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____________________________________________________________________ 
Patient Name (first, middle initial, last)     Date of Birth    Social Security #

____________________________________________________________________ 
Phone Number   Sex (M,F)  Martial Status (S, M, W, D)    Insurance Carrier & Number

____________________________________________________________________ 
Address        City   State  Zip

____________________________________________________________________ 
Emergency Contact Name & Phone Number        Relationship to Patient

____________________________________________________________________ 
Previous Primary Care Physician & Phone Number Preferred Pharmacy Location & Phone Number 

Do you have Advance Directives? Yes ____ No ____ Have you been hospitalized in the last 12 months? Yes____ No____ 

If yes, please list reason and date of hospitalization/s.___________________________________________________________________ 
 

Has a family member (parents, siblings, children) had any of the conditions listed? 
Diabetes________ Cancer________ Heart Disease________ High Blood Pressure ________ Tuberculosis ________ 
If yes, please explain:

____________________________________________________________________ 

  YES   NO   YES  NO YES NO 
Back Injuries       ☐ ☐ Heart Disease ☐ ☐ Thyroid problems  ☐ ☐ 
Seizures, fainting, dizziness    ☐ ☐ Stomach Ulcer ☐ ☐ Stomach, gall bladder trouble  ☐ ☐ 
Allergies       ☐ ☐ Rheumatic Fever      ☐ ☐ Vision difficulty, eye disease  ☐ ☐ 
Tuberculosis       ☐ ☐ Difficulty Hearing    ☐ ☐ Ear, nose, throat issues – sinus, colds ☐ ☐ 
Any type Hepatitis, jaundice  ☐ ☐ Kidney Disease      ☐ ☐ Chronic Pain  ☐ ☐ 
Nervous Disorder       ☐ ☐ Muscular Disease      ☐ ☐ Permanent defect from
Respiratory Disease      ☐ ☐ Mental Illness ☐ ☐ illness or injury  ☐ ☐ 
High Blood Pressure      ☐ ☐ Hernia ☐ ☐
Arthritis, gout, joint disease    ☐ ☐ Diabetes ☐ ☐
Cancer        ☐ ☐ Headaches ☐ ☐
If answer to any of the above is yes, please explain. __________________________________________ 
_____________________________________________________________________
___________________________________________________________________

Allergies ______________________________________________________________________________________________________ 

Current Medications and Dosage 

___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________ 
___________________________ ____________________________



SOCIAL HISTORY 

HEALTH MAINTENANCE 

I hereby authorize the release of this information and the results on any physical examination to Oak Medical. 
This information is true and correct to the best of my knowledge. 

__________________________________________________________________________________________ 
Signature – Patient or Patient’s Legal Representative      Date 

__________________________________________________________________________________________ 
Relationship to Patient (if Legal Representative) 

Do you currently smoke? Yes _____ No _____ How long have you/did you smoke? ____________ 
How many packs per day do/did you smoke? ________ If history of smoking, when did you quit? __________ 

Do you currently use drugs? Yes _____ No _____     How long have you used drugs? _________ Quit Date? __________ 

Do you drink alcohol? Yes_____ No_____ Number of drinks per week? ______ History of alcohol abuse?_________ 

IMMUNIZATIONS - please list date of last immunization if received 
COVID_________Influenza: ____________Shingles: ____________ Pneumonia: _____________ Td/Tdap: ___________ 

CANCER SCREENINGS – please list date of last screening 
Colorectal Screening (colonoscopy or fecal occult blood): _______________ 
PSA Screening (men only): _______________ 
Mammogram (women only): _______________ 
Lung cancer screening (if history of smoking 30+ packs/year and quit within 15 years): _______________ 

CHRONIC CONDITION SCREENINGS – please list date of last screening 
Lipid Screen: _______________ 
Diabetes Screen: _______________ 
Osteoporosis Screen (women 65+ and some men) : _______________ 

Overall do you feel that your health is: 
Excellent: ___________ Good: ___________Fair: ___________Poor: ___________ 


