WELL_STAR
I Physicians Group

Adult and Pediatric Intake Form

Today's
Name: Date of Birth: Date:
Primary Care Physician: Height Weight

Pharmacy Name: Pharmacy Phone number

Reason for visit:

Have you had any tests/surgeries for this problem?

Who referred you to us?

L] Primary care physician

] other Physician(s) Name:
L Non Physician health care provider Name:
O Phonebook/other Detail:

[J Friend/family

PAST MEDICAL HISTORY (Please Mark all that Apply )

Check if you have a history of:

(provide year of diagnosis if known)

[INo Past Medical History

LJADHD [ICoronary artery disease or [JHypertension_____
LJAicoholism___ Heart Attack_____ [Kidney Disease

ClAlergies LJCVA (Stroke) [IMitral Valve Prolaspe
DAnemia__ O Depression_____ CIPneumonia T

O Anxiety_ [IDiabetes Type [Iseizures !

LArthritis Insulin/Med [sickle Cell

CJAsthma_ LJEmphysema__ [ISleep apnea_

[JBlood clots__ O] Fibromyalgia__ Check if you use: LICPAP/BIPAP
UBronchitis_ UGlaucoma [Isystemic lupus erythematosus_____
[Icancer type [JGERD (Reflux)_____ L Toxic exposures__

DCongestive heart failure
[JcoprD

Other not listed above:

DHepatitis A B, orC

[JHigh Cholesterol

LHiv

[JHyperthyroid disease
[IHypothyroid disease
[ Tuberculosis




Today's
Name: Date of Birth: Date:

Please list all surgeries or procedures you have had:
CINo Previous Surgeries
Date Type of Surgical Procedure Hospital

Please list all medications including inhalers, herbals and vitamins you are taking:
[JSee List (If You Provided List)

Name Dose/Strength How often do you take?

[Isee Additional (Use Additional Sheet if Necessary)

Advance directives in place:

[INone  [DNR U Living will [IDurable Power of Attorney



Please list all drug allergies:

Allergic To: Reaction

[ICheck here if family history not available

Diagnosis Mother Father Sister Brother Other
Indicate if Diagnosis was the Cause of Death and at what age,

Alive and Well O O O Od O
Allergies O O O O O
Asthma O O O O O
Cancer, Type = | O O O
COPD O O O O O
Heart Disease O O O O O
Diabetes O O O O O
Hearing Loss O O O O a
Bleeding Problems O O O O O
Hypertension O O O O 0
Sickle Cell ] | ] O O O
Stroke O O O O O
Sleep Apnea O O O O O
Thyroid Problems O O O a O
Other O O O O O




Today's
Name: Date of Birth: Date:

REVIEW OF SYSTEMS (Please Mark all that Apply)

Have you experienced any of the following recently:

General Clchills LlFever O Fatigue
[JActivity Changes  [JSweating [Iweight Loss

HEENT [JFacial Sweling ~ [INeck Pain ~ [JVoice Changes ~ [INeck Stiffness
[JEar Drainage [INosebleeds [JDrooling  [JCongestion
CJRunny Nose [IPost Nasal Drip [Isneezing
[JDental Problems  [JRinging in Ears [ Difficulty Swallowing

Respiratory Ll Apnea O Choking [JShortness of Breath ClcChest Tightness
[JCough [ stridor [wheezing

Gastrointestinal [Diarrhea [IConstipation [J Abdominal Bloating [IBlood In Stool
[JAbdominal Pain [JAnal Bleeding Clvomiting  [Nausea
[JRectal Pain

Endocrine [Jcold Intolerance [JHeat Intolerance []Excessive Thirst
Uincrease Hunger Oincrease Urinary Frequency

Neurological [IDizziness [IFacial Asymmetry [JHeadaches
[JLight-Headedness [INumbness [seizure
L_.]Fainting LI Tremor [JwWeakness [Ispeech Difficulty

Musculoskeletal []Joint Pain [JBack Pain  [JBalance Problems [IMuscle Pain
[Joint Swelling

Psychiatric UAgitation  [Jpepression [JHallucinations [IBehavior Problem
[Iconfusion [JDecreased Concentration [IHyperactive [INervous/Anxious
[Iself-Injury [JSleep Disturbance  [JSuicidal Ideas

Skin [Jcolor Change [JUnusual Paleness [JRash Cwound

Allergy/immun [ JEnvironmental Allergies [JFood Allergies O Immuno-Compromised

Tobacco Use? [INever Ocurrent UPrevious Date Quit

Type: Packs per day: Number of years:

Alcohol Use? Cyes CINo Amount:

[IMouth Sores
[ISinus Pressure

[ISore Throat




