PLEASE HAND THIS FORM TO THE DOCTOR
 AT THE START OF YOUR VISIT
Dr. Caroline Messer and Dr. Minisha Sood 

Endocrinology, Diabetes & Metabolism, 1080 Fifth Avenue, Suite 1A, New York, NY 10128, T: 212-828-2900 / F: 877-992-9545

PATIENT HEALTH INFORMATION FORM
Patient Name: ______________________________
Patient Date of Birth:_____________

Referring Provider: 



Provider Phone #: 


Pharmacy Information (name, tel # and address):  
____________________________
Chief Complaint:  What is the reason for your appointment today? 

____________________________
Past Medical History

Surgical History

Family Medical History (list significant medical history, if any)

Father: 



Mother: 



Siblings: 



Children: 



Social History

Occupation: 



Relationship status: 
Married / Divorced / Single / Widowed
Have you ever used tobacco products: 



What type(s)? 



How often do you use tobacco? 



If you quit, what date did you quit? 



Do you drink alcohol? 
Yes / No; 
If yes, list # drinks ____ per day or ____ per week.
REVIEW OF SYSTEMS/SYMPTOMS: Mark [ × ] for all symptoms that you experience on a regular basis as indicated below.
	System
	Symptom
	Yes
	No
	System
	Symptom
	Yes
	No

	
	
	Mark [ x ]
	
	
	Mark [ x ]

	Constitutional
	Fevers/chills
	
	
	Gastrointestinal
(cont’d)
	Black/bloody bowel movements
	
	

	
	Persistent fatigue
	
	
	
	Diarrhea
	
	

	
	Weight gain/loss (circle)
	
	
	
	Constipation
	
	

	Eyes
	Blurred vision
	
	
	
	Stomach cramps
	
	

	
	Double vision
	
	
	Genitourinary
	Pain on urination
	
	

	Ears/Nose/Throat
	Ear pain or discharge
	
	
	
	Blood in urine
	
	

	
	Hoarse voice
	
	
	
	Frequent urination
	
	

	
	Sore throat
	
	
	
	Difficulty urinating
	
	

	Cardiovascular
	Chest pain
	
	
	Musculoskeletal
	Muscle pain
	
	

	
	Fast or irregular heartbeat
	
	
	
	Muscle weakness
	
	

	Respiratory
	Shortness of breath
	
	
	
	Joint pain or swelling
	
	

	
	Cough
	
	
	Integumentary
	Rash, hives or sores
	
	

	
	Wheezing
	
	
	
	Easy brusing
	
	

	
	Coughing blood
	
	
	Neurological
	Headaches
	
	

	
	Pain with deep breaths
	
	
	
	Fainting or dizziness
	
	

	Gastrointestinal
	Stomach pain after eating
	
	
	Psychological
	Feelings of depression
	
	

	
	Nausea
	
	
	
	Feelings of anxiety
	
	

	
	Vomiting
	
	
	Other (specify)
	
	
	

	
	Change in bowel movements
	
	
	
	
	
	


Allergies to Medications, Foods or Substances:  


Current Prescription Medications
Current Over-the-Counter (OTC) and Nonprescription Medications

