
Corridor Primary Care, P.A. 
Patient History Form 

Name (please print): _______ ~~ ______ Age: ___ Date of Birth: ____ _ 

Fonn completed by: __ ~ _____ _ Today's date: _~ ____ _ 

ALL~RGIES (List substance a!1d reaCtion) 
Dru~ ________ ~ ______________________________ ~ __ ~ _____________ _ 

Food __________________ ~--------,--------------------~~-------
Other (bees, latex, vaccines, etc.) ______ _ 

MEDICATIONS I TARE (List prescriptions and over-the-counter products - use other side if necessary) 

Name DoselHow often Name 

MEDICAL HISTORY 

o High blood pressure 0 Diabetes with insulin 

o High cholesterol 0 Diabetes without insulin 

o Heart disease 0 Thyroid: High? Low? 

o Stroke or ~ini-stroke (ITA) 0 Anemia 

o Blood clot 0 Sleep apnea 

o Heart munnur 0 Asthma 

0 Irregular heartbeat 0 EmphysemaiCOPD 

0 Heart failure 0 Positive TB test 

0 Enlarged prostate 0 Diverticulitis 

0 Erectile dysfunction 0 Irritable bowel syndrome 

0 Frequenturina~ infections 0 Acid refluxiGERD 

0 Overactive bladder 0 Bleeding ulcer 

o Glaucoma o Hearing loss 
o Macular degeneration o Depression 
o Abuse o Anxiety 

DoselHow often 

o Osteoarthritis 

o Rheumatoidlotherarthritis 

o Gout 

o Fibromyalgia 

o Connective tissue disease 

o Osteoporosis 

o Peripheral nerve disease 

o Liver disease 

o Kidney disease 

o Kidney stones 

o Seizures 

o ~emo~los&1)ementia 

o ~grajnes: with aura? Yes ~ 

o Blood transfusion (when?) _____ _ 

o Other: 

o ·STI: Type? 0 Hepatitis (type?) (treatment?) 

o ADD/ADIID: WhenDiagnoscrl? ____________ Bywhom? _____________ _ 

o Vitamin Deficiency: Types? 
----------------------~----------

o Ronnone Deficiency: Types? _________________________ _ 

o Cancer: Types? __ , ________ _ 

o Serious Injuries: Types? 
---------------

List any SPECIALISTS you see: 
-----------------------------

List any SURGERIES you have had: _________________________ _ 



FAMIL Y HISTORY (list who: Mother, Father, MatemalIPatemal Grandparents, Brother, Sister or Child) 
D· bTl Stroke High Blood Pressure la etes ype . "" 

------- 2 Alzheimer's -----
High Cholesterol ________ Diabetes Type -------: 

Heart Disease'--______ Ostrororosis ______ Colon Can c e r / Polyp s ______ _ 

Breast Cancer ______ Prostate Cancer ______ _ 

Other Cancer (Type?) __________ Psychiatric Disorder _______ _ 

Thyroid Disease Other inherited problems ____________ _ 

SOCIAL HISTORY (Check all that apply) 

0 Single 
Nwnber ofchildren: ______ _ 

0 Married: How long? 
Faith preference: _______ _ 

0 Divorced: When? 
HobbiesjInterests: 

0 Widowed: When: 
CurrentjFonner ocrupation: _____ _ 

Last grade level attended: _____ _ 
0 Partnered: How long? 

Are you a: 

o Student?Where: ________ _ o Disabled? Cause: _________ _ 

o At home caregiver? Forvvhoffi ____ _ o Did you move here from another country? 

o Employed? __________ _ 
Country(s): _______ _ 

o I have an Advance Directive document 

HEALTH HABITS 

o Never used tobacco 0 Use e-dgarettes 

o Use tobacco now: Type(s) ______ ; #packs/containers daiIy ___ ; #years/age you started __ 

o QUittobacco: Type(s) Date/Age quit. _____ ;.#years usedjageyoustarted __ 

Alcohol? Type(s), _____ . ____ ; #drinks/week'---__ ; #years/agestm:ed ____ _ 

Recreationill~bstances? Currently~ _____________________ _ 

Formerlyused ___________ _ Treatment required (drcle)? Yes No 

Exerdse routine (desaibe)? None,or __________________________ _ 

Spedill diet? ___________________________________ _ 

Other regular healthcare practices? ________________________ _ 

IMMUNIZATIONS - Please write the date of your most recent vaccine (if known) 

Influenza Tetanus Meningitis Shingles. _____ _ 

Pneumonia Have you had 2 of these? No Yes 

Hepatitis A _______ Haveyou completed the series of 2? No Yes 
Hepatitis B Haveyoucompletedtheseriesof3? No Yes 
HPV (Gardisil) ____ _ 

SCREENING TESTS - Please write the date of your most recent test (ifknown) 

Chest X-ray Colonoscopy EKG ______ _ 

Bone Density Sleep study: Lung Function _____ _ 

To the best of my knowledge the statements and answers on this form are true, complete and correct. 

Patient or Guardian's signature Date 



WOMEN ONLY 

Date of last menstrual period _______ _ 

Age your periods began _____ _ 

Are your periods regular? Yes No 

Are your periods Heavy Moderate Light 

Are your cramps Severe Mild None 

Date of last Pap smear _________ _ 

Date of last mammogram ________ _ 

Do you check your breasts monthly? Yes No 

How many times have you been pregnant? 

Number of deliveries: Vaginal __ C-Section __ 

Any Tubal Pregnancies? Yes No 

Miscarriages Yes No 

Stillbirths Yes No 

Abortions Yes No 

Complications with pregnancies? Yes No 

Any abnormal vaginal discharge? Yes No 

To the best of my knowledge the statements and answers on this form are true, complete and correct. 

Patient or Guardian's signature Date 

Please return to receptionist or nurse when completed and signed. Thank you 


