Name:_________________________________________________________________
Date:__________________________________________________________________
Have you had since your last appointment? 
	
Surgery/Procedures i.e.: x-ray, colonoscopy, cataract surgeries, etc…
	
If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
Illnesses / Infections / Rashes / Hives / Itching
	
If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
A change in Doctor or any new Doctors?  Yes / No
	
If yes please list name, phone and address.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
A change in medication yes /no
	
If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you need any prescriptions refills or samples?  

If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Do you need any shots  or injections?  

If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Are your treatments continuing to be effective?  Yes/No
	
If no please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you having any joint pain or discomfort?  Yes / No

If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any paperwork that the Doctor needs to sign or fill out?

If yes please explain.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are  your concerns or questions for this appointment today?
[bookmark: _GoBack]________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
