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Family Practice

www.MastersFamilyMedical.com

234 West Central Ave 117 West Commercial Ave
Jamestown, TN 38556 Monterey, TN 38574
(931) 879-8139 (931) 310-2900
PATIENT INFORMATION
NAME DOB
LAST FIRST INITIAL
DENTIST OPTOMITRIST PHARMACY

CURRENT MEDICATIONS (PLEASE LIST BY NAME, DOSE AND FREQUENCY TAKEN DAILY):

ALLERGIES:

PLEASE LIST ANY SPECIALISTS YOU FOLLOW UP WITH (i.e. HEART, LUNG, KIDNEY, ARTHRITIS DOCTORS etc.):

PLEASE LIST ALL MAJOR SURGERIES AND DATES PERFORMED:

CHECK WHETHER OR NOT YOU HAVE HAD THE LISTED PREVENTATIVE PROCEDURES:

YES NO DATE YES NO DATE

coronoscopy [ ] MAMMOGRAM ][]

PAP SMEAR I:l I:l DEXA SCAN I:l |:|
SOCIAL HISTORY

OCCUPATION:

DAILY CAFFEINE INTAKE: TOBACCO USE TYPE/AMOUNT:

ALCOHOL USE TYPE/AMOUNT: DRUG USETYPE/AMOUNT:
IMMUNIZATIONS

PLEASE CHECK WHICH APPLIES TO YOU AND LIST THE DATE IF APPLICABLE

YES NO DATE YES NO DATE

I:l I:l TETANUS I:l I:l COVID-19

L0 PNEUMONIA L] SHINGLES

L] INFLUENZA L] HEPATITIS B SERIES




MEDICAL HISTORY

PLEASE CHECK ALL THAT APPLY TO YOU

YES NO YES NO YES NO YES NO

[ JARTHRITIS [ 1 Jcopp/emprysEma [ lHIv/AIDS [ 1L ]apD/ADHD

(1 Ipepression I IkipNey pisease [ JALLERGIES [ 1 Ip1ABETES

[ Jkip~EyY sTones [ _JaLconoLism [ JcaNCER [ IMIGRAINES

1L JANEMIA [ Gour [ 10T muerieee scuerosis L] JANXTETY
10|~ [ 1 IPACEMAKER (1 IpeFBrRILLATOR [ [ ]ANOREXIA

1 IneART DISEASE [ _1PROSTATE DIsSEASE [ 1[_JASTHMA [ JHEART FAILURE

[ Jayporayroip [_I[_IHYPERTHYROID [_1[_IsLoop p1sorpER [_1[_JHEART ATTACK
[ JstrokE/cva/riAl_1L_1BLooD TRANSFUSIONL _|[_JHicH cooLesT.  [_1[_ISTD/HERPES
[ Jsroncrrmis [ _JHEPATITIS [ 1[]sErzures [ JcaTARACTS

FAMILY HISTORY

PLEASE CHECK ALL THAT APPLY TO YOU

YES NO YES NO YES NO YES NO

1] ARTHRITIS (10 coppemprysema [ lLupus [ JHEART ATTACK
1 JAsTHMA [ km~Ney pisease [ ]cour [1[_] HEART DISEASE
[0 aLconorism 1 ]cancEr LI AT~ [ 1 IpIABETES

[ Jayporayromp [ _lHYPERTHYROID [ Ju1GH CHOLESTEROL

I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE
BEST OF MY KNOWLEDGE. I WILL NOT HOLD MY HEALTHCARE PROVIDER
OR ANY MEMBERS OF HIS/HER STAFF RESPONSIBLE FOR ANY ERROR OR
OMISSIONS THAT I MAY HAVE MADE IN THE COMPLETION OF THIS FORM.

PRINTED NAME

SIGNATURE DATE




