LONG POINT URGENT CARE

Patient: Company: Date of Service:
Patient ID: Contact:
Birthdate: __ /__ [/ Age Form: HEALHX
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Pl ease |ist any past nedical

HEALTH HISTORY

probl emrs/ condi ti ons that you have experienced.

(Exanpl e: High Bl ood Pressure, Kidney problens, Liver problens, Breathing problens,

Di abetes,etc...)

Do you have any vision or eye problens? No__Yes_
Do you wear gl asses or contact |enses? No_ Yes

Expl ai n:

Have you ever had any work related injuries or illnesses? No___  Yes_
What type? When?

Did you lose tine? No___ Yes_

Have you ever had any other surgery or serious injuries or major hospitalizations?

No__ Yes_ \at type?

When?

Have you ever been deni ed enploynent, military service, or been unable to work due

toinjury? No___  Yes__
Have you received disability

Are you allergic to any nedications? No Yes

Pl ease |ist them

paynment s? No Yes

Are you currently taking any
Pl ease |ist them

medi cations? No___ Yes

When was your |ast TB Test/PPD? Resul ts:

When was your |ast Tetanus booster? Al lergic Reaction? No__ Yes_
Have you had Measl es, Munmps, Rubella vaccine? No__ Yes_

Have you had Hepatitis B Vaccines? No___Yes_ How many?__ Wen?___
Have you had Hepatitis A Vaccine? No___ Yes__ \Wen?

H story of illnesses in Mther, Father or close blood relative

Bl eedi ng Probl ens: Mom  Dad__ Oher___

Di abet es/ Sugar : Mm  Dad__ Oher __

Hi gh Bl ood Pressure: Mm__ Dad__ Oher___

Cancer/ Tunor : Mom  Dad___ Oher___

Heart Troubl e: Mom  Dad___ Oher___

Tuber cul osi s: Mom  Dad___ Oher___

Social Health Hi story:
Do you now use or did you in

the past use?

Cigarettes: __ Chewi ng Tobacco: __
Mari j uana/ Pot: Cocai ne/ Her oi ne: __
Beer: Qher: __ 0O
Comment s:

Al'l information given above is conplete and accurate.

Si gnat ur e:




