Health Survey        Office of Mary Fry, M.D.

Your name: __________________________________Today’s date:__________ Age:________


 Marital status: S  M  W  D   Primary Care Physician _________________When was your last check-up?_____

What goals do you have for your visit today? 1)________________________________________________________________________
2)________________________________________________________________________
3)________________________________________________________________________

PAST MEDICAL HISTORY List any serious illnesses or conditions
	1.
	DATE
	
	5.
	DATE

	2.
	
	
	6.
	

	3.
	
	
	7.
	

	4.
	
	
	8.
	

	List Hospitalizations and Surgeries: 

	9.
	
	
	12.
	

	10.
	
	
	13.
	


	MEDICATIONS and DOSAGES: Include over-the-counter pills, birth control, vitamins, herbs, etc.

	1.
	4.

	2.
	5.

	3.
	6.


MEDICATION ALLERGIES:  List any drug allergies or sensitivities:

__________________________________________________________________________________________________________________________________________________________________

	VACCINATIONS:  (Most recent)

	Vaccine
	Date done
	
	Vaccine
	Date done

	Tetanus
	
	
	Pneumonia
	

	Measles
	
	
	Hepatitis B
	

	German measles (Rubella)
	
	
	Hepatitis A
	

	Flu (Influenza)
	
	
	Chicken Pox
	

	H1N1
	
	
	Gardasil (HPV)
	


When did you last see a dentist?_______ 
Have you had screening for colon cancer?   (Yes ( No   (What and when?)___________ 
When was your last cholesterol test?______________ What was the level?____________

	SAFETY CHECK        (Circle Yes or No)

	Do you wear a seat belt?
	YES
	NO
	Have you fallen in the past year?
	YES
	NO

	Do you own a gun?
	YES
	NO
	Have you been a victim of violence or abuse?
	YES
	NO


FOR WOMEN:

Date of the first day of your last period____________ Date of last pap smear__________

When was your last mammogram?__________                      

List dates of all pregnancies_________________________________________________

FOR MEN:

Have you noticed any lumps on your testicles?_______ 
Have you had any tests for prostate cancer?  What and when?______________________







Please continue to page 2

Health Survey Page 2
	SYMPTOMS—Do you have:  (Circle Yes or No)

	Vision problems?
	YES
	NO
	Blood in the stool?
	YES
	NO

	Hearing problems? 
	YES
	NO
	Chronic pain?
	YES
	NO

	Sinus trouble?
	YES
	NO
	Sexual problems?
	YES
	NO

	Hay fever or allergies?
	YES
	NO
	Arthritis or joint pain?
	YES
	NO

	Chest pains?
	YES
	NO
	Rashes or new moles?
	YES
	NO

	History of asthma?
	YES
	NO
	Fainting or seizures?
	YES
	NO

	Trouble breathing?
	YES
	NO
	Anxiety or depression?
	YES
	NO

	Chronic coughing?
	YES
	NO
	Ever had blood transfusion?
	YES
	NO


	PERSONAL HEALTH HABITS:

	Do you exercise regularly?  If yes, for about how many hours in a week? ___________
	YES
	NO

	Do you sleep well?      About how many hours do you sleep per night? _______
	YES
	NO

	Do you think your eating habits are healthy?     If not, what would you like to change?


	YES
	NO

	Are you sexually active?
	YES
	NO

	Are you satisfied with your sexual life?
	YES
	NO

	Have you ever smoked?  If yes:
     How many packs per day? ______  For how many years? ______

     Do you still smoke? _______      If no, when did you quit? _______
	YES
	NO

	Have you ever injected illicit drugs?
	YES
	NO

	Do you have any risks that you know of for HIV or STDs?
	YES
	NO

	What substances have caused you problems, including alcohol, drugs, marijuana, etc.?



	What and when was your last use of a problematic substance, and how much did you use then?  (Most recently)




	FAMILY HEALTH  Include physical, mental and substance use problems

	Relative
	Present age, or age at death
	Health problems

	Father:
	
	

	Mother:
	
	

	Sisters/Brothers (Write in names)

Please include yourself in the list—Circle your name.

(you don’t need to list your health problems again)
	1st born
	
	

	
	2nd
	
	

	
	Etc.
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Spouse or Partner(s)             (past and present)
	
	

	Children

(add more information at bottom of form if needed)
	
	

	
	
	

	
	
	

	
	
	







That’s all!  Thank you very much.

REGISTRATION INFORMATION 

Mary E. Fry, M.D. 2800 N. Sheridan Road, Suite 408, Chicago Illinois  60657  

Phone: 773-281-7711  Fax:  773-248-7556
	First Name           Middle Initial           Last Name

tc \l1 "First Name                    Middle Initial           Last Name:

	Marital Status

S__ M__

D__ W__
	Social Security #

	Birthdate:                                                  Age:           Sex:tc \l1 "Birthdate:
Age

Sex:

	Home Address with  Apt #                                               City                               State        Zip



	Phone:  Home                            Work                    Cell                                  E-mail



	Employer/School                                                                     Occupation

	Person to contact in case of  emergency:

Name:__________________________ Address:____________________________________________

Relationship to you:_______________Home phone:_______________ Work phone:_______________

	Who referred you to our office?
	Will you be using medical insurance for your visit today?  

Yes___  No___ 

If yes, what is the name of the person who is the insurance subscriber? (If other than patient)________________________________

	Who is responsible for your bill today? If other than patient, please list name, address and telephone numbers:



	ASSIGNMENT OF BENEFITS 

I, the undersigned, certify that I (or my dependent) assign directly to Dr. Fry all insurance benefits, if any, if otherwise payable to me for services rendered.  

tc \l2 "
Signed:____________________________________________


Consent for Release and Use of Confidential Information 

and Receipt of Notice of Privacy Practices 
I, _________________________________, hereby give my consent to Mary E. Fry, M.D. to use or 

       (Name of Patient or Authorized Agent)

disclose, for the purpose of carrying out treatment, payment, or health care operations, all information contained in the patient record of ___________________________________.

(Patient(s Name)

I acknowledge receipt of the physician(s Notice of Privacy Practices.

I understand that the physician has reserved a right to change her privacy practices that are described in the Notice, and I understand that a copy of any revised notice will be provided to me or made available.

I understand that this consent is valid until it is revoked by me.  I understand that I may revoke this consent at any time by giving written notice of my desire to do so, to the physician.  I also understand that I will not be able to revoke this consent in cases where the physician has already relied on it to use or disclose my health information.  Written revocation of consent must be sent to the physician(s office.

Signed:_________________________________________________Date:________________________

If you are not the patient, please specify your relationship to the patient: _____________________________.
