




  
CAREPOINTE HEALTH HISTORY            Date:___________________ 

Dear valued Patient, 
 To comply with Government standards and improve our record keeping, it is important that you fill out this form as 
completely as possible so that we may gather information in a more meaningful way for your treatment and care.  
 

Patient’s Last Name ________________________ First ________________________ MI _______________ 
 

Sex __ Male__ Female  Height ______ Weight _______  DOB __________ Occupation_____________________________ 
 

Pharmacy Preference (include location/phone)______________________________________________________________                  
 

Name of Primary Care Physician _________________________________________________________________________ 
 

Name of Physician referring you today ____________________________________________________________________ 
 

Do you use tobacco products? ________YES________NO     
 

Approximate date (MO/YR) of last Influenza Vaccine__________ Declined Vaccine ___ Never Received Vaccine ________ 
 

Approximate date (MO/YR) of last Pneumonia Vaccine_________ Declined Vaccine___ Never Received Vaccine_________ 
 

Approximate date (MO/YR) of last Colonoscopy__________ Declined Colonoscopy ___ Never Received Colonoscopy______ 
 

Approximate date (MO/YR) of last Mammogram__________ Declined Mammogram___ Never Received Mammogram____ 
 

Approximate date (MO/YR) of last Pap Smear____________ Declined Pap Smear_____ Never Received Pap Smear_______ 
 

REASON FOR TODAY’S VISIT________________________________________________________________  
 

PLEASE LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING:  Use back if more space is needed 
Name of Medication Dosage How Often Taken 

   

   

   

   

   

   

 
ARE YOU ALLERGIC TO ANY MEDICATION? ____Yes ____ No     If yes, please list below: 

Name of Medication Type of Reaction 

  
  
  
  
  

 

SURGERIES AND HOSPITALIZATIONS Use back if more space is needed 
Have you ever had any problems with anesthesia (being numbed or put to sleep)? ____Yes ____No 
If yes, please list type of problems_____________________________________________________________________  
 

List any surgeries you have had (including dates)________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 

Have you ever been hospitalized for non-surgical reasons? ___Yes ___ No 
If yes, list reasons for hospitalizations__________________________________________________________ 
________________________________________________________________________________________ 
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