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Pharmacy Name: __________________________________________________________________________________________________________________

Pharmacy Address: _______________________________________________________________________________________________________________
Phone: _______________________________________  Fax: ________________________________________

Mail Order Pharmacy Name/Address: ____________________________________________________________

Phone: _______________________________________  Fax: ________________________________________

Medications 

I take the following medications (all prescriptions and over-the-counter, including aspirin, herbal supplements, and contraceptives):
Allergies: Please identify what you are allergic to and what type of reaction you have.

Operations, Treatments, Hospitalizations

I have had the following operations, treatments, and/or hospitalizations:

_____________________________________________________________________________________________   Date: ________________________________

_____________________________________________________________________________________________   Date: ________________________________

_____________________________________________________________________________________________   Date: ________________________________

Family History / Medical Conditions

	
	Self
	Mother
	Father
	Siblings

	Allergic Rhinitis
	
	
	
	

	Asthma
	
	
	
	

	Eczema
	
	
	
	

	Food Allergy
	
	
	
	

	Glaucoma
	
	
	
	

	Heart Disease
	
	
	
	

	High Blood Pressure
	
	
	
	

	Emphysema
	
	
	
	

	Diabetes
	
	
	
	

	Thyroid Disorder
	
	
	
	

	Bleeding problems
	
	
	
	

	Cancer (note type)
	
	
	
	

	Sleep Apnea
	
	
	
	

	Other:
	
	
	
	



Patient’s Name ______________________________________________


Date of Birth _______________________________


Date of Visit ________________________________











          ______________________________   ____________________________   ____________________________


          ______________________________   ____________________________   ____________________________


          ______________________________  _____________________________   ____________________________


 


 








Medications ______________________________________________


Foods  ____________________________________________________


Stinging Insects _________________________________________


Latex  _____________________________________________________


Adhesives  _______________________________________________


Other   ____________________________________________________


No known allergies








Reactions ______________________________________________________


Reactions ______________________________________________________


Reactions ______________________________________________________


Reactions ______________________________________________________


Reactions ______________________________________________________


Reactions ______________________________________________________








Please check if you, or your family, have had any of the following problems:





______________________________________________________________


                               Dr. Elena G. Gozum








