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FIRST VISIT: Time: 1 - 3 hours    NO antihistamines 72 hours prior to appointment

randyo
Typewritten Text

randyo
Typewritten Text



randyo
Typewritten Text



randyo
Typewritten Text

randyo
Typewritten Text










	Blank Page
	Blank Page
	Untitled

	SSN: 
	Age: 
	Address: 
	Caucasian: Off
	African American: Off
	Hispanic: Off
	Asian: Off
	Retired: Off
	Policy Holder Name: 
	Policy Holder SSN: 
	Policy Holder DOB: 
	Plan Name: 
	Policy Holder: 
	Patients Policy: 
	Group Name if applicable: 
	Group Number if applicable: 
	Ins Co Address: 
	Ins Co Phone Number: 
	Effective Date: 
	Copay Amount: 
	Deductible: 
	Policy Holder Name_2: 
	Policy Holder SSN_2: 
	Policy Holder DOB_2: 
	Plan Name_2: 
	Policy Holder_2: 
	Patients Policy_2: 
	Group Name if applicable_2: 
	Group Number if applicable_2: 
	Ins Co Address_2: 
	Ins Co Phone Number_2: 
	Effective Date_2: 
	Copay Amount_2: 
	Deductible_2: 
	Emergency Contact: 
	Phone: 
	What is the reason you are here today: 
	No Allergies: Off
	Medication AllergiesRow1: 
	Type of ReactionRow1: 
	Medication AllergiesRow1_2: 
	Type of ReactionRow1_2: 
	Medication AllergiesRow2: 
	Type of ReactionRow2: 
	Medication AllergiesRow2_2: 
	Type of ReactionRow2_2: 
	No: Off
	MedicationRow1: 
	DosageRow1: 
	How often takenRow1: 
	MedicationRow1_2: 
	DosageRow1_2: 
	How often takenRow1_2: 
	MedicationRow2: 
	DosageRow2: 
	How often takenRow2: 
	MedicationRow2_2: 
	DosageRow2_2: 
	How often takenRow2_2: 
	MedicationRow3: 
	DosageRow3: 
	How often takenRow3: 
	MedicationRow3_2: 
	DosageRow3_2: 
	How often takenRow3_2: 
	MedicationRow4: 
	DosageRow4: 
	How often takenRow4: 
	MedicationRow4_2: 
	DosageRow4_2: 
	How often takenRow4_2: 
	Pharmacy Name Include Address or Phone: 
	No Medical  Surgical History: Off
	SurgeryManagement 3: 
	What: 
	Type_3: 
	Cancer Type: 
	WhereWhen: 
	By Who: 
	Cancer Type_2: 
	Other Family History: 
	Type_4: 
	Fatigue: Off
	Fever: Off
	Night sweats: Off
	Weight loss: Off
	Weight gain: Off
	Double vision: Off
	Itchy eyes: Off
	Redness: Off
	Drainage: Off
	Hearing loss: Off
	Infections: Off
	Dizziness: Off
	Itchiness: Off
	Exposure to Excessive Noise: Off
	Ear pain: Off
	Ringing noise in ears: Off
	Congestion: Off
	Facial Pain: Off
	Mouth Breathing: Off
	Nose Bleeds: Off
	Sneezing: Off
	Runny Nose: Off
	Post Nasal Drainage: Off
	Difficulty Swallowing: Off
	Snoring: Off
	Sore Throat: Off
	Hoarseness: Off
	SoresUlcers in Mouth: Off
	Heart Murmur: Off
	Chest pain: Off
	Swelling of AnklesEdema: Off
	Blacking Out: Off
	Irregular HeartbeatPalpitations: Off
	Cough: Off
	Shortness of Breath: Off
	Wheezing: Off
	Leg pain: Off
	Abdominal Pain: Off
	Constipation: Off
	Diarrhea: Off
	Heartburn: Off
	Nausea: Off
	Vomiting: Off
	Amount per day: 
	Headache: Off
	Seizures: Off
	Focal Weakness: Off
	Numbness: Off
	Heat Intolerance: Off
	Cold Intolerance: Off
	Neck EnlargementGoiter: Off
	Easy Bleeding: Off
	Easy Bruising: Off
	Bee Sting Allergies: Off
	Environmental Allergies: Off
	Urticaria  Hives: Off
	Itchy Skin Pruritis: Off
	Rash: Off
	Contact Allergy: Off
	Print Name: 
	Relationship: 
	SSN_2: 
	Name of SpouseParentLegal Guardian: 
	What is or was your occupation: 
	Employer Address: 
	Employer: 
	Email Address: 
	Home Phone: 
	Day Phone: 
	Cell Phone: 
	Referring Physician Name  Address if different: 
	Name  Address of Primary Care Family Physician  Pediatrician: 
	Language: 
	County: 
	Zip: 
	State: 
	City: 
	Apt: 
	Patient Name: 
	DOB: 
	partial: Off
	significant: Off
	None: Off
	Yes: Off
	Former: Off
	Sleep Apnea ROS: Off
	Food Allergies ROS: Off
	SurgeryManagement 4: 
	SurgeryManagement 6: 
	SurgeryManagement 7: 
	SurgeryManagement 8: 
	SurgeryManagement 10: 
	SurgeryManagement 11: 
	SurgeryManagement 12: 
	SurgeryManagement 13: 
	SurgeryManagement 14: 
	SurgeryManagement 15: 
	SurgeryManagement 17: 
	SurgeryManagement 18: 
	SurgeryManagement 19: 
	SurgeryManagement 20: 
	SurgeryManagement 5_2: 
	SurgeryManagement 6_2: 
	SurgeryManagement 7_2: 
	SurgeryManagement 8_2: 
	SurgeryManagement 9_2: 
	SurgeryManagement 10_2: 
	SurgeryManagement 11_2: 
	SurgeryManagement 12_2: 
	SurgeryManagement 13_2: 
	SurgeryManagement 14_2: 
	SurgeryManagement 16_2: 
	Pregnancy   Date(s): 
	minimal: Off
	Yes allergy shots: Off
	Yes still taking them: Off
	No still taking: Off
	CancerFx: Off
	Yes Allergy test: Off
	No Allergy test: Off
	No Allergy shot: Off
	AsthmaFx: Off
	AllergiesFx: Off
	AlcoholismFx: Off
	Alzheimer's DiseaseFx: Off
	Blood diseaseFx: Off
	CAD (Coronary Artery Disease)Fx: Off
	CAD-PrematureFx: Off
	CVA (Stroke)Fx: Off
	DepressionFx: Off
	Developmental delayFx: Off
	DiabetesFx: Off
	EczemaFx: Off
	Hearing deficiencyFx: Off
	HyperlipidemiaFx: Off
	HypertensionFx: Off
	Irritable Bowel SyndromeFx: Off
	Learning disabilityFx: Off
	Mental illnessFx: Off
	MigrainesFx: Off
	ObesityFx: Off
	OsteoarthritisFx: Off
	OsteoporosisFx: Off
	PVDFx: Off
	Renal diseaseFx: Off
	Seizure disorderFx: Off
	ADD/ADHDFx: Off
	High Blood Pressure (hypertension): Off
	Hepatitis: Off
	Gastroesophageal Reflux: Off
	Prostate enlargement (Benign Prostate Hyperplasia): Off
	Kidney Stones (Nephrolithiasis): Off
	Cataracts: Off
	Glaucoma: Off
	Chronic Ear Infections (Otitis Media): Off
	Hearing Loss: Off
	Sinus Problems (chronic sinusitis): Off
	Nasal Polyps: Off
	Recurrent Tinnitus: Off
	Tinnitus: Off
	Vertigo: Off
	Anemia: Off
	Diabetes: Off
	Thyroid deficiency (hypothyroidism): Off
	Thyroid excess (hyperthyroidism): Off
	Cancer: Off
	Migraine: Off
	Pregnancy: Off
	Adjustment Disorder - Anxiety: Off
	Major Depression: Off
	Asthma: Off
	COPD: Off
	Sleep Apnea: Off
	Cash: Off
	check: Off
	creditcard: Off
	Single: Off
	Married: Off
	Divorced: Off
	Widowed: Off
	Separated: Off
	part time: Off
	Fulltime: Off
	ObtainMedsHx: Off
	DeclineMedHx: Off
	NAME 1: 
	NAME 2: 
	NAME 3: 
	NAME 4: 
	NAME 5: 
	Relationship 1: 
	Relationship 2: 
	Relationship 3: 
	Relationship 4: 
	Relationship 5: 
	Date of Birth 1: 
	Date of Birth 2: 
	Date of Birth 3: 
	Date of Birth 4: 
	Date of Birth 5: 
	MalePt: Off
	FemalePt: Off
	Primary Pharmacy State: 
	Primary Pharmacy City: 
	Primary Pharmacy Addr: 
	Primary Pharmacy: 
	Secondary Pharmacy: 
	Secondary Pharmacy Addr: 
	Secondary Pharmacy City: 
	Secondary Pharmacy State: 
	Web Pharmacy: 
	Web Pharmacy Addr: 
	Send records: Off
	Pt: 
	 Date of Birth: 

	Date: 
	additional Notes02: 
	additional Notes03: 
	additional Notes04: 
	additional Notes05: 
	additional Notes06: 
	additional Notes01: 
	Immuno Def: Off
	Sinusitis: Off
	Bronchitis: Off
	pneumonia: Off
	Food Allergy: Off
	Check Box1: Off
	Cholesterol: Off
	coronary: 
	Text4: 
	sinusitis: 
	Management3_2: 
	Management4_2: 
	Other: 
	Other Gastro: Off
	SurgeryManag: 
	OtherGenitourinary: 
	OtherGenit: Off
	Pulmo-other: 
	otherpulmo: Off


