ADULT MEDICAL HISTORY

Patient Information Today’s date:

Legal last name: Legal first name:
Preferred name: Personal pronouns:
Legalsex: OMale (OFemale OX Sex assigned at birth: O Male O Female O Intersex

Gender identity:

Sexual orientation:
O Gay/Lesbian O Bisexual O Heterosexual O Decline O Something else:

Relationship structure:
O Single O Married O Domestic partner

0O Monogamous O Non-monogamous

Preferred lab, if known:
Preferred pharmacy:
Preferred imaging facility, if known:

O I'would like to establish primary care as the Center for Natural Medicine
Are you transferring care from another provider? OYes ONo
If yes, previous Provider/Clinic Name and Phone:

O | already have a Primary Care Provider.
PCP Name:
PCP Clinic Name:
PCP Clinic Phone:

What are your main reasons for establishing care at our clinic? Please provide additional details
below if there are any particular health concerns or topics you would like to discuss with us.
Please specify priority.
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Allergies, Medications, Supplements - Attach additional pages as needed

O No allergies
O Need epi pen

O See attached

O None

O See attached

O None

O See aftached

Allergen Reaction Severity Age of onset
Medication Dose Frequency Reason prescribed
Supplement Dose Frequency Reason taking
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List all known illnesses/diagnoses, major events (surgeries, hospitalizations, accidents) and imaging. If

applicable, include providers name and contact information.

Diagnosis Date Specialist Name Clinic Phone #
Maijor events: surgeries, Date Imaging Clinic Phone #
hospitalizations, accidents (x-ray, MRI/CT, ultrasound, etc)

Vaccine Date Vaccine Date

TDaP MMR

(tetanus/diphtheria/pertussis) (measles/mumps/rubellq)

Chicken Pox/Shingles HPV/Gardasil

Pneumococcal Hepatitis A/B

Meningococcal Haemophilus Flu

Seasonal Flu COVID

Ofther: Did you complete routine O Yes
childhood vaccines? O No

Family Health History - (Please include cancers, hypertension, substance abuse, diabetes, cardiac diagnoses, etc)

. . Age Age . .
Relationship if "\%n g lofdeath Medical history

Mother

Maternal grandmother
Maternal grandfather
Father

Paternal grandmother
Paternal grandfather
Sibling

Child
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Social History

Tobaccouse: O Neveruse OFormeruse 0O Currentuse

4

Would you like Narcan today? OYes ONo

If you are a smoker, how many packs per day? Start date: Quit date:
Type of tobacco product(s) used:

Alcoholuse: O Neveruse OFormeruse O Currentuse

If you drink, how many drinks per week?

Would you like to talk about quitting? OYes O No

Substance use: O Neveruse OFormeruse (O Currentuse

Substance(s) used: History of IVdruguse? OYes ONo

Are you currently sexually active? O Yes

Contraceptives/Protection used:

O Abstinence (O Cervical cap O Condom
O Implant O Injection OLU.D
O Pills O Pull out O Sterilization

O Fertility awareness

O No O Never

O Diaphragm
O Patch
O Vaginal ring

Partner(s) sex assigned at birth:
O Male OFemale O lIntersex
(this helps us assess overall risk)

Has there been any change to your libido?
OYes 0ONo

Do you want to talk about it? OYes ONo

Have you ever been tested for HIV? O Yes O No
Date of last testing:

Would you like to talk about HIV prophylactic

medications (PreP) today?
OYes ONo

Have you ever tested positive for an STI?
OYes ONo

If yes, what did you test positive for?

Have you ever been tested for Hep C?
OYes ONo

Are you planning to get pregnant within the next
year?
OYes ONo

Have you experienced miscarriage?
OYes (ONo

Do you experience unintentional pain during sex?
OYes ONo

If yes, please explain:
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Safety Screening

Do you wear seatbelts in the car? O Yes O No
Do you wear helmets when recommended? O Yes ONo
Do you have enough to eat? O Yes O No
Do you have safe and stable housing? O Yes O No
Do you have transportation difficulties? O Yes O No
Do you have moisture problems in your home? O Yes O No
Do you have smoke and carbon monoxide detectors in your home? O Yes ONo
Do you have difficulty in concentration or decision making? O Yes O No
Are you able to afford utility bills? O Yes O No
Do you have guns in your home? O Yes O No
If yes, are they safely stored? O Yes O No

How often does anyone, including family and friends...

physically hurt you? O Never [0 Rarely O Sometimes |0 Fairly often |0 Frequently
insult or talk down to you? O Never |3 Rarely O Sometimes |3 Fairly offen |0 Frequently
threaten you with harm? O Never |3 Rarely O Sometimes |0 Fairly offen |0 Frequently
scream or curse at you? O Never |3 Rarely O Sometimes |0 Fairly often (O Frequently
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PHQ-9 - Over the past two weeks, how often have the following applied to you?

Little interest or pleasure in doing things

O Not at all

O Several days

O More than half the days
O Nearly every day

Feeling down, hopeless, or depressed

O Not at all

O Several days

O More than half the days
O Nearly every day

Trouble falling asleep, staying asleep, or sleeping too much

O Not at all

O Several days

O More than half the days
O Nearly every day

Feeling tired or having little energy

O Not at all

O Several days

O More than half the days
O Nearly every day

Poor appetite or overeating

O Not at all

O Several days

O More than half the days
O Nearly every day

Feeling badly about yourself

O Not at all

O Several days

O More than half the days
O Nearly every day

Trouble concentrating at work or school

O Not at all

O Several days

O More than half the days
O Nearly every day

Moving/speaking slowly or being fidgety/restless

O Not at all

O Several days

O More than half the days
O Nearly every day

Thoughts of suicide or hurting yourself

O Not at all

O Several days

O More than half the days
O Nearly every day

If you checked any of the above, how difficult have these
problems made it for you to do your work, take care of your
home, or get along with other people?

O Not difficult at all
O Somewhat difficult
O Very difficult

O Extremely difficult
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GAD -7 - Overthe last two weeks, how often have you been bothered by the following problems?

Feeling nervous, anxious, or on edge O Not at all

O Several days

O More than half the days
O Nearly every day

Not being able to stop or control worrying O Not at all

O Several days

O More than half the days
O Nearly every day

Worrying too much about different things O Not at all

O Several days

O More than half the days
O Nearly every day

Trouble relaxing O Not at all

O Several days

O More than half the days
O Nearly every day

Being so restless that it is hard to sit still O Not at all

O Several days

O More than half the days
O Nearly every day

Becoming easily annoyed or irritable O Not at all

O Several days

O More than half the days
O Nearly every day

Feeling afraid as if something awful might happen O Not at all

O Several days

O More than half the days
O Nearly every day
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Drug Abuse Screening Questionnaire

Have you used drugs other than those required for medical reasons? OYes ONo
Do you abuse more than one drug at a time? OYes ONo
Are you always able to stop using drugs when you want to? OYes ONo
Have you ever had blackouts or flashbacks as a result of drug use? OYes ONo
Do you ever feel bad or guilty about your drug use? OYes ONo
Does your partner (or parents) ever complain about your involvement with drugs? OYes UONo
Have you neglected your family because of your use of drugs? OYes ONo
Have you engaged in illegal activities in order to obtain drugs? OYes ONo
Have you ever experienced withdrawal symptoms when you stopped taking drugs? OYes ONo
Have you had medical problems as a result of your drug use? OYes ONo

Alcohol Screening Questionnaire

How often do you have a drink containing alcohol?
O Never O Monthlyorless O 2 -4 timesamonth O 2-3timesaweek O 4ormore times a week

How many drinks containing alcohol do you have on a typical day when you are drinking?
07-2 03-4 0O5-6 0O7-9 0O 10ormore

How often do you have five or more drinks on one occasion?
O Never O Monthlyorless O 2 -4 timesamonth O 2-3timesaweek O 4ormore times a week

How often during the last year have you found that you were not able to stop drinking once you had
started?

O Never O Monthlyorless O 2 -4 timesamonth O 2-3timesaweek O 4 ormore times a week

How often during the last year have you failed to do what was normally expected of you because of
drinking?
O Never O Monthlyorless O 2-4timesamonth O 2-3timesaweek O 4ormore times a week

How often during the last year have you needed a first drink in the morning to get yourself going
after a heavy drinking session?
O Never O Monthlyorless O 2 -4 timesamonth O 2 -3 fimes a week O 4 or more times a week

How often during the last year have you had a feeling of guilt or remorse after drinking?
O Never O Monthlyorless O 2 -4 timesamonth O 2-3timesaweek O 4 ormore times a week

How often during the last year have you been unable to remember what happened the night before
because of your drinking?

O Never O Monthlyorless O 2 -4 timesamonth O 2-3timesaweek O 4ormore times a week

Have you or someone else been injured because of your drinking?
Q No O Yes, but not in the last year O Yes, in the last year

Has a relative, friend, doctor, etc. been concerned about your drinking or suggested you cut down?
O No O Yes, but not in the last year O Yes, in the last year




