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                                                   History
Date of visit ______________  

Patient Name and email address ___________________________________________________________________

Address / city / zip   _______________________________________________________________________________       

Home and cell phone ______________________________________________________________________________

Date of Birth ________________________                          Age_____                            Gender_____________

Primary care provider name________________________________________________________________________

Last mammogram ___________________________   Last physical and pap smear _________________________

Reason for visit ____________________________________________________________________________________

Past Medical Diagnosis_____________________________________________________________________________

Surgeries __________________________________________________________________________________________

Allergies  __________________________________________________________________________________________

Medications ________________________________________________________________________________________

Supplements _______________________________________________________________________________________

                                             Social History

Marital status________  Children _______  Occupation____________________  Smoker____  amt______ 

Adequate sleep  _______________    Caffeine  __________  amt_______   Alcohol _________  amt_______ 

Fast food ____________    Street drugs_______________    Violence____________    Stress_________________

List your greatest desires  ______________________________________________________________________

My desires are being prevented by_______________________________________________________________

                                             Family History

Breast Cancer   ________________________________________             Other_____________________________

Gyn Cancer  ____________________________________________             ___________________________________

Colon Cancer  _________________________________________              ___________________________________

Heart disease___________________________________________             ___________________________________

Diabetes________________________________________________             ___________________________________

High Blood Pressure___________________________________             ___________________________________

Thyroid disease_________________________________________            _________________________________

             The above information is accurate. I have had a mammogram within 1 year and a 
       PAP smear within 3 years. I release Calmglow from responsibility for adverse events

Signature  ___________________________________     Provider Signature  ____________________________
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