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FAMILY HEALTH




Medical, Family and Personal History
Name ____________________________________     Date ____________     Date of Birth: ____________
FOR BEST CARE, PLEASE FILL OUT THIS FORM AS THOROUGHLY AND ACCURATELY AS POSSIBLE
	PAST MEDICAL HISTORY

Please list any significant conditions you have had in the following areas:
	Year Diagnosed

	CANCER (TYPE)
	
	

	CARDIOVASCULAR
	
	

	EAR/NOSE/THROAT
	
	

	ENDOCRINE
	
	

	EYES
	
	

	GASTROINTESTINAL
	
	

	GENITOURINARY
	
	

	INFECTIONS
	
	

	LUNGS
	
	

	MUSCLE/BONE/JOINT
	
	

	NEUROLOGICAL
	
	

	PSYCHIATRIC
	
	

	SKIN
	
	

	OTHER
	
	


Explain as needed: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name ____________________________________
	
PAST SURGICAL OR PROCEDURAL HISTORY

	SURGERY/PROCEDURE
	YEAR
	NAME OF SURGEON
	CITY AND STATE OF SURGERY

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any other surgeries or procedures in the spaces at the bottom of this page.

	
DRUG ALLERGIES

	MEDICINE
	REACTION
	Year

	
	
	

	
	
	

	
	
	

	
	
	

	⃝ NO KNOWN DRUG ALLERGIES


Please list any additional surgeries/procedures or drug allergies below: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name ____________________________________ 
	
PRESCRIPTION MEDICATIONS (CURRENT)

	NAME AND STRENGTH
	DIRECTIONS
	YEAR STARTED
	LAST PRESCRIBED BY

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Other chronic prescription medications you have taken in the past:   ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list ALL OVER-THE-COUNTER MEDICATIONS AND SUPPLEMENTS you currently take:   ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Name ____________________________________

	FAMILY 
	NAME
	MEDICAL CONDITIONS
	DOB
	ALIVE 
	DIED

	MOTHER
	
	
	
	⃝ YES
	AGE ______

	FATHER
	
	
	
	⃝ YES
	AGE ______

	SPOUSE
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______

	CH/SIS/BR*
	
	
	
	⃝ YES
	AGE ______


*Child, Sister, or Brother (please circle) – if inadequate space, please include a separate list
	GPs/UNCLES/AUNTS
	WHO*
	WHAT
	Age of Onset

	CANCER (TYPE)
	
	
	

	CARDIOVASCULAR
	
	
	

	EAR-NOSE-THROAT
	
	
	

	ENDOCRINE
	
	
	

	EYES
	
	
	

	GASTROINTESTINAL
	
	
	

	GENITOURINARY 
	
	
	

	INFECTIONS
	
	
	

	LUNGS
	
	
	


*Please designate Maternal or Paternal, e.g., MGF (maternal grandfather), PGM, PA (paternal aunt), MU (maternal uncle)


Name ____________________________________


          (Continued from previous page)
	MUSCLE/BONE/JOINT
	
	
	

	NEUROLOGICAL
	
	
	

	PSYCHIATRIC
	
	
	

	SKIN
	
	
	

	OTHER
	
	
	


	PERSONAL INFORMATION 

	Occupation and Company:                ___________     ________       Religious Preference: ____________ 
             Gender:   ⃝ Male    ⃝ Female   
             Marital status:   ⃝ Single     ⃝ Married     ⃝ Divorced     ⃝ Separated     ⃝ Widowed

             Do you smoke?
  ⃝ No     ⃝ Yes (How much?      _         cigarettes/day on average)
             If a former smoker:  What year did you quit? ____________

                        How many years did you smoke? ____________

                        How many packs per day did you smoke on average during that time? _____________

             Do you use smokeless tobacco?   ⃝ No     ⃝ Yes (How much?                    ________________)
Highest level of schooling:  ⃝ High school     ⃝ College/Trade school     ⃝ Post-graduate
How often do you drink alcohol?   ⃝ Never     ⃝ Rarely     ⃝ 0-3 times per week     ⃝ Nearly every day

When you drink, how many drinks do you have?   ⃝ 1-2     ⃝ 3-5     ⃝ 6 or more (Type ____________)
Are you an alcoholic or do you think you may be?   ⃝ No     ⃝ Yes
Have you had a problem with drugs/substance abuse?   ⃝ No     ⃝ Yes (Type ____________________)
Sexual orientation:  ⃝ Not sexually active     ⃝ Heterosexual     ⃝ Homosexual     ⃝ Bisexual

Are you on a special diet (if so, what type)? ________________________________________________
How much do you exercise?  ____________________________________________________________
Do you have pets? ____________________________________________________________________ 


What else would you like us to know about you, health or otherwise? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
TLC Family Health

Disclosure and Consent


General Patient Authorization
⃝ YES   ⃝ NO  →  I hereby authorize employees, including physicians, Physician Assistants, and Nurse Practictioners, of TLC Family Health, to render routine care to me during my visits and to fulfill the orders of my physicians, including consultants, associates, and assistants of the physician's choice.

⃝ YES   ⃝ NO  →  I understand that payment for my visit or other services is due on the day of service.  Payment methods that have expired must be rectified before any other services will be provided.
⃝ YES   ⃝ NO  →  I have thoroughly read and agree to the TLC Family Health Patient Agreement.

⃝ YES   ⃝ NO   ⃝ N/A  →  If Medicare patient, carefully review the Medicare Private Contract
⃝ YES   ⃝ NO  →  I authorize TLC Family Health to release my medical information pertaining to my diagnosis and/or treatment, including but not limited to, information concerning communicable diseases such as Human Immunodeficiency Virus ("HIV") and Acquired Immune Deficiency Syndrome ("AIDS"), laboratory test results, medical history, treatment, or any other such related information to:

1. Representatives of local, state or federal agencies in accordance with law;

2. Any person(s) or entities financially responsible for my care or treatment;

3. Employees and representatives of TLC Family Health for investigation and defense of any claim or cause of action, actual or potential, which is or may be asserted against TLC Family Health, or any affiliate of TLC Family Health;
4. Any health care providers associated with my care to facilitate further treatment.

⃝ YES   ⃝ NO  →  I authorize TLC Family Health to disclose medical information pertaining to my diagnosis and/or treatment, laboratory test results, medical history, immunization records, or any other such related information to those listed below.*
	NAME
	RELATIONSHIP
	PHONE NUMBER
	COMMENTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


*Example:  Referring Physician, Specialists, Mother, Father, Spouse, Children, etc.
                                                      _____________________      __   / 
 ______________

Name of Patient






Date of Birth
                                                          __________________ _____    / 
                     ____    / _____________
Signature of Patient / Legally Authorized Representative


Date

           Relationship
___________________________________________________
Witness
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