Premier U r�ent and Familv Care Medical Historv 
Date: !Name:

Symptoms: Please circle any symptoms you are currently having or had in the past year.

Abdominal Pain Excessive Thirst Numbness Swelling 
Allergies Excessive Urination ,. Pain in Joints Urinary Problems 
Anxiety Fainting Pain in Muscles Visual Problems 

Chest Pain Fatigue Palpitations Weakness 
Constipation Fever / Chills Shortness of Breath Weight Gain 

Cough Headache Sinus Problems Weight Loss 
Depression Indigestion / Reflux Skin Ulcers Wheezing 
Diarrhea Memory Problems Sleep disturbances 
Dizziness Nausea/ Vomiting Sore Throat 

Other Symptoms: 

Social Histor, 
Cigarettes Yes / No Packs per Day: Years Smoking: !Other Tobacco:
Alcohol Yes I No Drinks per Day: Years Drinking: I 
Street Drugs Yes / No Drug: Frequency of use: 

Female Reproductive 
Last menstrual period: I I Number of Pregnancies: Number of Living children: 

Family History: This is only for your Mother, Father, Brother(s) and Sister(s).

Please circle who had the problem, their age of onset, and if living or deceased. 
Heart Disease Stroke Diabetes Cancer 

Mom, Dad, Bro, Sis Mom, Dad, Bro, Sis Mom, Dad, Bro, Sis Mom, Dad, Bro, Sis 
Age Age Age Age 
Alive: Yes/ No Alive: Yes/ No Alive: Yes/ No Alive: Yes/ No 
Other Family Medical Problems: 

. 

Vaccines: Please provide the date of your last vaccine.

Tetanus Vaccine Date: I Flu Vaccine Date: Hepatitis B Vaccine Date: 

Comments / Additional Space: 
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