A New U Wellness Clinic

Patent: Date:

Reason for teday's visit

Are you allergic te any medcations? TTYES 0 NO  Ifyes listbelow:

1 2.
Have you ever had dental 2nesthesia (Novocan}? 1 YES 10 NO  Any badreacton? TTYES 0 NO
List all medications you are currently taxing {including prescripbions, over-the-counter meds. vitamins, and herbals).
1. 2. 3.
4 5. 3
Do you have now. or have you ever had diseases or conditions of: {Please check YES or NO)
Lungs: YES NO Other Systemic:

Bronchitis Dianetes

Emphysema Excessve thirsthunger

Asthma Thyroid

Chronic Cough Kidney

Merning Cough Blacder

Shortness of Breath Frequency/Burning

Wheezing Gaslremlestinz!

Stomach ansarptive disorder

Cardiovascular: Nausea, vomibing. dizrrhiea

High Blood Pressure when taking antibiotics

Chest Pan Yeastinfection when laking antibictics

Hear: Atack Arthritis/Joint Deformity

Heart Murmur Arthralgia

Irreqular Heartbeat Limited Maotion

Fhlebitis Artificial Joint

Inflammation af ven Convulsions, Epilepsy, or Seizures
Blood Clots Famnting
Pacemaker

List any olher diseases or conditions:

List surgical prececures you have bad in the last & menths.

Skin:
Have you ever had skin cancer. . YES . NO
Has anyone in your family had skin cancer? . YES | NO
Do you have a history of specilic skin diseases? . YES © NO |fyes,
Do you have probiems valh healing? - YES o NO
Do you develop keloids {scars) afer surgery?  © YES | NO
Lo you bleed easily? L YES o NO

Do you cevelop skin rashes in reaction to  Meccations  Food  Environment?

Social History:

Do you drink alcohol? ~YES _ NO |Ifyes, drinks per day
Do you use IV arugs? _YES _ NO |Ifyes what? How often?
Do you smaoke? YES NO Ifyes how much?
Have you had or ever been exposed fo HIV (AIDS)? ~YES _ NO
(Women) Are you pregnant? ~YES _ NO Due Dale ! /
What 15 your occupation? Hobbies?
Completed by, 0 PatentiLegal Guardan !
o Medical Assistant Patient/legal Guardan Signature Date
Irntials /

Reviewed by Date



