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TODAY’S VISIT UPDATE SHEET FOR MEDICATIONS/ALLERGIES and SYMPTOMS
Patient Last Name _________________ First Name _______________    Appointment Date:  __________, 20_____               

Alamar Healthcare, Inc.        PROVIDER: □ JEFFREY ALLAN, MD      □ AVAN PATEL, MD     Date of Birth:  mo. _____/ day _____ /year 19 __ __
Ask for an update sheet from the receptionist now if your contact information (address, phone, emergency contact) or insurance information has changed since your last visit.

PLEASE FILL OUT MEDICATIONS/ALLERGIES and SYMPTOMS PAGE 1 AND 2:

The Federal Government (Medicare and Medicaid) has placed new requirements on healthcare providers to report the following information with each doctor’s encounter in office or nursing home.  Please fill out this medications/allergies form and the attached symptoms/problems sheet at each office visit.
CURRENT MEDICATIONS:
Please list all medications you are currently taking on a daily basis or as-needed basis.  Include doctor prescriptions and over-the-counter medicines, vitamins, home remedies, birth control pills and herbals. Complete this medications list at each visit or provide a computer print-out at each visit.

	MEDICATION
	DOSAGE
	# TIMES PER DAY
	
	MEDICATION
	DOSAGE
	# TIMES PER DAY

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


DISCONTINUED MEDICATIONS:

	MEDICATION
	DOSAGE
	# TIMES PER DAY

	
	
	

	
	
	

	
	
	

	
	
	


ALLERGIES OR REACTIONS TO MEDICINES / FOODS / OTHER AGENTS

	        MEDICATION/FOODS/AGENTS
	       Reactions or Side Effects

	
	

	
	

	
	


________________________________________  __________, 20 ____

(Signature of patient, parent and/or legal guardian) Date

________________________________________ ___________, 20 ____

(If signed by other than patient, indicate relationship) Date
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	SYMPTOMS AND PROBLEMS EXPERIENCED SINCE LAST VISIT 
	
	

	 CHECK EACH ITEM
	YES
	NO
	CHECK EACH ITEM
	YES
	NO
	CHECK EACH ITEM
	YES
	NO

	
	
	
	
	
	
	
	
	

	
	GASTROINTESTINAL
	 
	 
	MUSCULOSKELETAL
	 
	 

	CANCER
	 
	 
	Nausea or Vomiting
	 
	 
	Arthritis condition
	 
	 

	
	
	
	Check off __Diarrhea                        __Constipation           
	 
	 
	Back Pain
	 
	 

	Cancer Type_________
	Date                    
	 
	Change in bowel habits
	 
	 
	Accident or injury
	 
	 

	Cancer Type_________
	Date                    
	 
	Diverticulosis
	 
	 
	Gout
	 
	 

	Cancer Type_________
	Date                     
	 
	Digestion problems
	 
	 
	Joint Pain
	 
	 

	CARDIOVASCULAR
	 
	 
	Gall bladder problems
	 
	 
	Osteoporosis
	 
	 

	Angina - Chest Pain
	 
	 
	G.I. Bleed
	 
	 
	Leg Cramps w/exercise
	 
	 

	Congestive Heart Failure
	 
	 
	Hernia
	 
	 
	Muscle Cramps
	 
	 

	Heart Attack 
	 
	 
	Liver condition
	 
	 
	__Other  

	Hypertension
	 
	 
	Pancreatic condition
	 
	 
	

	Pacemaker
	 
	 
	Ulcer
	 
	 
	NEUROLOGIC
	 
	 

	Irregular Heart Beat
	 
	 
	__ Other  
	Memory impairment
	 
	 

	Shortness of breath/activity
	 

 
	 

 
	
	Concussion
	 
	 

	
	
	
	GENITOURINARY
	 
	 
	Dizziness
	 
	 

	Shortness of breath/waking
	 

 
	 

 
	Urinary Problems
	 
	 
	Headaches
	 
	 

	
	
	
	Bladder Infections
	 
	 
	Loss of consciousness
	 
	 

	  __Other  
	Kidney Stones
	 
	 
	Brain Aneurysm
	 
	 

	DERMATOLOGIC
	 
	 
	Incontinency
	 
	 
	Migraines
	 
	 

	Frequent skin infection
	 
	 
	Prostate Problems
	 
	 
	Seizure disorders
	 
	 

	Eczema
	 
	 
	Penile Discharge
	 
	 
	Stroke
	 
	 

	Toenail fungus
	 
	 
	__Other  
	Paralysis
	 
	 

	Shingles
	 
	 
	
	__Other  

	Dry Skin
	 
	 
	HEENT
	 
	 
	

	Rash
	 
	 
	Vision Problems
	 
	 
	PSYCHIATRIC
	 
	 

	Suspicious Moles
	 
	 
	 Cataracts
	 
	 
	Alcoholism
	 
	 

	__Other  
	 Glaucoma
	 
	 
	Anxiety
	 
	 

	
	 Eye Infections
	 
	 
	Depression
	 
	 

	ENDOCRINE
	 
	 
	 Ear Infections
	 
	 
	Drug/Substance Abuse
	 
	 

	Diabetes
	 
	 
	 Ear Wax or Discharge
	 
	 
	Eating Disorders
	 
	 

	Thyroid _____________
	 
	 
	 Hearing Loss
	 
	 
	__Other  

	Hormone Replace Therapy
	 
	 
	 Dental Infections
	 
	 
	

	Weight change + or --10 lbs.
	 
	 
	 Sinus condition
	 
	 
	RESPIRATORY
	 
	 

	Hot Flashes
	 
	 
	__Other  
	Asthma
	 
	 

	__Other  
	
	Bronchitis
	 
	 

	
	
	 
	 
	COPD - emphysema
	 
	 

	WOMEN’S GYNECOLOGIC HISTORY
	HEMATOLOG- LYMPH
	 
	 
	Coughing
	 
	 

	# Pregnancies _____   # deliveries  ____
	Anemia 
	 
	 
	Coughing with blood
	 
	 

	# abortions  _____  # miscarriages  ___ 
	Blood clotting abnormal
	 
	 
	Sleep apnea
	 
	 

	1st day most recent period  ______         __Age at 1st period_____
	Blood transfusion
	 
	 
	Pneumonias
	 
	 

	
	__Other  
	 
	 
	Pulmonary edemas
	 
	 

	Do you have any concerns about your periods?  __ No    __ Yes
	
	 
	 
	Pulmonary embolism
	 
	 

	
	IMMUNOLOGICAL 
	 
	 
	__Other  

	Abnormal bleeding/ pain __No  __Yes
	Anaphylactic reaction
	 
	 
	

	Vaginal Discharge  __No  __ Yes
	History of transplant
	 
	 
	VACCINATIONS 
	 
	 

	Do you have any concerns about menopause?  __ No    __ Yes
	__Other  
	 HEP A
	 
	 

	
	
	 HEP B
	 
	 

	Last mammogram date  ___ / ____/  ____
	IMMUNOLOGICAL 
	 
	 
	 TETANTUS (TD)  Year?
	 
	 

	Perform monthly breast self-exam N / Y ?
	Anaphylactic reaction
	 
	 
	 Influenza FLU Year?
	 
	 

	RECENT SMOKING HISTORY
	
	History of transplant
	 
	 
	 Measles
	 
	 

	__ I smoke daily, __ # cigarettes per day
	__Other  
	 Mumps
	 
	 

	__ I smoke less than 10 cigarettes per month
	
	 Rubella
	 
	 

	__ I stopped smoking month/year __ /___
	BREASTS
	 
	 
	 Varicella Chicken Pox
	 
	 

	__ I have never smoked
	 
	 
	Lumps    
	 
	 
	 Pneumovax Pneumonia Year?
	 
	 

	Surgeries since last visit _______________________
	Tumor
	 
	 
	 Zoster Shingles Year?
	 
	 

	_______________________
	Discharge
	 
	 
	Other Vaccination  ________________
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