MAXEM HEALTH
URGENT CARE

o=
Patient Health History

Patient Name: Age: Date of Birth:
Reason for today’s visit:

Symptoms:

Date of last Tetanus shot (if here for injury): Pharmacy/location:

Do you need a Work / School Excuse? YES or NO What this a work related incident or MVA? YES or NO

ALLERGIES (medications / food) CURRENT MEDICATIONS (prescribed and OTC)
'] No Known Allergies Provide list if necessary
(1 No prescribed medications

WOMEN ONLY: Date of last menstrual period: _ Are you pregnant? YES or NO Breastfeeding? YES or NO
CURRENT MEDICAL DIAGNOSIS: SURGERIES (related to current issue)
[1 NONE [1 NONE
FAMILY HEALTH HISTORY (related to current issue) SOCIAL HISTORY (Please circle all that apply)
[1 NONE CAFFEINE TOBACCO ALCOHOL RECREATIONAL
DRUGS
WHAT KIND: HOW LONG:
HOW MUCH:
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