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       Patients Name: ____________________________________ 
 
Adult Summary Form    Date of Birth: _____________________________________ 
 
    
Drug Allergies/Sensitivities: ___________________________________________________________________ 
 
Emergency Phone #: _______________________ Contact Person/Relationship: __________________________ 
 

Date Medical Problems and Surgeries  Medications    
     
     
     
     
     
     
     
      
     
     
     
     
     
     
     
     
     
     
 
Family History of 
Y   N                                Family Member 
   Dementia              ______________ 
   Breast CA              ______________ 
   CAD                     ______________ 
   Stroke                    ______________ 
   Ovarian CA           ______________ 
   Colon CA              ______________ 
   Depression           ______________ 
   Diabetes                ______________ 
   Aneurysms             ______________ 
   Glaucoma            ______________ 
   Cholesterol           ______________ 
   High BP                ______________ 
   Melanoma             ______________ 
   Prostate CA          ______________ 
   MEN II                 ______________ 
    Medullary 
           Thyroid CA         ______________ 
 

Initial Risk Assessment 
 
 Alcohol Use           _________ 
 
 Marijuana Use        _________ 
 
 Vaping THC           _________ 
 
 Vaping Nicotine      _________ 
 
 Smoking Cigarettes _________ 
 
 Smoking Cigars       _________ 
 
 
 
 

Social History 
 
 Married        Single     
 
 Divorced      Widow(er)  
 
 Separated 
 
 
Occupation: ______________________ 
 
 
45 and older: 
Last colon cancer screening __________ 
 
 
 

 
Signature: ____________________________________________________________ Date: _________________________ 


