WILSON IMMEDIATE CARE, PA WILSON, NC
PRINT NAME_____________________________ DATE OF BIRTH__________

PLEASE CIRCLE ANY ITEMS THAT APPLY TO YOU NOW OR IN THE PAST. IF IN THE PAST PLACE P BESIDE IT
IF YOU CANNOT ANSWER A QUESTION, LEAVE IT BLANK. THE MEDICAL STAFF WILL REVIEW THIS WITH YOU IN THE ROOM.

REGULAR DOCTOR___________________ REGULAR PHARMACY AND LOCATION___________________________
PHONE NUMBER___________________ RACE_________ PREFERED LANUAGE____________
E-MAIL ADDRESS____________________________   ETHNICITY_______________
1.HIGH BLOOD PRESSURE

2.DIABETES: __________

3.HEART DISEASE
IRREGULAR HEART RHYTHM
HEART ATTACK

CORONARY ARTERY DISEASE

BY-PASS OR STENTS

PACEMAKER 

VALVULAR HEART DISEASE
VARICOSE VEINS

PERIPHERIAL VASCULAR DISEASE
4.CHOLESTEROL

5. RESPIRATORY DISEASE
ASTHMA

PNEUMONIA

EMPHYSEMA (COPD)
ALLERGIC RHINITIS

SLEEP APNEA

6.GASTROINTESTINAL

REFLUX (GERD)
ULCERS / GI BLEEDING
HEPATITIS / LIVER DISEASE
CROHN’S DISEASE
ULCERATIVE COLITIS
DIVERTICULITIS

IRRITABLE BOWEL DISEASE

7. KIDNEY(URINARY TRACT) DISEASE
RENAL INSUFFICIENCY

KIDNEY STONES
PROSTATE TROUBLE
8.NEUROLOGY:
STROKES

SEIZURES/EPILEPSY

NEUROPATHY
MULTIPLE SCLEROSIS
MIGRAINES 

9.THYROID DISEASE 

10.SKIN DISORDERS
11.CANCER: TYPE__________

12.ARTHRITIS

RHEUMATOID

DEGENERATIVE

CHRONIC BACK PAIN
GOUT

FIBROMYALGIA 
OSTEOPOROSIS
13.ANEMIA/ BLEEDING DISORDERS
14. SEROIOUS INFECTIONS
15.PSYCHIATRIC ILLNESS/ CARE
DEPRESSION

ANXIETY
EATING DISORDERS

16.CATARACTS/ GLAUCOMA

17.SEXUAL TRANSMITTED DISEASE/ HIV

PREVIOUS SURGERIES

HEART

GALL BLADDER

GI

TONSILLECTOMY

HYSTERECTOMY 

APPENDIX 

ORTHOPEDIC
HERNIA

OTHER_________________
OTHER_________________
FAMILY HISTORY AND WHO             HAD IT 

HYPERTENSION

DIABETES

RESPIRATORY

HEART DISEASE

STROKE 

CANCER

ANEMIA

OTHER______________

SOCIAL HISTORY

EMPLOYED

MARRIED
PREGANCIES

CHILDREN
TOBACCO

ALCOHOL

SUBSTANCE ABUSE

LAST TETANUS SHOT

LIST ALL PESCRIPTION MEDICATIONS/STRENGTHS/HOW
YOU TAKE THEM

1.______________________
2.______________________
3.______________________
4.______________________
5.______________________
6.______________________
7.______________________
8.______________________
9.______________________
10._____________________
OVER THE COUNTER MEDS/AND HERBAL SUPPLEMENTS
1.________________________
2.________________________
3.________________________
DRUG ALLERGIES AND REACTIONS

1.________________________
2.________________________
3.________________________
4.________________________
5.______________________

THIS SIGNATURE CONFIRMS THAT I HAVE PROVIDED THIS INFORMATION TO THE BEST OF MY RECOLLECTION.

SIGN: _____________________________________________ DATE: ____________________
