
Date: ______________________ 

Patient Name:____________________________________   

Date of Birth:____________________________________ 

Reason for Visit:__________________________________  

How long have you had this problem? _______________ 

Pharmacy Name:_________________________________   	
Pharmacy Phone: ________________________ 

Current Medications (Name & Dose) 	 	 	 	 Drug Allergies 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

________________________________________	 	 Primary Care Physician  

________________________________________	 	 ________________________________________ 

________________________________________	 	 Referring Physician 

________________________________________	 	 ________________________________________ 

Past Medical History (Major Illness)	 	 	 	 Surgical History (List Any Operations) 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

________________________________________	 	 ________________________________________ 

Family History (Has anyone in your family had?)	 	 Social History 

___ Heart Attack 	 	 Relationship? _________	 Do you use tobacco now? ______ Past? ______ 

___ Kidney Stones	 	 Relationship? _________	 Do you consume alcohol? _____ 

___ High Cholesterol 	 	 Relationship? _________	 Do you use illegal drugs? _____ 

___ Adult-Onset Diabetes	 Relationship? _________	 Occupation: ______________________________ 

___ Breast Cancer 	 	 Relationship? _________ 	 Marital Status: ____________________________ 

___ Bladder Cancer	 	 Relationship? _________	 Children: ________________________________ 

___ Kidney Cancer 	 	 Relationship? _________	  

___ Prostate Cancer 	 	 Relationship? _________ 

Review of Systems (Check All That Apply) 	  

___ Urinary Frequency	 	 ___ Abdominal Pain	 	 ___ Nausea or Vomiting	 

___ Urinary Incontinence	 ___ Back Pain	 	 	 ___ Diarrhea 

___ Urinary Retention	 	 ___ Chest Pain		 	 ___ Constipation 

___ Blood In Urine	 	 ___ Trouble Breathing	 	 ___ Other ________________________________


