Pennsylvania Union Medical Center华福诊所


History Intake Form

Name ____________________________DOB ____________Sex _____Date_________
	Previous Physician_________________________Phone Number(___)_____-_________

	Past Medical Illness
	Hospitalizations/Surgeries:

Date:

Illness:


	Immunizations:

Tetanus:

Rubella:
Hep B:

Other:


	Current Medical Illness:


	Current Medications:
	Allergies:




Family History
	
	Age
	Health
	Heart Dis
	High BP
	Cancer
	Stroke
	Diabetes
	Other

	Mother
	
	
	
	
	
	
	
	

	Father
	
	
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	
	
	

	Sibling
	
	
	
	
	
	
	
	

	Grandparents
	
	
	
	
	
	
	
	


Children
	Date of Birth
	Gender
	Name
	Medical Illness

	
	
	
	

	
	
	
	

	
	
	
	


Social History

	Employment


	Tobacco Use
	Caffeine Use

	Sexual Preference


	Drug Use
	Diet

	Marital Status


	Alcohol Use
	Exercise

	Immigrant to US since


	Education Level
	Religion



