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History and Physical

Date: _________________
(Print) Patient Name:_____________________________________________ Date of Birth:___________
Briefly describe why you are here to see Dr. Chattar-Cora:  _____________________________________
_____________________________________________________________________________________
Who referred you to us?  ________________________________________________________________
Occupation: ___________________________________________________________________________
Past Medical History 
Are you currently being or have been treated for any of the problems below?
	Strokes                                                          Yes      No                     
	[bookmark: _GoBack]Coronary artery disease                         Yes     No

	Seizures                                                         Yes     No                          
	Heart valve problems                             Yes      No

	Glaucoma                                                      Yes     No  
	High blood pressure                                Yes     No

	Dry eye syndrome                                        Yes    No
	Pulmonary (lung problems)                   Yes     No

	Thyroid problems                                         Yes    No
	Asthma                                                      Yes     No

	Pituitary disorder                                         Yes     No
	Emphysema                                              Yes     No

	Diabetes                                                         Yes    No
	Chronic Bronchitis                                   Yes     No

	Fibromyalgia                                                 Yes     No 
	Pneumonia                                               Yes      No

	Autoimmune disorder                                Yes     No
	Peptic ulcer disease                                Yes      No

	Heart attack                                                  Yes     No
	Arthritis                                                     Yes      No

	Bleeding disorder                                         Yes     No
	Liver failure                                               Yes      No

	Anemia                                                           Yes     No
	Kidney failure                                           Yes      No

	Sickle cell disease                                         Yes     No
	Psychiatric disorder                                 Yes      No

	Flu Vaccine                                                    Yes     No
	Pneumonia Vaccine                                 Yes      No


Past Surgical History
Have you ever had any operations in the past?					      Yes     No
If so, what and when? ___________________________________________________________
______________________________________________________________________________
Were there any complications with any of these operations?                                            Yes     No
If so, please explain______________________________________________________________
______________________________________________________________________________
Do you have any allergies to medications?                                                                              Yes     No
If yes, please list the medication and side effect: ______________________________________
______________________________________________________________________________
Do you take any medications including over the counter supplements?                           Yes     No
If so, please list dose and what condition they are used for:  _____________________________
______________________________________________________________________________
Do you currently use or have used these in the past? 
· Tobacco products				Yes     No
· Alcohol products 				Yes     No
· Recreational drugs				Yes     No 
When did you last use these? _____________________________________________________
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