Bradenton East Integrative Medicine
PATIENT DATA

	NAME__________________________ HOME PH# (    ) _________________ CELL PH# (   )__________________

ADDRESS____________________________ CITY___________________________ STATE_______ ZIP _________

AGE ______ BIRTHDATE______________  MARITAL STATUS ____________ NUMBER OF CHILDREN ______

SOCIAL SECURITY #__________________ DRIVERS LICENSE # ______________________  STATE __________

OCCUPATION _______________________  EMPLOYED BY_____________________________________________

WHO DO YOU RESIDE WITH?_____________________________________________________________________________

SPOUSES NAME ____________________ _____________ E MAIL________________________________________________



	 WHEN WAS YOUR LAST PHYSICAL?
WHAT WAS YOUR PREVIOUS PHYSCIAN’S NAME? _____________________________________________________

PREVIOUS PHYSCIANS PHONE #__________________________________________________________________

HISTORY OF PREVIOUS SURGERIES?_____ YES _____NO    __________________________________________

FOR WHAT CONDITION? DATES?_________________________________________________________________________

_______________________________________________________________________________________________




	ALLERGIC TO ANY MEDICATION? ____YES   ____NO    PLEASE LIST ALLERGIES / REACTIONS_________________________________________________________________
_____________________________________________________________________________

OTHER ALLERGY’S __________________________________________________________

OTHER SENSITIVITIES: _______________________________________________________
DO YOU HAVE AN ADVANCED DIRECTIVE ON FILE? YES___ NO____


PREFERRED PHARMACY________________________________________________________
REASON FOR TODAY’S VISIT (INCLUDE DATE OF ONSET)______________________________
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

NAME ___________________________ DATE OF BIRTH _____________ DATE:_______________

PERSONAL HABITS/SOCIAL HISTORY

	1) DO YOU CURRENTLY SMOKE?__YES__ NO            # OF YRS ______  
2)  NUMBER OF CIGARETTES PER DAY?________ CIGARS _______ PIPES______                                                                   
3) QUIT?___YES___NO         # OF YEARS AGO___   PREVIOUS # OF PACKS PER DAY____
4) USED CHEWING TOBACCO ___YES __NO  # OF YRS______

5) DO YOU CURRENTLY DRINK ALCOHOL?______YES______NO  # OF DRINKS DAILY______   

6) ANY HISTORY OF RECREATIONAL DRUG USE?____YES____NO                                                                  IF  YES WHAT TYPE? ________________________________________________                        



FAMILY HISTORY 
	WHO IN YOUR FAMILY HAS/HAD                            (CIRCLE IF CAUSE OF DEATH AND AGE AT DEATH)

Heart disease ______________      Genetic Disorder  __________________      Cancer _______________

Diabetes   _________________      Alcoholism   ______________________      Arthritis ______________

Thyroid Disease  ____________     Stomach Problems _________________       Asthma   _____________

Mental Illness  ______________     High Blood Pressure ________________      Tuberculosis __________

Stroke_________________             Heart attack__________________       High Cholesterol _____________
*Please indicate if Maternal or Paternal side of the family


MEDICAL HISTORY
Please check any Symptoms or Diseases you may have 

	GENERAL HEALTH
	Any history of Stroke?
	

	Do you have any in this section now?
	(   ) Yes   (   ) No
	HEART AND LUNGS CONT.

	(   ) Fever
	Any history of TIA?
	(   ) Congestive heart failure

	(   ) Anemia, low iron in the blood
	(   ) Yes    (   ) No
	

	(   ) Swollen glands
	NECK
	(   ) Shortness of breath w/ exercise

	(   ) Unexplained tiredness
	(   ) Pain
	(   ) Shortness of breath at rest

	(   ) Unplanned weight loss
	(   ) Goiter/enlarged thyroid
	(   ) Unable to lay down flat

	(   ) Dialysis


	(   ) Stiffness
	(   ) Ankles swelling

	NEUROLOGICAL
	HEART AND LUNGS
	(   ) Pain in chest or back

	(   ) Fainting 
	(   ) High blood pressure
	

	(   ) Tremors
	(   ) Heart attack
	(   ) Cough

	(   ) Seizures 
	(   ) Palpitations/ irregular heartbeat            
	(   ) Phlegm: Colored ___ Clear ___

	(   ) Numbness/ weakness
	(   ) Bypass surgery
	

	(   ) Headaches

(   ) History of  head trauma
	(   ) Stent              (   ) Pacemaker
	


	
	
	

	DIGESTIVE SYSTEM

	BREASTS
	DIABETES / ENDOCRINE

	(   ) Loss of appetite
	(  ) Tenderness
	Are you a diabetic?

	(   ) Indigestion
	(   ) Lumps
	(       ) YES    (        ) NO

	(   ) Heartburn
	(   ) Change in color in skin
	# of years since diagnosis (        )

	(   ) Nausea
	(   ) Discharge
	Have you had diabetes education?

	(   ) Vomiting
	
	(       ) YES    (        ) NO

	(   ) Abdominal pain
	URINARY
	Last fasting blood sugar  (          )

	(   ) Diarrhea
	
	Last HbgA 1c             (            )

	(   ) Recent Antibiotic
	(   ) Pain/burning when urinating
	Are you insulin dependent?

	(   ) Constipation
	(   ) Leaking of urine
	(       ) YES    (        ) NO

	(   ) Food Intolerance / allergies
	(   ) Frequent urination
	(   ) Thyroid problems

	(   ) Gall Stones
	(   ) Urination at night
	(   ) Hair change / loss

	(    ) ulcer
	(   ) Blood in urine
	

	HAVE YOU HAD A COLONOSCOPY?
	ANY HISTORY OF HIGH CHOLESTEROL?
	ANY HISTORY OF MAJOR CANCER?

	(     ) YES   (    )  NO
	(     ) YES   (    )  NO
	(    ) YES    (   ) NO

	DATE?
	# of years since diagnosis (        )
	IF YES WHAT TYPE?

	Was it normal?
	
	

	(     ) YES   (     ) NO
	
	 

	
	MUSCLES AND JOINTS
	IMMUNIZATIONS / DATE ( YEAR)                                   

	EYES
	(   ) Paralysis 
	(   ) Flu shot

	(   ) Macular Degeneration
	(   ) Pain 
	(   ) Pneumonia shot

	(   ) Had Laser or Lasik Surgery
	(   ) Weakness  
	(   ) Hepatitis A

	(   ) Glaucoma
	
	(   ) Hepatitis B

	(   ) Cataracts
	History of broken / Fractured bones?
	(   ) Tetanus shot

	(   ) Blurred Vision
	(        ) YES  (       ) NO
	(   ) Shingles

	(   ) Wear glasses or contacts
	
	(   ) HPV (Gardasil)

	
	MENTAL
	(   ) Meningitis

	EARS
	(   ) Memory problems
	

	(   ) Ringing in ears
	(   ) Trouble sleeping
	OTHER QUESTIONS

	(   ) Discharge 
	(   ) Anxiety disorder
	  Any history of?

	(   ) Pain
	(   ) Depression
	(   ) HIV Positive

	(   ) Hearing loss
	
	(   ) Tuberculosis or exposure

	
	SKIN PROBLEMS
	(   ) Treatment for MRSA or

	MOUTH
	
	       Other resistant bacteria

	
	(   ) Abnormal or growing moles
	(    ) Hepatitis B or C

	(   ) Sore throat
	(   ) Rashes
	

	(   ) Swallowing difficulty
	(   ) Lumps
	

	(   ) Hoarseness
	(   ) Easy bruising
	Do you have an IV port?

	(   ) Ulcers
	(   ) Psoriasis / Eczema
	(    ) Yes    (    ) No

	(   ) Dentures
	(   ) History of skin cancer
	


REPRODUCTIVE SYSTEMS
	WOMEN
	#of children  (                  )
	# of Pregnancies (               )

	(   ) Heavy periods
	
	

	(   ) Irregular Periods
	(   ) Bad  cramps
	(   ) Bleeding after Menopause

	(   ) Infertility
	(   ) PMS
	(   ) Hot flashes

	(   ) Vaginal dryness
	(   ) Vaginal discharge
	(   ) Abnormal Pap Smear

	(   ) Vaginal itching
	(   ) Pain with sexual intercourse
	(   ) Abnormal mammogram

	
	
	


Date of last Menstrual period____________ 
Date of last Bone Density Scan___________ Normal? (   ) Yes (   ) No_                                         
Date of last Mammogram __________Normal? (   ) Yes (   ) No_                                         Date of Last Pap Smear____________ Normal? (   ) Yes (   ) No                                          
	MEN
	
	
	

	
	
	
	

	(   ) Testicular Cancer
	(   ) Erectile Dysfunction
	(   ) Prostate Cancer
	(    ) Other

	(   ) Blood in semen
	(   ) Pain with intercourse
	
	


Please List Medications and Supplements
Name                                                               Dosage                                        How Taken
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
	
	
	


	INSURANCE AUTHORIZATION AND ASSIGNMENT:
	
	
	
	

	I hereby authorize the Providers(and its entities) to furnish information to the insurance carriers, and I hereby assign

	to all physicians all payment for medical services.  I understand that I am responsible for non-covered fees. 

	
	
	
	
	
	
	
	
	


SIGNATURE __________________________________________  DATE __________






