




	Your_Name: 
	Date_of_Birth: 
	Reason_for_Visit: 
	Medication_1: 
	Dose_1: 
	Medication_2: 
	Dose_2: 
	Medication_3: 
	Dose_3: 
	Medication_4: 
	Dose_4: 
	Medication_5: 
	Dose_5: 
	Medication_6: 
	Dose_6: 
	Medication_7: 
	Dose_7: 
	Medication_8: 
	Dose_8: 
	Past_Medical_1: 
	Past_Medical_2: 
	Past_Medical_3: 
	Past_Medical_4: 
	Past_Medical_5: 
	Past_Medical_6: 
	Past_Medical_7: 
	Past_Medical_8: 
	Allergy_1: 
	Allergy_2: 
	Allergy_3: 
	Allergy_4: 
	Allergy_5: 
	Allergy_6: 
	Surgery_1: 
	Surgery_2: 
	Surgery_3: 
	Surgery_4: 
	Surgery_5: 
	Surgery_6: 
	Family_Father: 
	Family_Mother: 
	Family_Brothers: 
	Family_Sisters: 
	Family_Children: 
	Family_Other_Relatives: 
	Marital_Status: 
	Occupation: 
	Education_Level: 
	Lives_With: 
	Smoking_Amount: 
	Alcohol_Amount: 
	Substance_Details: 
	Present_Height: 
	Present_Weight: 
	Smoke: Off
	Alcohol: Off
	Illicit_Substances: Off
	Handedness: Off
	Symptom_Blurred_or_double_vision: Off
	Symptom_Loss_of_hearing: Off
	Symptom_Change_in_taste_or_smell: Off
	Symptom_Difficulty_speaking: Off
	Symptom_Headache: Off
	Symptom_Decline_in_memory: Off
	Symptom_Difficulty_holding_urine_stool: Off
	Symptom_Head_trauma: Off
	Symptom_Difficulty_sleeping: Off
	Symptom_Numbness_or_tingling: Off
	Symptom_Hallucinations: Off
	Symptom_Nausea_vomiting: Off
	Symptom_Cough: Off
	Symptom_Chest_pain: Off
	Symptom_Ankle_swelling: Off
	Symptom_Abdominal_pain: Off
	Symptom_Fever: Off
	Symptom_Skin_rash: Off
	Symptom_Eye_pain: Off
	Symptom_Ringing_in_ears: Off
	Symptom_Difficulty_swallowing: Off
	Symptom_Dizziness_Vertigo: Off
	Symptom_Fainting_spells_blackouts: Off
	Symptom_Weakness_one_side: Off
	Symptom_Neck_or_lower_back_pain: Off
	Symptom_Anxiety_depression: Off
	Symptom_Tremor_involuntary_movement: Off
	Symptom_Clumsiness_unsteadiness: Off
	Symptom_Bruising_bleeding: Off
	Symptom_Change_in_weight: Off
	Symptom_Shortness_of_breath: Off
	Symptom_Breast_masses: Off
	Symptom_Constipation: Off
	Symptom_Frequent_painful_urination: Off
	Symptom_Blood_in_urine_or_stool: Off


