
TODAYS DATE: ___________________________
PATIENT NAME: ______________________________________ DOB: _____________________

REASON FOR VISIT: _______________________________________________________________
HOW LONG HAVE YOU HAD THIS PROBLEM?: ________________________________________________
WHEN DOES THIS PROBLEM OCCUR?: ______________________________________________________
OTHER MAJOR ILLNESSES NOT LISTED ON BUBBLE SHEET: ______________________________________
_____________________________________________________________________________________
HAVE YOU HAD A PNEUMONIA VACCINE?   Y       N     IF ‘YES’, WHEN?  ___/___ (Month/Year)
					            LOCATION :  ____________________________________ *Do you have any medications allergies:   Y            N          
LIST ALLERGIES:________________________________________________________________________
	MEDICATIONS, VITAMINS &
OVER THE COUNTER DRUG
	DOSE 
(I.E. MG’S OR PUFFS)
	FREQUENCY 
(TIMES DAILY)

	EXAMPLE:                       ADVAIR
	250/50
	1 PUFF 2 TIMES DAILY
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UPDATED 10/11/12
