©Q 3537 N Anthony Bivd | Z (260)373-1083

MEDICAL HISTORY AND ANNUAL Fort Wayne, IN 46805 | | (260)739-3927
P HYS | CAL FO RM §Xg& Morethanapharmacy@protonmail.com
First:| | Last:| | DOB: | | Phone: | |

Please list all allergies:

If you are female, are you pregnant now, or planning to become pregnant: D Y D N

Have you had COVID, if Yes, list date. [ JY [_JN Have you ever been hospitalized or had an operation?(_]Y [_|N
Please explain type of surgery and dates:

If you have more medications or medical history than can fit on the form, please write on the back of this form.
MEDICATION NAME--including OTC & herbs REASON FOR TAKING

PAST MEDICAL HISTORY DATE

MEDICAL CONDITIONS

6.CARDIOVASCULAR

1.GENERAL

9.MUSCULOSKELETAL

PrlPa PrlPa Pr]Pa
Weight Loss D D Chest Pain D D Joint Pain D D
Fatigue D D Irregular Heart Beat D D Joint Swelling D D
Memory Loss D D Elevated Blood Pressure D D Jaw Pain D D
PO [T (31| ear Discase WIE[ oncoroiocica—ea[ea
Headache D D Shortness of Breath D D Blackouts D D
Visual Loss D D Swelling of Limbs D D Dizziness D D
Decreased Hearing D D mm Seizures D D
Sinus Pain D D Diabetes D D Stroke D D
Hoarseness D D Excessive Thirst D D mm
Sore Throat D D Excessive Urination D D Anxiety D D
Trouble Swallowing D D Libido Change D D Depression D D
aesiatory |erfea]acasteomrestina. | pr|ea|RNSgRNN 00
Cough D D Bloody Stool D D 12a. MALE/Genitourinary mm
Wheezing D D Constipation D D Urinary Dribbling D D
m m Diarrhea D D Reduced Flow D D
Breast Mass D D Heart Burn D D Nighttime Urination D D
Breast Pain [ (]| Jaundice W} 12b. FEMALE/Genitourinary PR PA|
Skin Changes D D Kidney Stones D D Abnormal Pap Smear D D
mm Nausea D D Urinary Complaints D D
Anemia D D Vomiting D D Blood in Urine D D
Bleeding Issues D D Menstrual Irregularities D D

E] | have none of the above medical conditions

SOCIAL HISTORY MISC.
Never | Present § Past CONDITION

TELEMEDICINE CONSULTATION

YN Reviewed by Dr. Phil Johnson
1.Smoking (] [ [ | Hepatitis A (][]
Pack Years: Hepatitis B D D
2.Alcohol [J [] [ |COPDorEmphysema (][]
Drinks per day: Cancer (][]
3.Drugs O O O ollEss OO

To the best of my knowledge this is a complete and accurate account of my medical history.
Signature: Date:
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