
    Thakkar, Patel, Avalos MD’s LLC

Date:_______________   Name:__________________________________________  Date of Birth:___________

Referring Physician:______________________________________

Reason for Visit:____________________________________________

Medical History:  Please check yes for any conditions that represent a SIGNIFICANT problem for you in the last 12 
months.

Please 
list all 
of your 

prescription medications.  Include Medication name, dosage, and number of times per day.

________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Please list all of your over the counter medications and vitamin supplements.

______________________________________________________________________________________

______________________________________________________________________________________

Please list all of your  allergies including medications, food and environmental.

_____________________________________________________________________________________

Past Medical History:  Please check if you or your family have ever had any of the following problems.



Please 
list 

hospitalizations and surgeries with approximate dates.

Family History:

Social History:
Marital Status:  Married           Single            Divorced                       Widowed                          Other

Do you smoke?:        No       Yes     If yes, how many packs per day? _______________________

Did you smoke?:        No       Yes     If yes, how many packs per day? _______________________

Do you drink alcohol?         No            Yes     If yes, indicate on average how much.

Beer ________ per     Day      Week     Month         Wine (glasses)________   per     Day      Week     Month

Mixed Drinks _______    per     Day      Week     Month  Other _________    per     Day      Week     Month

Soda products ( Colas )  _______  per     Day      Week     Month  Coffee _______  per     Day      Week     Month

Milk  _________   per     Day      Week     Month  Ice Cream ( Cups) ______  per     Day      Week     Month

Do you have tattoos?  No         Yes        Do you or have you ever used street drugs?     No          Yes

Do you have any other  problems you want to discuss?       No          Yes: __________________________

Patient Signature: _______________________________________________  Date:_______________               


