Wake Internal Medicine Consultants, Inc.

Name:

Chart #:

Physician:

DOB:

Chief Complaint(reason for visit):

Allergies: FAMILY HISTORY
Father's Mother's
Father Mother  Parents Parents Siblings  Children
Heart disease| (] | [ O J || I
HighBpP| [J | [J O O O J
stroke| [ | [ || O O O
cancer] O | O O [ [ O
Glaucoma| [ | [ || O O O
Current Meds: Diabetes| (I | O O O [ O
Epilepsy/Consulsions| [] O [ J || I
Bleeding Disorder| [J | OJ O O [ O
Kidney Disease| [ | [ J || ||
Thyroid Disease| [J | O O [ [ O
Mental lllness| (] | O [ J || ||
Osterporosis| (1 | (O O O [ O
Hospitalization or Surgery
Reason Date Reason Date

Medical History: place an x in the boxes that apply

Habits:

ooooooooooooao

O

(|

Headache
Shortness of Breath
Heart palpatations
Heart murmur
Chest pain
Dizziness/Fainting
Peripheral vascular disease
Allergies/Hay fever
Asthma

Bronchitis
Pneumonia

Ulcer

Gl disorder

Smoke: Packs daily:
How Long:
Interested in stopping?

Exercise:

How often:

[ Lactose intolerant

goooboooag

[ Arthritis

Gallbladder disease

Prostate disease

Bowel Irregularity
Incontinence
Sexual/Menstrual dysfunction
Veneral disease

Frequent infections

Hepatitis

[ Osteoporosis

[C] Nervousness

|:| Contact with blood/bodily fluid at work

Patient Signature:

[ coffee: cups daily

other caffeine

[ Alcohol: type
Amount

[C] Diet: Salt intake
Fat intake

Date:

[] Depression

[ Gout

[ Scarlet Fever

[ Chronic rashes
[ Rheumatic fever
J Mumps

] Measles

[ Rubella

[ Polio

[ Diptheria
[ Tetanus

[ Other
[ Other

Sleep :
[ obifficulty falling asleep
[ continuity disturbances
[ snoring
|:| Early morning awakening

[ Dpaytime drowsiness

[ other
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