FOOTHILL FAMILY CLINIC
NEW PATIENT HEALTH HISTORY

Today'sdate /[

Name Social Security # Dateof Birth__ / /

PERSONAL PROFILE:

Married Separated Divorced Widowed Single

Education Occupation

PERSONAL HABITS:

Alcohol OY @ N Amount Tobacco OY O N Amount #Y ears

Recreational Drugs Or©n Type Amount

MEDICATION INFORMATION:

List All Medication You Are Now Taking List All Medication You Are Allergic To

SURGERIES & HOSPITALIZATION:
Date: Reason:

CHRONIC MEDICAL ILLNESSES:

FAMILY HISTORY: Health summary (including cause of death if deceased)
Mother's Age

Father’s Age

Do you haveaLiving Will or L egal Power of Attorney? Yes O No @




	untitled1: 
	untitled2: 
	untitled3: 
	untitled4: 
	untitled5: 
	untitled6: 
	untitled7: 
	untitled8: 
	untitled9: Off
	untitled10: Off
	untitled11: Off
	untitled12: Off
	untitled13: Off
	untitled14: 
	untitled15: 
	untitled17: 
	untitled18: 
	untitled19: 
	untitled20: Yes
	untitled21: 
	untitled22: 
	untitled23: Yes
	untitled24: Yes
	untitled25: 
	untitled27: 
	untitled28: 
	untitled29: 
	untitled30: 
	untitled31: 
	untitled32: 
	untitled33: 
	untitled34: 
	untitled35: 
	untitled36: 
	untitled37: 
	untitled38: 
	untitled39: 
	untitled40: 
	untitled41: 
	untitled42: 
	untitled43: 
	untitled44: 
	untitled45: 
	untitled46: 
	untitled47: 
	untitled48: 
	untitled49: 
	untitled50: 
	untitled51: 
	untitled52: 
	untitled53: 
	untitled54: Yes


