ADULT DATA BASE
DATE: 







NAME: 






    DOB: 


       SEX (Circle one):   M     F
MARITAL STATUS (Circle one):    Single     Married    Divorced    Widowed           RACE: 






OCCUPATION: 




 RELIGIOUS PREFERENCE: 













  (As pertains to your healthcare)

LIST YOUR ALLERGIES: 




LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:








 (Include non-prescription drugs)

1. 


                4. 


               1.


                 4. 





2. 


                5. 


               2.


                 5. 





3. 


                6. 


               3.


                 6. 





LIST ALL CHRONIC MEDICAL PROBLEMS:

1. 







    4. 



              




2. 



             



    5. 








3. 



             



    6. 








LIST ALL SURGERIES THAT YOU HAVE HAD AND YEAR: 



         


1. 
















2. 
















3. 
















HAVE YOU EVER BEEN HOSPITALIZED FOR ANYTHING OTHER THAN SURGERIES?  (Exclude pregnancy)
1. 
















2. 
















TOBACCO USE: 




           ALCOHOL USE: 








WHEN WAS YOUR LAST TETANUS SHOT? 

               WHEN WAS YOUR LAST PHYSICAL EXAM? 





FAMILY HISTORY:	       LIVING	          DECEASED





FAMILY MEMBER         AGE   CURRENT    AGE    CAUSE


        NAME                                 HEALTH               OF DEATH





FATHER:





MOTHER:





 	1.


  


  	2.





  	3.





    	4.





  	5.    





 	6.





SPOUSE:





	1.





	2.





	3.





	4.





	5.





	6.





HAVE YOU OR ANY IMMEDIATE FAMILY MEMBER EVER HAD? (Grandparent / Parent / Sibling)         





                                                  NO   YES        WHO


DIABETES


THYROID


HIGH BLOOD PRESSURE


HEART TROUBLE


STROKE


CANCER OR TUMOR


TUBERCULOSIS


ANEMIA


ALLERGY / ASTHMA


MENTAL ILLNESS


KIDNEY / BLADDER TROUBLE


EPILEPSY / CONVULSIONS


BIRTH DEFECTS


OTHER:








  BROTHERS / SISTERS





CHILDREN





Original 07/29/08








